
inurnal of % 

Sntfrnational (SoUrgf of ^urgfona 

Founded in Geneva, Switzerland, 1935 - Incorporated in Washington, D. G., 1940 


EdUor«in*Chief 

JIAX Thorek, M.D., Sc.D., LL.D., F.B.C.S., F.I.C.S., F.P.C.S. (Hon.), F.R.S.M. 
Associate Editor 
Philip Thorek, M.D., F.A.C.S., 

Consulting Editor 
Morris Fishbein, M.D., F.I.C.S 
Assistant Editor 
Dorothy Langley / 

Production f 

Connie Adams # 

Publication Committee" — __—. 

Francisco Grana, M.D,, Chairman Max Thorek, M.D., Editor-in-Chief 

Rudolph Nissen, M.D. Arnold S. Jackson, M.D. 

Henry W. Meyerding, M.D. Edward L. Compere, M.D. 

Summary Editors 

Dr. Manuel A. Manzanilla, Jr., Mexico, D.P. Dr. Fritz Rothbart, Chicago 

Spanish German 

Dr. Virgilio Alves de Carvalho Pinto, Dr. Antonello Franchini and 

Sao Paulo Dr. Martin Mini, Bologna 

Portuguese Italian 

Dr. Hans Bonin, Chicago 
French 

News Editors 

Associate Secretaries —^Various Countries 


CONTENTS—JULY, 1955 


Paroxysmal Disorders of the Cranial Nerves. 1 

Alexander S. Johnson, F.A.C.S., F.I.CS., Great Falls, Montana 

Cancer of the Respiratory Tract: Recent Trends in Mortality. 12 

Edward A, Lew, Chicago, UUnois 

Enteroenterostomy: A Useful but Neglected Procedure in Gastric Resection. 28 

Max M. Simon, M.D., F.A.C.S., FJ.C.S., Poughkeepsie, New York 


Luxation or Subluxation of the CarpometacarpalJoint of the Thumb 
Michael Btirntan, M.D., D.A.B., Neiu York City, New York 


45 







64 


Mj.gys pacU as^-Aiiat-omic.-aDci-^'herapeiitiTr=feoggiqei'^tions ... 

Donald R. Smith, MJ)., F.A.C.S., San Francisco, California 

Rare Lesions of the Rectum and Colon. 72 

Guy L. Kratzcr, F.A.C.S., F.I.C.S., Allentown, Pennsylvania 

Diverticulitis of the Ascending Colon Simulating Appendicitis . 76 

Caesar F. Sarni, M.D., F.I.C.S., Pottstown, Pennsylvania 

Cancer of the ThjToid. 79 

. 4 . n. Letton, M.D., F.A.C.S., F.I.C.S., and John Page Wilson, M.D., Atlanta, Georgia 

A New Scintillation Counter for Use in Clinical Diagnosis with Radioactive Isotopes. 84 

Averill Stow'cll, M.D., F.A.C.S., F.I.C.S., J. M. Richards, .4. B., and S. A. Scherbatskoy, A.B., 
Tulsa, Oklahoma 

Proctosigmoidoscopy as a Routine Procedure. 89 

Williaiii Wickman, MJ)., A.J.C.S., Miami, Florida, and Timothy A. 

Lamphier, M.D., D.A.B.S., F.A.C.S., F.I.G.S., Boston, Massachusetts 

A Method for Control of Anorectal HemoxThage . 97 

George R. Marshall, M.D., D.A^., F.I.C.S., Seattle, Washington 

Primary Tubeixulosis of the Stomach Associated with Intestinal Pneumatosis. 100 

Kihat Do7'kcn, M.D., F.I.C.S., Istanbul, Tttrkcy 

The Surgical Treatment of Pilonidal Disease.‘. 104 

Karl Zimmerman, l/.D., F.A.C.S., F.I.C.S., Pittsbwgh, Pciutsijlvania 

Experimental Studies on the Ideal Fabric for Plaster of Paris Casts. 108 

Gastao Yelloso, MJ)., F.I.C.S., Rio de Janeiro, Brazil 

Section on Ophthalmology and Otorhinolary'ngology 

Nasal Accessory Sinuses. 113 

Benjamin H. Shuster, M.D., F.A.C.S., F.I.C.S., Philadelphia, Pennsylvania 

Alcohol in the Management of Nasal Sui’gei'y: A Study in Tranquil Local Anesthesia. 117 
Maurice H. Cottle, MJ)., F.I.C.S., George F. Fischer, M.D., and Roland M. Loring, M.D., 
Chicago, Illinois 

Spontaneous Foinnation of Endolai-yngeal Hematomas . 123 

G. Yannotili. MJ)., F.I.C.S., Thessalonika, Greece 

Editori.al 

A Landmark in Surgical History. 126 

New Books. 130 


ABSTP.ACTS FROM CUPJIENT LtLERATURE 


134 


















FOUNDED BY DR. ilAX THOREK 


iournal at lift 

International Coltegc of ^urgeonef 

Founded in Geneva, Switzerland, 1935 - Incorporated in Washington, D. C., 1940 
Vol. XXIV JULY, 1955 No. 1 


Original Articles 


Paroxysmal Disorders of the Cranial Nerves 

ALEXANDER C. JOHNSON. M.D., F.A.C.S., F.I.C.S. 

CKEAT FALLS, MONTANA 


T he paroxysmal disorders of several 
of the cranial nerves constitute an 
interesting group of conditions. They 
have in common the unusual feature of 
paroxysmal recurrence of symptoms with 
relative freedoVn from disturbing symp¬ 
toms during the intervals between parox¬ 
ysms ; they are all of unknown or obscure 
causation; they are essentially nonpro¬ 
gressive, and they are benign in their 
course apart from the disability produced 
by the attacks per se. In addition to these 
remarkable characteristics one might add 
that with some reservations each of these 
conditions is decidedly amenable to surgi- 


•Extension of a paper presented at the annual meeting 
of the Montana Chapter. American College of Surgeons. 
Billings. Montana, August 1952. 


cal intervention. There are few diseases 
that can be diagnosed and treated with 
such certainty, particularly when the 
cause is entirely unknown. It is remark¬ 
able that the essential similarity of these 
disorders appears to go unnoticed in most 
standard textbooks, though Davis,i in de¬ 
scribing Meniere’s syndrome, stated that 
the attack "bears a close resemblance in 
its explosive character to trigeminal neu¬ 
ralgia.” 

It is not the purpose of this brief review 
to discuss all of the disorders of the cra¬ 
nial nerves, some of which may he inter¬ 
mittent in varying degree, but rather to 
review the fundamental clinical and diag¬ 
nostic features and the therapeutic man¬ 
agement of the distinctly paroxysmal 
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cranial nerve disorders, primarily from a 
surgical standpoint. 

As a matter of convenience one may di¬ 
vide these disorders into (1) the neural¬ 
gias, of which paroxysmal pain is the pri¬ 
mary symptom, (2) paroxysmal motor 
phenomena involving muscle groups of 
cranial nerve innervation, and (3) par¬ 
oxysmal vertiginous episodes. 

Well defined paroxj’^smal neuralgic syn¬ 
dromes include those involving the fifth 
and ninth nerves. There are several less 
well defined syndromes apparently involv¬ 
ing the nervus intei’medius and possibly 
also the sphenopalatine ganglion and Vi¬ 
dian nerve, and Jacobson’s nerve and the 
tympanic plexus. 

Paroxj''smal trigeminal neuralgia, or 
tic douloureux of the fifth cranial nerve, 
is a fairly common condition, well known 
for centuries and described classically by 
) Fothergill- in 1776. This disorder is char¬ 
acterized by violent paroxysms of severe 
pain involving one or more branches of 
the trigeminus. The second and third di¬ 
visions are usually involved alone or sep¬ 
arately, and involvement of the first divi¬ 
sion is uncommon except in association 
with involvement of one or both lower 
divisions. Attacks of pain are character- 
isticalW precipitated by peripheral stim¬ 
uli, such as washing the face, eating or 
otherwise stimulating the involved por¬ 
tion of the face. Often there are localized 
dolorogenic or “trigger” zones, stimulation 
of which readily precipitates the painful 
paroxysms. In the first division this is 
usually in the eyebrow; in the second di¬ 
vision, the ala of the nose and the upper 
lip, and in the third division, usually, the 
lower lip. Pain is sharply isolated to the 
involved division or divisions of the tri¬ 
geminus, never extending into the ‘oppo¬ 
site side of the face or into the adjacent 
cervical dermatomes, although slight over¬ 
flow into an adjacent but primarily unin¬ 
volved division of the same trigeminal 


nerve seems to occur at times. The pain is 
described by the patient as shooting, burn¬ 
ing, tearing, or by similar vivid adjectives. 
Because of the characteristic precipita¬ 
tion of pain by peripheral stimuli these 
patients are rarely seen to touch the in¬ 
volved portion of the face; on the con¬ 
trary, they generally hold the hands in 
front of the face in a protective manner, 
a characteristic action when the examin¬ 
ing physician appears about to touch the 
involved area. 

Objective neurologic abnormalities are 
completely absent, and the presence of any 
demonstrable cranial nerve involvement, 
particularly hypesthesia in trigeminal dis¬ 
tribution, diminution of corneal reflex, or 
weakness of the muscles of mastication on 
the implicated side, should be regarded as 
evidence not of tic douloureux but of some 
other lesion of the gasserian ganglion or 
trigeminal nerve—for example, tumor of 
the gasserian ganglion. Differential diag¬ 
nosis of tic douloureux is a simple matter. 
If the neurologic syndrome is not charac¬ 
terized by flashing paroxysms of pain, 
generally severe, in one or more divisions 
of the trigeminus, precipitated by periph¬ 
eral stimuli and unassociated with ob¬ 
jective neurologic change, the diagnosis 
of tic douloureux is untenable. My own 
teacher in neurologic surgeiy. Dr. Claude 
Coleman, often made the remark that tic 
douloureux is a “self-diagnosing disease.” 

Other types of neuralgia involving the 
sensoiy domain of the trigeminus tend to 
be persistent and aching and often have 
localized soreness and a demonstrable 
cause in the form of disease of the dental 
structures, paranasal sinuses, etc. Many 
atypical facial pains are bizarre in nature 
and distribution, with prominent psycho¬ 
genic features. Some may be due to auto¬ 
nomic disturbances. 

Therapy of tic douloureux of the fifth 
nerve consists essentially of interruption 
of the centripetal pathway from the in- 
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volved dermal area. This may be accom¬ 
plished by localized destruction of the pe¬ 
ripheral divisions of the nerve, with in¬ 
jection of alcohol or surgical avulsion. 
The more central portions of the neural 
pathway may he attacked at the level of 
the sensory root between the gasserian 
ganglion and pons or the descending tract 
of the trigeminus within the medulla. 

Alcohol blocks are most suited for the 
second and third divisions, the injection 
being accomplished at the foramen rotun- 
dum and the foramen ovale, respectively, 
with 0.5 to 1 cc. of 100 per cent ethyl 
alcohol. The second division lends itself 
well to surgical avulsion under local anes¬ 
thesia through a transoral approach to 
the infraorbital foramen. The first divi¬ 
sion is poorly treated by either nerve 
block or avulsion, since only its terminal 
branches are accessible at the brow. For¬ 
tunately this branch, as aforementioned 
above, is rarely involved. These peripheral 
procedures have the disadvantage of not 
being permanent, the painful paroxysms 
usually returning with regeneration of the 
nerve fibers. They, however, are useful in 
their simplicity as well as for extremely 
debilitated patients for whom major surgi¬ 
cal intervention might be hazardous, ad¬ 
mittedly an unusual situation. There is also 
the additional advantage of permitting 
the patient an opportunity to evaluate the 
relief of pain in exchange for a zone of 
anesthesia, and clearing up any doubt that 
may exist as to the correctness of the 
diagnosis. 

The most useful surgical procedure in 
treatment of trigeminal tic douloureux 
consists of intracranial division of fibers 
of the sensory root of the gasserian gan¬ 
glion and its entrance into the lateral sur¬ 
face of the pons. Trigeminal rhizotomy 
posterior to the ganglion was first sug¬ 
gested by Horsley,’ who carried out this 
procedure in 1891, and, although the pa¬ 
tient died of shock seven hours after the 


operation, Horsley stated that “the opera¬ 
tion presented no special difficulty beyond 
that of being very tedious.” The opera¬ 
tion was first successfully carried out by 
Frazier^ in 1901, following the suggestion 
made three years earlier by Spiller that 
retrogasserian division of the trigeminal 
pathways might not be followed by the 
regeneration that occurs after procedures 
peripheral to the ganglion. Prior to this, 
various procedures for avulsion of the 
gasserian ganglion had been introduced, 
including that of Rose,’ who in 1890 ex¬ 
cised part of the maxilla and curetted the 
gasserian ganglion by enlargement of the 
foramen ovale, and the technic, independ¬ 
ently introduced in 1892 by Hartley' and 
Krause,’ of approaching the ganglion 
through a small temporal bone flap. Avul¬ 
sion of the ganglion, rather than rhizot¬ 
omy, was the intention of these proced¬ 
ures. Subsequent refinements have re¬ 
duced the procedure at this time to one 
with negligible morbidity and mortality 
rates. These refinements include differen¬ 
tial section of the nerve to preserve the 
ophthalmic division and spare the motor 
root, as suggested by Frazier,® Stookey’ 
and others. 

An entirely different approach to the 
sensory root of the trigeminus was intro¬ 
duced by Dandy” who confined himself 
largely to a unilateral posterior fossa ex¬ 
posure through the cerebellopontine an¬ 
gle. In spite of the theoretically increased 
risks of this operation, the procedure, in 
the hands of those who have become 
skilled in its technic, has proved com¬ 
parable, so far as safety is concerned, to 
the transtemporal procedure. Further re¬ 
finements of Dandy’s technic by Walker” 
have increased the simplicity and safety 
of this procedure and have the great ad¬ 
vantages of permitting better visualiza¬ 
tion of the entire sensory root, and of as¬ 
suring safety and preservation of ■' 
tor root because of its more rost. 
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at the surface of the pons. Furthermore, 
increasing evidence appears to support 
Dandy’s long disputed contention that the 
pain fibers involved in the tic mechanism 
assume a more caudal position within the 
sensory root as the pons is approached. 
Thus a partial rhizotom 3 ^ spares corneal 
sensation while relieving pain, even when 
the first division is involved. I have veri¬ 
fied this observation in 1 case in which all 
three divisions of the trigeminus were 
involved in severelj”- painful paroxysms. 
After division of the caudal three-fifths 
of the sensoiT root by the technic of 
Walker, the patient was completely re¬ 
lieved of all painful paroxj'^sms, but cor¬ 
neal sensation and corneal refiexes were 
preserved normall 5 ^ and in only a small 
portion of the mandibular division was a 
significant degree of analgesia noted. 

Other surgical technic with interrup¬ 
tion of centripetal trigeminal pathwaj’^s 
1 have been used with success but are not in 
/ general use. These include the transtem¬ 
poral intradural approach introduced bj’’ 
Wilkins^- and the intramedullaiy division 
of the descending tract of the trigeminus 
originallj’^ advocated and carried out by 
SjoquisD^ and investigated at some length 
bj"^ Grant .and Weinberger.Wilkins first 
used the intradural approach in 1938 “pri- 
marilj’’ to avoid peripheral facial paralysis,” 
which maj’- result from traction on the 
greater superficial petrosal nerve during 
the usual extradural approach. No facial 
paralj’-sis has been observed in his series of 
more than 200 patients. Wilkins also ex¬ 
pressed the opinion that retention of lacri- 
mation incidental to preservation of the 
greater superficial petrosal nerve is of 
great importance “in avoiding corneal 
damage whether accompanied by facial 
paral.vsis or not.” The Sjoquist operation 
appears to have the sole advantage of in¬ 
terruption of trigeninal pain pathwaj’^s 
without disturbance of touch sensation. 
The increased surgical hazards, as well as 


the increased likelihood of complicating 
neurologic deficits due to damage of adja¬ 
cent structures, appear to outweigh the 
desirable preservation of touch sensation. 

In 1952, Taarnh0j^“ of Copenhagen pub¬ 
lished a preliminaiy report on a technic 
for decompression of the sensory root of 
the trigeminus and the posterior portion 
of the gasserian ganglion as a treatment 
of tic douloureux. A later report from the 
same clinic in 1954,^® as well as reports 
from others,^’' ma}’’ be considered encour¬ 
aging. A conservative attitude would, 
however, appear well justified for two 
reasons: First, tic douloureux has remark¬ 
able tendencies toward spontaneous re¬ 
mission, at times for several j’^ears. Sec¬ 
ond, the description of this operation as a 
“decompression” is a misnomer, since 
compression of the trigeminal sensory 
root has never been demonstrated in a 
case of true tic douloureux. 

I have had no personal experience with 
this procedure, since in my opinion the 
near certainty of permanent pain relief 
by partial retrogasserian rhizotomy 
through the posterior fossa, even at the 
cost of some hypalgesia in the lower por¬ 
tion of the face, is preferable to what ap¬ 
pears to be an equivalent operation from 
the standpoint of surgical risk but with 
an attendant uncertainty of result out¬ 
weighing the sole advantage of total pres¬ 
ervation of sensation. 

While the nonsurgical treatment of tic 
douloureux is not within the scope of this 
paper, a proper therapeutic perspective 
necessitates a word in this regard. There 
is a natural tendencj’^ on the part of phj'^si- 
cians infrequently attending these cases 
to give increasing doses of opiates or other 
analgesic medication. This can only be 
condemned. The parox 3 ^sms are severe 
and brief and ma 3 '’ recur at intervals be- 
3 ’^ond the duration of any such medication. 
In m 3 ’- experience, and probably in that of 
most neurosurgeons, restriction of ph 3 ’si- 
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cal activit}- by bed rest, augmented by a 
regular regimen of a fairly long-lasting 
sedative, such as phenobarbital, is of the 
greatest value in reducing the peripheral 
precipitation of the painful paroxj-sms 
prior to definitive surgical therapy. Tri- 
chlorethylene seems to have some pallia¬ 
tive value. This volatile drug maj' have a 
fairly selective toxic affinity for the tri¬ 
geminal ner\-e. Frangible ampules like 
those used for amyl nitrite are available, 
and the medication is self-administered 
by inhalation. Many patients appear to 
derive little benefit from this therapj-, and 
its use, at best, gives only temporary 
relief. 

Of much less frequent occurrence is 
paroxj'smal glossopharyngeal neuralgia, 
or glossopharyngeal tic douloureux. The 
clinical syndrome is analogous in all re¬ 
spects to that of trigeminal tic douloureux 
except in the distribution of the pain. The 
trigger zone is tj-pically the region of the 
tonsillar pillars or fossa, and the mechan¬ 
ism of peripheral precipitation of pain is 
generally concerned with swallowing. Cold 
water appears particularly offensive in 
this regard, though when paro.xysms are 
frequent and severe almost any of the 
pharyngeal movements of deglutition may- 
precipitate a painful paroxysm. 

Fain is generally described as radiating 
from the region of the tonsil laterally to¬ 
ward the ear. The patient may tilt his 
head away from the painful side in swal¬ 
lowing in order to minimize stimulation 
of the trigger zone. He may also hold a 
finger in the auditory meatus during an 
attack of pain; this is not observed in 
cases of trigeminal tic. The distribution 
of pain may give rise to some confusion 
in diagnosis, with trigeminal tic limited 
to the third di%-ision, but differentiation 
can readily be made by identifying the 
trigger zone in the tonsillar area and by 
the complete relief of painful paroxysms 
during a period of topical anesthesia of 
this area. 
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At present, surgical therapy of glosso¬ 
pharyngeal tic douloureux is entirely lim¬ 
ited to the intracranial division of the 
ninth nerve, since this is simpler and safer 
than e.xtracranial operations on the glosso¬ 
pharyngeal nerve and, in addition, pro¬ 
vides permanent relief of pain. Intra¬ 
cranial dirision of the ninth nerve by the 
posterior fossa approach, as advocated by 
Dandy and Walker, is relatively safe and 
simple. The adjacent two filaments of the 
vagus nerve should also be divided. As 
has been noted b.v Spurling and Gran¬ 
tham,'® failure to do so may eliminate the 
trigger zone in the pharynx, but pain in 
the ear may persist. 

After intracranial division of the ninth 
nerve the patient is unaware of any defi¬ 
cit, since the motor portion of the ninth 
nerve supplies only the stylopharyngeus 
muscle, and the sensory distribution is 
limited essentially to the pharynx, the 
eustachian tube, and the distribution of 
the tympanic ple.xus. 

There are, within the domain of the 
cranial nerves, several paroxysmal neu¬ 
ralgias of much rarer occurrence and less 
well defined than are the diseases of the 
fifth and ninth nerves. In this group may 
be included sphenopalatine neuralgia, tym¬ 
panic neuralgia (or neuralgia of Jacob¬ 
son’s nerve) and geniculate neuralgia, in 
which the nervus intermedins of Wris- 
berg and the geniculate ganglion are con¬ 
cerned. 

Paroxysmal neuralgia of the spheno¬ 
palatine ganglion is manifested by painful 
paroxysms within the deeper structures 
of the face in the distribution of the 
sphenopalatine ganglion. This pain is gen¬ 
erally described as deep in the nasal cav¬ 
ity, eye and face. It tends to be somewhat 
more diffuse than trigeminal neuralgia, 
and because of its distribution there 
should be no ditficultj- in differentiating its 
diagnosis from the paroxysmal neuralgias ."" 
of the fifth and ni rves. osi 
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can be confirmed by cocainization of the 
sphenopalatine ganglion, and more lasting 
relief can then be accomplished by alcohol 
injection of the sphenopalatine ganglion 
in the sphenomaxillaiT fissure. 

More difficult to differentiate are the 
painful syndromes involving the tym¬ 
panic nerve of Jacobson and the nervus 
intermedius of Wrisberg, since these dis¬ 
orders have in common pain referred to 
the ear. On an anatomic basis, at least, 
the distribution of pain maj'’ be sufficiently 
different to afford some differentiation. 
Jacobson’s nerve is a branch of the glosso¬ 
pharyngeal nerve, which joins the tym¬ 
panic plexus in the middle ear and inner¬ 
vates the mucous membrane of the eu- 
stachian tube, the tympanic membrane and 
the mastoid cells. Definitive therapy con¬ 
sists of intracranial section of the ninth 
nerve; thus, both anatomically as well as 
therapeuticallj% tympanic neuralgia might 
best be regarded as a variant in distribu¬ 
tion of the complete syndrome of ninth 
nerve tic, much as one observes involve¬ 
ment of the separate divisions of the tri¬ 
geminus. 

Paroxysmal neuralgia of the nervus 
intermedius, or geniculate neuralgia, on 
the other hand, has a somewhat more ex¬ 
ternal distribution in reference to the ear 
and is characterized by painful paroxysms 
in the external auditoiy canal and the 
region of the external auditory meatus. 
The distribution, therefore, may readily 
give rise to confusion with the complete 
syndrome of glossopharyngeal neuralgia, 
with the isolated form described as tym¬ 
panic neuralgia, or, possibly, with tic dou¬ 
loureux of the third division. Wilson has 
reported such a case, in which previous 
operation upon both the fifth and the 
ninth nerve failed to give the relief that 
ultimately was obtained by intracranial 
division of the nervus intermedius, a tiny 
threadlike nerve filament lying between 
the seventh and eighth nerves as seen on 


surgical exposure in the cerebellopontine 
angle. Intracranial division of the nerve 
of Wrisberg was first successfully accom¬ 
plished in such a case as early as 1909 bj'’ 
Taylor.^” When there is significant doubt 
as to the differential diagnosis between 
glossopharyngeal or tympanic neuralgia 
on the one hand and geniculate neuralgia 
on the other, intracranial exposure of 
these nerves can be done during local 
anesthesia, and direct mechanical stimula¬ 
tion of each nerve can be carried out by 
palpation with a blunt nerve hook; then 
the one which reproduces the character¬ 
istic distribution of pain can be surgi¬ 
cally divided. 

Turning attention now to the paroxys¬ 
mal motor disturbances of the cranial 
nerves, I shall confine my discussion to the 
motor tics of the seventh and eleventh 
cranial nerves. One might reasonably in¬ 
clude as paroxysmal motor disturbance 
of the third, fourth and sixth cranial 
nerves the various forced ocular devia¬ 
tions or “oculogyric crises” associated 
with postencephalitic disorders, but since 
these are probably always due to an in¬ 
flammatory process and furthermore are 
not suitable for any surgical therapy, they 
will be excluded from this discussion. 

Facial tic is a paroxysmal motor dis¬ 
turbance in the domain of the facial, or 
seventh cranial, nerve. This entity con¬ 
sists of rapid twitching movements of the 
muscles, generally limited to one side of 
the face and particularly the muscles 
about the eye, especially the orbicularis 
oculi. When there is isolated involvement 
of this muscle the appearance may closely 
resemble that of voluntary winking, al¬ 
though usually some associated mass 
movement is present, particularly eleva¬ 
tion of the angle of the mouth. Often these 
movements consist of several rapid repe¬ 
titions of the contractions, sometimes ap¬ 
pearing to increase cumulatively. In 
many cases the lower musculature of the 
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face is primai'ily involved, with frequent 
twitching movements of the angle of the 
mouth, and even the platysma and ear 
muscles may be involved. The disturb¬ 
ance is strictly limited to the muscles of 
expression supplied by the seventh nerve; 
associated contractions of the muscles of 
mastication supplied by the motor root of 
the trigeminus are never present. This 
condition may rarely be bilateral. 

In hemifacial spasm, possibly a related 
phenomenon, the affected muscles remain 
in a rather constant state of contraction 
for long periods. This condition is men¬ 
tioned primarily because its therapeutic 
management is essentially identical with 
that for facial tic. The cause of both 
conditions is within the nerve, brain stem 
or basal ganglion, since these disorders 
may be observed following encephalitis as 
well as trauma. 

Since medical therapy is of little value 
in the management of facial tic or spasm, 
the more severely troubled patients will 
require surgical intervention. Surgical 
therapy in its various forms is essentially 
the interruption in some degree of the pe¬ 
ripheral motor fibers of the facial nerve. 
Alcohol injections of either the main 
trunk of the facial nerve at the stylo¬ 
mastoid foramen or the peripheral 
branches at the anterior margin of the 
parotid gland can be done. In the first 
procedure an attempt is made to inject a 
few minims only of 50 per cent alcohol, 
producing peripheral facial paresis with- 
.out obliteration of all voluntary motion. 
This cannot constantly be obtained, but 
the procedure can be repeated if neces¬ 
sary. Injection of the peripheral branches 
at the anterior margin of the parotid 
gland has the advantage of affording some 
selectivity of effect when disturbance is 
primarily limited to one portion of the 
facial musculature; however, owing to the 
great variation in the peripheral distri¬ 
bution of the seventh nerve, such injec¬ 
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tions cannot be done with the precision of 
those done for trigeminal tic douloureux. 
There is the further disadvantage with 
these more peripheral injections that, 
should subsequent definitive surgical in¬ 
tervention (accessory-facial or hypo¬ 
glossal-facial anastomosis) be considered, 
the return of function after such surgical 
procedures may be jeopardized as a result 
of cicatricial involvement of the peripheral 
branches of the seventh nerve. This would 
not, of course, apply to alcohol injection 
at the stylomastoid foramen. 

Peripheral procedures comparable to 
alcohol injections can be readily accom¬ 
plished. I have used the method described 
by German,^” with satisfactory results. 
This consists of surgical exposure of the 
major branches of the facial nerve at the 
anterior margin of the parotid gland and 
after identification of each branch with 
the electric stimulator, sectioning through 
about three-fourths of the diameter of the 
indicated branches, turning back the sec¬ 
tioned portion on itself and loosely tying 
it to minimize regeneration. This opera¬ 
tion produces, as in the desired result of 
the alcohol injections already described, a 
weakness of the affected musculature, but 
some innervation is retained to maintain 
tone and symmetry of the face as well as 
voluntary expression. 

In cases of severe involvement the most 
satisfactory therapy involves’ complete di¬ 
vision of the main trunk of the facial 
nerve. Although direct resuturing of the 
seventh nerve can then be done, this is 
undesirable because of the likelihood that 
the hyperkinetic symptoms will recur in 
proportion to the degree of regeneration. 
For this reason, substitution of the spinal 
accessory nerve or the hypoglossal nerve 
is regarded as the procedure of choice in 
such cases, since it results in complete ces¬ 
sation of the abnormal motor activity and 
at the same time restores so egree o 
facial symmetry and motion ' s 
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no agreement on the preferable technic in 
these nerve-crossing operations. Tech¬ 
nically both the spinal accessory and the 
hypoglossal nerve can be readily exposed 
and the proximal portion of either su¬ 
tured into the peripheral portion of the 
divided seventh nerve vdth about equal 
facility. Regeneration is probably about 
the same. It would appear that most 
neurosurgeons of experience favor the 
hypoglossal-facial anastomosis, for sev¬ 
eral reasons. The unilateral atrophy of the 
tongue on the side of the sacrificed twelfth 
nerve is neither noticeable nor trouble¬ 
some to the patient. On the other hand, 
atrophy of the sternomastoid muscle and 
at least the upper portion of the trapezius 
produces an unsightly deformity. In a 
man doing heavj'- physical work this may 
materially weaken the support of the 
shoulder girdle on the affected side. In¬ 
voluntary associated movements of the re¬ 
innervated face are probably more trou¬ 
blesome after use of the spinal accessory 
nerve; and finally, at least on theoretical 
grounds, there are embryologic and histo¬ 
logic similarities that would appear to 
favor the hypoglossal nerve as a substitute 
for the facial nerve. 

Conditions somewhat comparable to fa¬ 
cial tic and facial spasms are the disturb¬ 
ances of forced rotary deviation of the 
head, one appearing in rhythmic parox¬ 
ysms and generally referred to as spas¬ 
modic torticollis, and a related state of a 
more persistent nature quite comparable 
to facial spasm. In many cases the cause 
is obscure, but electromyographic studies 
have shoAvn that these dystonic move¬ 
ments, at least in some cases, are compar¬ 
able to other athetoid dj’^stonias. Unfor¬ 
tunately, in many cases the disturbance 
appears to be psychogenic, and differen¬ 
tial diagnosis may require the services of 
a psychiatrist and investigation under 
narcosis. Electromyographic investiga¬ 
tion may also differentiate these condi¬ 
tions. 


Several surgical procedures have been 
devised to eliminate the abnormal motor 
activity associated with spasmodic torti¬ 
collis. These procedures are comparable 
to the surgical treatment of facial tic and 
spasm and consist of complete or partial 
denervation of the hyperkinetic muscle 
groups. In the presence of spasmodic tor¬ 
ticollis this requires- bilateral division of 
the first, second, and third cervical motor 
roots, intraspinally, as advocated by Foer- 
stei*,"^ or separate incisions in the neck as 
practiced by Dandy.-- In some cases it 
appears- necessary to include an anterior 
rhizotomj'^ of the fourth cervical segment 
as well. Putnam advised that this should 
not be done in the first stage because of 
disturbance of phrenic nerve function, 
though Dandy stated, “This definitely adds 
to the percentage of cures and does not 
affect the phernic nerves.” Despite Dan¬ 
dy’s enthusiasm for this procedure and 
his statement that “there is no serious 
loss of function from this extensive mus¬ 
cular loss,” this has not been the experi¬ 
ence of others, including myself. These 
operations would appear at best to be se¬ 
verely disfiguring and at least partially 
disabling procedures, to be done only as a 
last resort when torticollis is distinctly 
disabling. 

Finally, turning one’s attention to par¬ 
oxysmal disorders of the eighth cranial 
nerve, paroxysmal aural vertigo or Meni¬ 
ere’s syndrome, one finds a severely dis¬ 
abling disturbance consisting of recurrent 
paroxysms of violent vertigo. These at-^ 
tacks come suddenly, without warning, 
and are characterized by violent rotational 
or other profound symptoms of spatial 
disorientation, and accordingly associated 
with severe nausea and vomiting. Patients 
often describe the attack as feeling as 
though the floor had suddenly tilted side¬ 
ways, rotated or even completely inverted. 
Patients often fall violently to the floor, 
probably because of strong but disorgan- 
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ized postural righting reflexes, and the 
episodes have been confused at times with 
epileptiform seizures. Characteristically 
associated with these attacks is a roaring 
tinnitus, usually present in mild degree 
during the intervals between paroxysms, 
but sharply increased with the vertiginous 
attacks. Nystagmus is often present dur¬ 
ing the attack. Generally speaking, the 
paroxysms are considerably longer in 
duration than the pain of paroxysmal neu¬ 
ralgia, lasting for at least several minutes, 
often for several hours and occasionally 
for days. As in cases of tic douloureux, 
attacks may at times recur frequently. 
The vertigo is intensified with the eyes 
open and by motion during the attack, but 
episodes do not appear to be initiated by 
postural alterations and are not to be con¬ 
fused with the mild postural dizziness 
often present in hypotensive or elderly 
arteriosclerotic persons. Of great diag¬ 
nostic importance is the presence of uni¬ 
lateral partial deafness of the perception 
type which progressively increases, often 
over a period of years, to total deafness. 
In a small percentage of cases (10 per 
cent according to Dandy’’) there is bi¬ 
lateral involvement of the eighth nerve. 

The medical therapy of Meniere’s syn¬ 
drome has paralleled the theories as to the 
cause of these attacks. Histamine desensi¬ 
tization has been used, and some success 
claimed, on the basis of the theory that 
this disturbance is an allergic phenome¬ 
non. The concept of labyrinthine hy¬ 
drops, or disturbance in the fluid and elec¬ 
trolyte balance of the endolymph, has led 
to various dehydration measures as well 
as to restriction of the sodium ion intake 
and supplementary medication with am¬ 
monium and potassium salts. This regimen 
may reduce the frequency and severity 
of attacks, and accordingly is a worth¬ 
while form of palliation for patients not 
severely disabled by the vertiginous epi¬ 
sodes, or in cases in which lateralization 
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is uncertain or useful hearing is present 
on the affected side. 

Definitive therapy of true paroxysmal 
aura! vertigo requires surgical interrup¬ 
tion of the disturbed labyrinthine im¬ 
pulses. This has heen attacked from the 
otologic viewpoint by destructive opera¬ 
tions upon the labyrinth, operations which 
are said to be effective and to assure the 
patient that any remaining hearing will 
be preserved as a result of the operation. 
I have not personally observed cases in 
which this procedure was done. From the 
neurosurgical standpoint, patients with 
severe disabling vertiginous paroxysms, 
particularly when there is good laterality 
of symptoms and signs, can be treated 
satisfactorily in most cases by intracra¬ 
nial division of the vestibular portion of 
the eighth nerve. This may be accom¬ 
plished by the various technics previously 
outlined for intracranial division of the 
fifth, ninth or intermedins nerves. When 
hearing is completely lost in the affected 
side, a complete division of the eighth 
nerve is relatively simple; great care, 
however, must be exercised to avoid dam¬ 
age to the seventh nerve, which lies ven¬ 
tral to the eighth nerve, hidden from the 
surgeon’s view until the eighth nerve is 
slightly elevated or depressed. When there 
is some useful hearing present, the rostral 
one-half of the nerve is sectioned. This is 
essentially the vestibular portion of the 
acoustic nerve and is usually anatomically 
indistinguishable from the cochlear por¬ 
tion which constitutes the caudal half of 
the eighth nerve as seen at operation. Some 
damage to the cochlear portion of the 
eighth nerve may occur even with the 
greatest care and skill; thus the patient 
cannot be assured of undisturbed auditory 
function after such partial.sections of the 
acoustic nerve part fro "t ndency 
to 0 'sea a or 

'visi 

en 
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and satisfactory, with complete cessation 
of the vertiginous episodes, provided bi¬ 
lateral dysfunction is not present. 

When there is bilateral involvement of 
the vestibular apparatus the problem be¬ 
comes considerably more serious and com¬ 
plex. Although surgical interruption of 
both vestibular nerves can be accomplished 
there is a troublesome disturbance of ocu¬ 
lar coordination with movement, which 
results in the patient’s perceiving moving 
objects, or his environment in relation to 
his own motion, as “jumbled.” This se¬ 
riously interferes with Avalking or driv¬ 
ing and makes any sort of motion unpleas¬ 
ant. Because of these severely disturbing 
symptoms the neurosurgeon prefers not 
to perform bilateral vestibular nerve 
sections except under very unusual cir¬ 
cumstances. A unilateral operation may 
be done when one side is much more se¬ 
verely involved, the residual symptoms 
then being treated by the more common 
palliative measures. In any case of 
Meniere’s s 5 Tidrome, and particularly in 
cases of bilateral involvement, a reason¬ 
able attempt at medical palliation is in¬ 
dicated prior to consideration of surgical 
intervention. 

CONCLUSION 

If an essay can be defined as a literary 
form compiling and integrating informa¬ 
tion from various sources without pre¬ 
senting anything new, this paper might be 
regarded as fulfilling such a definition. It 
has been, however, the intention of the 
author to bring together this intriguing 
group of paroxysmal disorders of the cra¬ 
nial nerves, including the paroxysmal neu¬ 
ralgias and the paroxysmal motor and 
vertiginous disturbances. This group of 
disorders is largely amenable to various 
types of surgical therapy, with generally 
gratifying results, and for this reason de¬ 
serves the benefits of early diagnosis and 
treatment. 


ZUSAMMENFASSUNG 

Wenn man unter einem Essay ein litera- 
risches Produkt versteht, das sich zur 
Aufgabe macht, Kenntnisse aus verschied- 
enen Quellen zu beschaffen und zusammen- 
zustellen, ohne eigentlich etwas Neues zu 
bi’ingen, so mag diese Arbeit einer solchen 
Definition entsprechen. Der Verfasser hal 
es sich zur Aufgabe gemacht, eine inter- 
essante Gruppe von krampfartigen Stdr- 
ungen der Hirnnerven einschliesslich der 
paroxysmalen Neuralgien und der parox- 
ysmalen motorischen und vertiginosen Er- 
krankungen zusammenzustellen. Diese 
Krankheitsformen sprechen im grosser 
und ganzen auf verschiedene Formen chi- 
rurgischer Behandlung mit allgemein be- 
friedigendem Erfolg an und sollten des- 
halb friihzeitig erkannt und behandelt 
werden. 

RIASSUNTO 

Se un “saggio” puo essere definite come 
una forma letteraria che raccogli e ordinr 
notizie proveniento da varie sorgenti, 
senza apportare niente di nuovo, questc 
articolo e un saggio. L’autore ha cercatc 
di raccogliere assieme tutti quei compli- 
cati disordini di carattere parossistico dei 
nervi cranici, quali le nevralgie paros- 
sistiche e i disturbi motori e vertiginosi 
parossistici. Questo gruppo di aifezioni 
puo essere trattato chirurgicamente in 
vari modi, con risultati, in genere, soddis- 
facenti. Per tale ragione merita diagnosi 
e cura precoci. 

RESUMEN 

Si puede difinirse a un ensayo a una 
forma literaria de compilacion e informa- 
cion de diversas fuentes sin presentar 
nada nuevo, este articulo debe considerar- 
se como un ensayo. Sin embargo la in- 
tencion del autor es la de j untar este 
grupo intrigante de perturbaciones pa- 
roxisticas de los nervios craneal es. 
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incluyendo neuralgias paroxisticas y per- 
turbaciones motoras paroxisticas y verti- 
ginosas. Estas perturbaciones tienen di- 
versos tipos de tratamiento quirurgico, 
con resultados generalmente satisfactori- 
os; por esta razon merecen los benelicios 
de un diagnosticoy tratamiento oportunos. 

RESUME 

Si on peut definer un essay comme forme 
Itteraire, d’assembler et integrer I’infor- 
mation de differentes sources, sans pre¬ 
senter aucun fait nouveau, on pourra de- 
finir ce travail comme accomplissant cette 
definition. Tout de meme I’intention de 
Tauteur etait de reunir ce groupe intrigu¬ 
ant de desordi'es paroxysmaux des nerfs 
craniaux inclu les d6turbances paroxy- 
males motoriques et vertigineuses et les 
nevralgies paroxysmales. Ce groupe de 
d^sordres est en grande partie amenable 
a differents types de therapie chirurgicale 
donnant en general des resultats gratifi- 
ants, et par cette raison il merite les 
avantages d’une diagnose et traitement in- 
stantane. 

SUMARIO 

Se um ensaio pode ser definido como 
uma forma literaria que compila e reuna 
informa^oes de fontes varias, nada apre- 
sentando de novo, este trabalho podera ser 
assim considerado. Contudo, a intengao 
do autor foi a de reunir este complexo 
grupo de perturbagoes paroxisticas dor ner¬ 
ves cranianos, inclusive as nevralgias pa¬ 
roxisticas e as perturbagoes motoras pa¬ 
roxisticas e vertiginosas. Este grupo de 
perturba?oes e em grande parte, suscep- 
tivel de tratamentos cirurgicos, em gei*al 
com resultados satisfatorios, merecendo 
por isto os beneficios do diagnostico e tra- 
tamento precoces. 
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Cancer of the Respiratory Tract 

Recent Trends in Mortality 

EDWARD A. LEW* 

NEW YORK CITY, NEW YORK 


T his paper presents data on death 
rates from cancer of the respiratory 
tract in the general population of the 
United States and among Industrial and 
Ordinary policyholders of the Metropoli¬ 
tan Life Insurance Company. 

Broadly speaking, these data indicate 
the following conclusions: 

1. About half the increase in the num¬ 
ber of deaths from respiratory cancer 
over the past twenty-five years refiects 
merely the growth of population and the 
1 flter proportion of persons at the older 
o^es. 

/ 

2. Respiratory cancer affects predomi¬ 
nantly males past the age of 45 and fe¬ 
males past the age of 55, the death rates 
among males being from four to six times 
those among females. 

3. Respiratory cancer death rates past 
midlife are likely to continue rising. 

4. In general, the magnitude of the 
respiratory cancer death rates reported 
from different parts of the United States 
appears to be associated with the quantity 
and quality of medical facilities available 
for accurate diagnosis of the disease. 

5. Part of the increase in the reported 
incidence of respiratory cancer reflects im¬ 
proved diagnosis, more complete case find¬ 
ing, and more accurate reporting. 

6. Part of the increase, however, un- 


•Actuarj’ and Statistician, Metropolitan Life Insurance 
Company. 

Head at the Nineteenth Annual Congress of the United 
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geons. Chicago, Sept. 6-10, 1954. 
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doubtedly represents a real rise in the 
incidence of respiratoiy cancer. While a 
number of factors have been suggested as 
being implicated in this increase, data are 
not available to show how much of the 
rise can reasonably be attributed to the 
effect of specific factors. 

7. The highest respiratory cancer death 
rates in the white male population of the 
United States are found in the highly ur¬ 
banized and industrialized states, and the 
lowest in the agricultural and mountain 
states. 

8. Among white male Industrial polic}’’- 
holders, who are predominantly urban 
residents and employed for the most part 
in industry, respiratory cancer death 
rates have averaged from 30 to 50 per 
cent higher than among white males in 
the general population of the United 
States; however, the death rates among 
white female Industrial policyholders have 
been about the same as for white females 
in the general population. 

9. Among male Ordinary policyholders, 
most of whom are drawn from the middle 
and better-to-do classes of the population 
engaged in nonhazardous occupations, 
respiratory cancer death rates have on the 
whole been somewhat low^er than among 
white males in the general population. 

The statistics in this paper relate to the 
broad category of respiratory cancer. In 
1950, some 85 per cent of the deaths in 
this category were accounted for by can¬ 
cer of the lung trachea and bronchus, as 
shown in Table 1: 
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Table 1. — Deaths from Respiratory Cancer in the 
United States, 1950 


Detailed Stte 

Number of 
Deaths 

Percentage of 
All Deaths 
from 

Hespiralory 

Cancer 

Trachea, Bronchus, and Lung 


Specified as Primary. 

.... 7,618 

35 

Lung and Bronchus 



Unspecified as to 



Primary or Secondary.. 

....10,695 

50 

Larynx . 

.... 1,852 

9 

Nose, Nasal Cavities, 



Middle Ear, Sinuses. 

.... 645 

3 

Mediastinum . 

.... 409 

2 

Thoracic Organs Secondary 284 

1 

Total ... 

.21,603 

100% 


Increase in Deaths From Respiratory 
Cancer. —During the past twenty-five 
years, mortality from respiratory cancer 
has risen so sharply in the United States 
that this once rare disease has now be¬ 
come an important cause of death, partic¬ 
ularly among white males. In 1950, only 
diseases of the heart, vascular lesions of 
the central nervous system, cancer of the 
digestive system, hypertension and ar¬ 
teriosclerosis, and accidents (all forms) 
outranked respiratory cancer as a cause 
of death among white males at ages 55 
and over. 

The total number of deaths reported in 
the United States as due to respiratory 
cancer rose from 3,900 in 1930 to almost 
27,000 in 1953, or about sixfold. If the toll 
from this disease continues to mount as 
it has in recent years, there will be about 
40,000 such deaths reported in 1960. 


As is brought out in Chart 1, approxi¬ 
mately half the increase in the number of 
deaths from respiratory cancer reflects 
merely the groivth of our population and a 
greater proportion of persons at the older 
ages, who are subject to higher death 
rates from this disease than younger per¬ 
sons. Hence, about half the increase in 
the number of such deaths represents a 
higher reported incidence of respiratory 
cancer. This is indicated in Table 2. 

Among white males the number of 
deaths reported as due to respiratory 
cancer rose about sevenfold between 1930 
and 1953. Among white females the cor¬ 
responding increase was somewhat less 
than threefold. The relative increase in 
respiratory cancer deaths was even great¬ 
er for nonwhite persons. However, the 
rather small number of such deaths re¬ 
ported among nonwhite persons in 1930 
suggests that proportionately very many 
more cases of respiratory cancer were 
then being missed in the nonwhite than 
in the white population. 

In each race and sex group with the ex¬ 
ception of white females, somewhat less 
than half the increase in the number of 
respiratory cancer deaths reported be¬ 
tween 1930 and 1953 was accounted for by 
the growth and aging of the population; 
among white females the corresponding 
proportion was about sixty per cent. 

Increase in Deaths from Cancer of 
Other Sites. —Between 1930 and 1953 the 


Table 2.— Increase in Number of Deaths from Respiratory Cancer in the United States, 
19S0 to 1953 


Increatt in D«ath$ Due to 
Growth and 

Number of Death* Total Higher Aging of 

1953* 1930** Increase Incidence Population 


Total persons .26,920 3,900 23,020 11,900 11,120 

White males .20,930 2,650 18,280 9,800 8,480 

White females . 3,990 1,100 2,890 1,100' 

Nonwhite males . 1,670 100 1,570 

Nonwhite females . 330 60 280 


♦Based on 10% sample of 1963 deaths in U. S. population. 
♦♦Adjusted to include Texas. 
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Chart 1.—Number of deaths from cancer of the respiratory tract in the United States in 1930, 1940, 


1950 and 1953. 

NUMBER OF DEATHS (THOUSANDS! 



Chart 2,—Number of deaths from cancer of other sites in the United States in 1930, 1940, 1950 

and 1953. 
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Table 3.— Increase in Number of Deaths from Cancer Other Than Respiratory in the 
___ United States, 19S0 to 1953 


Inereate in Deaths Due to 


Total persons. 

White males . 

White females . 

Nonwhite males. 

Nonwhite females ... 


Kutnher of Deaths 

issa* isao*» 


Total 

Increase 


GrowtK and 

Hioher Aging of 

Incidence Population 


192,020 

113,850 

78,170 

—3,730 

81,900 

83,780 

47,720 

36,060 

1,175 

34,885 

92,280 

59,100 

33,180 

—7,280 

40,460 

7,690 

2,400 

5,290 

2,050 

3,240 

8,270 

4,630 

3,640 

325 

8,315 


*Based on 10% sample of 1953 deaths in U, S, population. 
“"Adjusted to include Texas 


number of deaths reported in the United 
States as due to cancer other than of the 
respiratory system, rose from 114,000 to 
192,000. (Here and elsewhere in this 
paper, the term “cancer” excludes the 
leukemias and Hodgkin’s disease.) As is 
brought out in Chart 2, the entire increase 
in reported deaths from such cancers can 
be accounted for by the growth and aging 
of the population. This is indicated in 
Table 3. 

The table also shows that when adjust¬ 
ment is made for the increase in deaths 
due to the growth and aging of the popu¬ 
lation, the number of deaths from cancer. 


other than of the respiratory system, has 
since 1930: (a) increased slightly for 
white males, (b) decreased about 12 per 
cent for white females, (c) nearly 
doubled for nonwhite males, and (d) in¬ 
creased about 7 per cent for nonwhite 
females. 

The relatively much greater reported 
increase among nonwhite males than 
among white males, as well as the increase 
of such cancers among nonwhite females 
in contrast to a decrease in the age-ad¬ 
justed incidence among white females, 
may be attributed to the substantial prog¬ 
ress made in raising the standards of 


Table 4.— Respiratory Cancer Death Rates per 100,000 United States Population, 
1930,19A0, and 1950 


Males White Female* 

Ages IS30 19i0 1950 1950 1940 1950 

25-34 ~.” is lii 1 ^ ie is is 

35-44 . 3.4 6.0 7.9 1.7 1.7 2,2 

45-54 .10.7 23.8 39.1 3.7 6.3 6.5 

55-64 .20.1 47.4 95.9 9.5 12.8 16.6 

65-74 .26.4 63.8 119.4 11.7 18.4 27.2 

75-84 .21.8 51.7 109.1 9.7 18.3 40.0 

85 & over.19.6 32.6 102.7 7.4 14.1 44.0 


Nonuhite Males Nonwhite Female* 

Ages 1950 1940 1950 19S0 ' 1940 1950 

25-34 . 1.1 1-5 2.1 .1 .6 1.1 

35-44 . 2.0 4.8 9.4 1.3 1.8 2.C 

45-54 3.0 16.7 40.6 3.1 4.7 8.7 

55-64 . 6.8 21.3 79.0 1.7 9.4 15.5 

65-74 . 4.5 26.6 67.8 3.4 10.6 17.8 

75-84 . 6.7 15.0 48.6 — 2.8 19.5 

85 & over. — 6-3 10.7 6.7 — 19.1 
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diagnosis, case finding, and reporting of 
cancer in the nonwhite population closer 
to the level of those in the white popula¬ 
tion. Part of this may reflect the increas¬ 
ing exposure of the nonwhite population 
to modern medicine, as a result of large 
scale migration from the rural South to 
northern cities. The same developments 
have, of course, also been responsible for 
much of the increase in the reported in¬ 
cidence of respiratory cancer among non¬ 
whites. 

Respiratory Cancer Death Rates by 
Age, Sex and Race in the General Popu¬ 
lation. —The effect of population changes 
on the trend of respiratory cancer mortal¬ 
ity can be eliminated by using death rates 
for specific age groups. Such death rates 
for each sex and race make it possible to 
investigate further the nature of the rise 
in respiratory cancer mortality. Table 4 


and Charts 3 and 4 show such death rates 
for 1930, 1940, and 1950 in the general 
population of the United States. 

The most striking feature of these 
trends is that the death rates have risen 
very much more rapidly for males than 
for females, even though as far back as 
1930 respiratory cancer mortality was al¬ 
ready much higher among males than 
among females. Between 1930 and 1950, 
the white male death rate from this dis¬ 
ease increased by 130 per cent at ages 
35-44, by 260 per cent in the age range 
45-54, and from 350 per cent to 400 per 
cent at ages 55 and over. For white 
females, the increases were only 30 per 
cent at ages 35-44, about 70 per cent in 
the age range 45-64, 130 per cent at ages 
65-74, and 340 per cent at ages 75 and 
over. As a result of these sex differences 
in trend, the overall death rate from re¬ 
spiratory cancer for white males had by 
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Table 5.— Statistics on Cohort Basis 


White Male Heapiratory Cancer Death Rates 

Cohort Born In per 100,000 At Attained Aoes 

SS-U 45-5i 55-64 65-74 7SS4 

1855-1865 . 26.4 61.7 

1865-1875 . 20.1 53.8 100.1 

1876-1885 . 10,7 47.4 119.4 

1885-1895 . 3.4 23.8 95.9 

1895-1905 .6.0 39.1 


1950 increased to about 4% times that 
among white females, whereas in 1930 
the corresponding difference had been only 
about 21/4 times. The disparity was great¬ 
est in the age range from 45 to 64, in 
which the 1950 death rates among white 
males were approximately six times those 
among white females; in the age range 
from 65 to 74 the male death rates were 
about four times the female rates. 

In 1950, the deaths from respiratory 
cancer among white males at ages 55 to 
84 accounted for 4.2 per cent of the total 


LEW: CANCER OF RESPIRATORY TRACT 

mortality in this age group; the corre¬ 
sponding figures at ages 45 to 54 and 65 
to 74 were 4.0 per cent and 2.6 per cent, 
respectively. Among white females, the 
deaths from respiratory cancer accounted 
for only about 1.2 per cent of the total 
mortality in the broad age range 45-64. 

Among nonwhite lives the ratio of male 
to female death rates from respiratory 
cancer has been about the same as among 
white lives. However, between 1930 and 
1950 the respiratory cancer death rates 
increased more than tenfold for nonwhite 
males at ages 45 and over, and very 
appreciably, although not as rapidly, for 
nonwhite females. 

The age-specific death rates from re¬ 
spiratory cancer have thus risen much 
faster in the nonwhite than in the white 
population. Consequently, by 1950 the 
nonwhite death rates from respiratory 
cancer had come to exceed the correspond- 


OEATH RATE PER 100,000 



Chart 4.—Acre pattei'n of female death rates from cancer of the respiratory tract in the T 

in 1930, 1940 and 1950. 
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ing white death rates at ages under 55. 
While the reported death rates in 1950 
for nonwhites at ages over 55 were still 
below the corresponding rates for whites, 
it is necessary to keep in mind that the 
reporting of deaths among older non¬ 
whites is known to be somewhat deficient 
as to numbers and inaccurate both as to 
age and causes of death. If allowance 
could be made for the lower standards 
of diagnosis, case finding, and reporting 
of respiratory cancer in this segment of 
the nonwhite population, it is likely that 
the current death rates from this disease 
among nonwhites at these ages would 
turn out to be close to if not higher than 
the corresponding death rates among 
white lives. 

It is quite clear that among both whites 
and nonwhites respiratory cancer takes its 
heaviest toll past midlife. For males under 
45 and females under 55 death rates from 
this disease were all below 10 per 100,000 
in 1950. At ages over 45 the death rates 
rise rapidly with advance in age. Among 
white males the death rates increase to 
a maximum at ages 65-74 (120 per 100,000 
in 1950) and then decline somewhat. 
Among white females the death rates con¬ 
tinue to rise to the oldest ages, the maxi¬ 
mum being recorded at ages 85 and over 
(44 per 100,000 in 1950). Respiratory 
cancer death rates in England, Canada 
and other countries show the same charac¬ 
teristic earlier peak for males. 

It has been suggested that one possible 
explanation of the earlier peak in the male 


death rates is that some new carcinogenic 
factor, to which a larger proportion of 
males than females are exposed, may have 
been operating on an increasing scale over 
the past three or four decades. If this 
factor also aifected younger males to a 
greater degree than older males, then the 
cohorts of younger males who have been 
exposed to the increasing operation of this 
factor from an earlier age would be ex¬ 
pected to show higher death rates than 
the cohorts of older men. The actual ex¬ 
perience (in 1930, 1940, and 1950) of 
several cohorts of white males in the 
United States presented in Table 5, does 
show that the older cohorts have been 
subject to lower respiratory cancer death 
rates than the more recent cohorts. 

If the hypothesis just mentioned is true, 
then the peak of the respiratory cancer 
death rates probablj' will shift to the more 
advanced ages, when the more recent co¬ 
horts attain the older ages. 

The trend of the age-specific death rates 
from respiratory cancer indicates that 
the percentage increases in death rates 
from 1940 to 1950 were generally smaller 
than those from 1930 to 1940 for both 
whites and nonwhites in each sex; how¬ 
ever, the absolute increases in death rates 
from 1940 to 1950 were greater than those 
from 1930 to 1940 in most of the age 
groups over 45. It appears, therefore, 
that the increase in respiratory cancer 
death rates is slowing down at the younger 
ages only. Judging bj'^ recent trends in the 
general population, fui-ther increases in 


Table 6. —Respiratory Cancer Death Rates per 100,000 
Industrial Policyholders—Metropolitan Life Insurance Company 
1930-32, lOJiO-UH. and 1950-52 


White Males White Females 

xXecs J930-S2 1950-52 1930-32 19JiO-i2 1950-52 

25-34 . 1.1 1.2 1.3 .7 .4 .5 

35-44 . 4.9 7.5 10.3 1.7 2.4 2.2 

45-54 .17.0 34.5 53.7 4.3 6.2 6.2 

55-64 .34.2 75.1 134.2 8.5 13.5 14.1 

65-74 .42.9 81.6 184.7 10.8 20.0 29.6 
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respiratory cancer death rates past mid¬ 
life are to be expected. 

Respiratory Cancer Death Rates by Age 
and Sex among Industrial Policyholders .— 
Industrial policyholders represent for the 
most part urban wagre earners and their 
families. They are generally persons in 
the lower income brackets and include a 
high proportion of men engaged in manu¬ 
facturing and mechanical industries, in 
mining, in transportation, and in per¬ 
sonal service. The age-specific death rates 
from respiratory cancer among these in¬ 
sured lives thus shed light on the incidence 
of this disease in urban areas and among 
workmen in industry. Table 6 shows the 
age-specific death rates among white male 
and female Industrial policyholders of the 
Metropolitan Life Insurance Company in 
the periods 1930-1932, 1940-1942 and 
1950-1952. 

A notable feature of the death rates 
from respiratory cancer among Industrial 
policyholders is that they have been sub¬ 
stantially higher than the rates in the gen¬ 
eral population for white males at ages 
35 to 74, where as for white females they 
have been remarkably close to those in 
the general population at all ages. Over 
the years, the disparity in respiratory 
cancer death rates between white male 
Industrial policyholders and white males 
in the general population has been di¬ 
minishing. In recent years, death rates 
from respiratory cancer among white 
male Industrial policyholders have ex¬ 
ceeded those among white males in the 


general population by nearly a third in 
the age group from 35 to 44, by about 
two-fifths in the age range from 46 to 64, 
and by more than a half at ages 65 to 74. 
The death rates from cancer other than 
of the respiratory system have also been 
higher among white male Industrial 
policyholders than among white males in 
the genera! population, but the differen¬ 
tials have been much narrower, ranging 
from 5 per cent in the age group 35-44 to 
20 per cent at ages 65-74, The death rates 
from nonrespiratory cancers among white 
female Industrial policyholders have been 
about the same as for white females in 
the general population. 

The trend of the age-specific death rates 
from respiratory cancer among white In¬ 
dustrial policyholders indicates that for 
males at ages 45 and over the absolute 
increases in death rates from 1940-1942 
to 1950-1952 were significantly greater 
than those from 1930-1932 to 1940-1942; 
for males at ages under 45, the absolute 
increases were about the same in both 
periods. For females the absolute in¬ 
creases from 1940-1942 to 1950-1952 were 
generally smaller than from 1930-1932 to 
1940-1942. It seems, therefore, that the 
increase in respiratory cancer death rates 
is slowing down only among females or at 
best possibly also among males at the 
younger ages. Judging by recent trends 
among Industrial policyholders, respira¬ 
tory cancer death rates may be expected 
to continue rising among males past mid¬ 
life. 


Table 7.— Respiratory Cancer Death Rates per XOO.OOO 


Oi dinary Policyholders—metropolitan Life Insurance Company, 
IffSO-SS, 1939-iO and 1950-53 



moss 


19SP-5S 

1930-55 

White f'etnalet 
19iO-4S 

19S0-S2 

25-34 . 

. 1.5 

0.9 

1.1 

0.7 

0.8 

0.6 

35-44 

... 4.2 

6.2 

7.2 

2.1 

2.9 

2.3 

45-54 

.11.8 

22.2 

34.5 

5.3 

7.7 

5.8 

55-64 

-.25.6 

49.2 

87.5 

9,0 

17.5 

19.8 

65-74 

-.31.4 

62.4 

145.1 

9.6 

35.9 

39.8 

75 & over. 

.27.1 

49.6 

100.6 

— 

• 

82.0 
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Respiratory Cancer Death Rates by Age 
and Sex among Ordinary Policyholders .— 
Ordinary policyholders are drawn chiefly 
from the middle and the well - to - do 
classes of the population engaged in non- 
hazardous occupations. The age-specific 
death rates from respiratory cancer among 
them, therefore, give some indication of 
the incidence of this disease among per¬ 
sons in the higher socio-economic groups 
of the population. Table 7 shows the age- 
specific death rates among male and fe¬ 
male Ordinary policyholders of the Metro¬ 
politan Life Insurance Company during 
the periods 1930-1932, 1939-1940, and 
1950-1952. 

In the most recent period respiratory 
cancer death rates among males insured 
under Ordinary policies were on the whole 
lower than in the general population; by 
some 10 per cent lower in the age range 
from 35 to 64 and at ages 75 and over. 
However, in the age group from 65 to 74, 
respiratory cancer death rates among 
male Ordinary policj'^holders were about 
20 per cent higher than in the general 
population. The generally lower death 
rates among Ordinary policyholders are 
in line with the recent findings on social 
class mortality in England and Wales," 
which showed that in 1950 lung cancer 
mortality among men aged 20 to 64 in the 
two highest social classes (professional, 
managerial, etc., and intermediate occupa¬ 
tions) was only about 80 per cent of that 
for all occupied and retired men. 

The respiratory cancer death rates 
among female Ordinary policyholders at 
the ages of 55 and over have been some¬ 
what higher than in the general popula¬ 
tion. This too is in line with the recent 
findings on social class mortality in 
England and Wales, which showed that in 
1950 the lung cancer mortality of married 
women aged 20 to 64 in the three highest 


•The Registrar GcneraVs Decennial Supplement lor Eng¬ 
land nnd Wales, 1951, Occupational Mortalitj*, Part 1. 


social classes was somewhat higher than 
the average for all married women. 

The trend of the age-specific death rates 
from respiratory cancer among Ordinary 
policyholders indicates that for males aged 
55 and over the absolute increases in 
death rates were significantly greater in 
the 1940’s than in the 1930’s; for males 
aged under 55 the absolute increases were 
about the same in both periods. For fe¬ 
males aged 55 and over the absolute in¬ 
creases in death rates were very much 
smaller in the 1940’s than in the 1930’s; 
for females aged under 55 the death rates 
actually decreased during the more recent 
period. It appears, therefore, that the in¬ 
crease in respiratory cancer death rates 
is slowing down for females and perhaps 
also for males at the younger ages. Judg¬ 
ing by recent trends among Ordinary 
policyholders, further increases in respira¬ 
tory cancer death rates are to be expected 
for males past midlife. 

Geographic Variations in Respiratory 
Cancer Death Rates. —Geographic varia¬ 
tions in respiratory cancer death rates 
offer some clues as to the factors which 
may be implicated in the increased in¬ 
cidence of this disease. In considering 
such variations, it is necessary, however, 
to keep in mind that differences in death 
rates reported from various regions may 
be attributable to differences in the ac¬ 
curacy of diagnosis, case finding, and re¬ 
porting as well as to the effect of specific 
factors. 

Table 8 shows the age-specific death 
rates from respiratory cancer for white 
males in different regions of the United 
States in 1950. In general, the highest 
age-specific death rates were recorded in 
the Middle Atlantic and New England 
regions and the lowest in the East South 
Central, the West North Central, and the 
Mountain regions. The corresponding age- 
specific death rates from respiratory can¬ 
cer for white females show no such clear 
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cut pattern and do not vary as much from 
one part of the country to another. 

Table 9 and Chart 5 present age-ad- 
justed death rates from respiratory cancer 
for white males in individual states. The 
highest death rates were recorded in 
Louisiana, New Jersey, District of Co¬ 
lumbia, New York, Maryland, and Dela¬ 
ware (all in e.xcess of 30 per 100,000). The 
lowest death rates prevailed in North 
Dakota, Arkansas, Idaho, New Mexico, 
North Carolina, and Utah (all below 15 
per 100,000). Broadly speaking, the highly 
urbanized and industrialized states had 
high rates while the predominantly agri¬ 
cultural and mountain states had low 
rates. Contrary to this general observa¬ 
tion, Louisiana had the highest age-ad¬ 


justed death rate of all states (34.8 per 
100,000), and high rates.were also re¬ 
corded in Florida (27.8 per 100,000) and 
Nevada (27.7 per 100,000). For white 
females, the highest death rates from re¬ 
spiratory cancer were also most often 
found in the highly urbanized and indus¬ 
trialized states (as well as in Louisiana, 
Florida, and Nevada). The 1940 respira¬ 
tory cancer death rates by state presented 
much the same picture. 

If in 1950 white males in the United 
States as a whole had shown the relatively 
high age-specific death rates from respira¬ 
tory cancer observed in the Middle At¬ 
lantic States, the number of deaths from 
this disease among them would have been 
increased by about 25 per cent. If these 
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Table 8.— Geographic Variations in Respiratory Cancer Death Rates of White Males 
by Broad Regions of the United States—1950 


Date Rate per 100,000 

Region 25-31, S5-U i5-5i 5S-6i 05-71, 75 & over 

New England .1.1 8.8 40.3 97.2 140.3 111.2 

Middle Atlantic .1.3 8.8 47.8 121.4 165.6 139.9 

East North Central.1.3 7.2 40.4 97.0 111.3 100.6 

West North Central.1.1 6.5 26.8 69.5 85.2 90.2 

South Atlantic .1.1 8.9 39.7 98.3 112.8 106.9 

East South Central.1.1 9.1 32.3 65.9 70.7 81.1 

West South Central. 1.1 8.4 35.3 91.5 92.1 111.6 

Mountain .1.6 4.2 29.7 61.8 109.7 92.2 

Pacific .1.1 7.5 37.6 90.2 121.2 103.4 

United States .1.2 7.9 39.1 95.9 119.4 108.3 

Canada (1950-51) .0.7 4.5 27.5 72.7 101.4 82.6 


men had experienced the age-specific death 
rates from respiratory cancer found in 
1950 in England and Wales, the number of 
deaths among them from this disease 
would have been doubled. 

For white males in the general popula¬ 
tion of Canada, the age-specific death 
rates from respiratory cancer were almost 
as low as those in the three regions of 
the United States mentioned above as 
having the lowest rates. In the Province 
of Ontario, the death rates were moder- 
atelj'^ higher, but still somewhat below the 
average for the United States as a whole. 
In the Metropolitan Life Insurance Com¬ 
pany’s experience among Industrial policy¬ 
holders in Canada, white males also 
showed much lower death rates from re¬ 
spiratory cancer than white male policy¬ 
holders in the United States, but white 
females showed about the same death 
rates in both countries. 

Table 10 shows for each state the 1940 
and 1950 crude (not age-adjusted) death 
rates from respiratory cancer for all per¬ 
sons combined, as well as the number (in 
1940) of physicians per 100,000 popula¬ 
tion in the state. This latter ratio pro¬ 
vides a rough measure of the medical fa¬ 
cilities available for diagnosis and case 
finding. The comparison of the 1940 and 
1950 crude death rates indicates that the 


incidence of respiratory cancer rose dur¬ 
ing the 1940’s in evei*y state. However, 
the smallest percentile increases occurred 
in the states with relatively high death 
rates in 1940 and the largest increases 
were reported from states that had low 
rates in 1940. This is consistent with the 
hypothesis that, in the past, geographic 
differences in respiratory cancer mortality 
reflected largely differences in the pro¬ 
portion of such cases detected and re¬ 
ported. With improvements in diagnosis 
and more complete case findings, the dis¬ 
parity between the states has diminished. 
It is not surprising to find that the states 
with relatively high numbers of physi¬ 
cians per 100,000 population reported high 
death rates from respiratory cancer. The 
magnitude of the reported death rates 
from respiratory cancer is clearly associ¬ 
ated with the quantity and quality of the 
medical facilities available for accurate 
diagnosis of the disease. 

Improved Diagnosis and More Complete 
Case Finding of Respiratory Cancer .— 
There is considerable evidence that de¬ 
velopments leading to more careful and 
more frequent diagnostic study of patients 
as well as improvements in diagnostic 
techniques have played a very important 
part in the recorded rise of respiratory 
cancer death rates. This evidence cannot. 
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however, be translated into estimates of 
the proportions of deaths currently re¬ 
ported as due to respiratory cancer which 
twenty-five years ago would have been 
reported under cancer of other sites or as 
due to other diseases. 

The more significant pieces of evidence 
are: 

1. As a result of more and better in¬ 
struction in diagnosis at both the under¬ 
graduate and graduate levels, there has 
been a great increase in the number of 
physicians with good training in diag¬ 
nosis. The number of specialists in radi¬ 
ology and bronchoscopy has also increased 
markedly. Furthermore, the publicity 
given in the medical and lay press to the 
sharp rise in respiratory cancer has of 
itself led to greater awareness of this dis¬ 
ease and thus to more freguent search 
for it. 


2. The facilities available for diagnosis 
of respiratory cancer and their use have 
likewise multiplied. The growth and utili¬ 
zation of hospital facilities have been par¬ 
ticularly marked since World War II. 
Impetus to the use of roentgen was given 
by the mass roentgen campaigns for tu¬ 
berculosis detection even before World 
War II, and later by the large scale 
roentgen examinations for military serv¬ 
ice and in the armed forces. Industrial 
medical services have been expanded 
steadily and there, too, roentgen examina¬ 
tions have become almost routine. Of spe¬ 
cial importance has been the increase in 
accessibilitj’ of modern medical facilities 
to persons living in agricultural and out¬ 
lying regions. 

3. The development of better diagnostic 
methods (such as roentgen rays, bron¬ 
choscopy, cytologic e.xaminations and diag- 


Table 9. —Geographic Variations t« Rcspb alary Cancer Death Rales of tVhile Mates 
By States, 1950 


Age Adjusted Death Rale per 100,000 


Region 

Low 

(Under J7) 

Afrrfium Low 

ar-n) 

Mrdiwt 

Cl- 

n Rtgh 
■Si> 

Nigh 

(S5 and Oi'er) 

New England . 



Me. 

20.2 

Vt. 

21.G 

Mass. 

25.8 






N.H. 

23.0 

R. I. 

27.0 








Conn. 

29.3 

Middle Atlantic . 





Pa. 

24.5 

N.Y. 

33.5 








N. J. 

34.2 

East North Central. 



W:s. 

17.8 

Ohio 

22.7 

Ill. 

26.1 




Ind. 

20.7 

Mich. 

24.8 



West North Central. 

.N. D. 

11.8 

Kans. 

17.1 






Neb. 

15.2 

Minn. 

17.2 






Iowa 

16.0 

Mo. 

20.6 






S. D. 

16.4 







South Atlantic . 

.N. C. 

14.0 

W. Va. 

20.0 

Gn. 

23.0 

Fla. 

27.8 






Va. 

23.5 

Del. 

30.9 






S.C. 

23.8 

Md. 

32.0 








D. C. 

34.0 

East South Central. 

.. -Ky. 

16.2 

Tenn. 

17.3 








Ala. 

17.8 








Miss. 

20.2 





West South Central. 

.. Ark. 

13.6 

Okla. 

19.,9 



La. 

34.8 




Texas 

20.9 





Mountain. 

..Idaho 

13.6 

Colo. 

18.2 

Ariz, 

23.6 

Nev. 

27.7 


N. Mex. 

13.7 

Mont. 

20.1 

Wyo. 

23.8 




Utah 

14.9 







Pacific. 



Wash. 

18.2 

Calif. 

24.8 






Ore. 

19.8 
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Table 10. —Death Rates from Rcspiratorn Cancer 
and Phiisicians per 100,000 Population 
Increase in Death Rate from 1940 to 1950 Among 
All Persons By States 

Eespiraior-j Car.ccr Denth Ealc per 100,000 Physicians 

^ per 


Siaic 

Ipio 

1950 

Jjfrrrnsc 

100,000^ 

South Carolina 

.1.9 

8.5 

347 

74 

.4rkansas . 

2 2 

8.3 

277 

94 

Mississippi . 

-2.4 

8.1 

238 

69 

Xorth Carolina - 

-2.7 

6.0 

122 

77 

Georsria . 

„.2.S 

9.3 

232 

90 

Alabama . 

-2.9 

8.7 

200 

73 

Tennessee . 

...o 3 

9.4 

185 

100 

Oklahoma . 

-- 3.3 

11.5 

•248 

101 

Xew Mexico . 

-3.6 

7.0 

94 

S3 

Kentucky . 

-3.6 

9.4 

161 

97 

Wvominc. 

- 0.6 

12.0 

233 

109 

West Virsania 

,,.3. i 

10.9 

195 

96 

Xorth Dakota. 

-4.1 

8.2 

100 

81 

Texas . 

-.-4.1 

10.7 

161 

108 

Idaho . 

-4.2 

8.0 

90 

81 

Delaware . 

-4.0 

18.2 

304 

127 

Virginia . 

-.-4.7 

10.9 

132 

108 

Iowa . 

-4.7 

12.2 

160 

122 

.\rizona . 

-5.2 

11.1 

113 

119 

Indiana . 

—5.3 

13.5 

155 

121 

Kansas . 

-5.6 

13.0 

132 

115 

Colorado . 

-5.6 

11.5 

105 

175 

Xebraska . 

...O, i 

11.8 

107 

124 

Vermont . 

.-5.8 

15.4 

166 

146 

U tah . 

...6.0 

7.0 

17 

104 

South Dakota . 

-6.2 

11.0 

77 

79 

Xevada . 

.-6.3 

18.7 

197 

151 

Montana . 

...6.4 

13.9 

117 

96 

Maine . 

...6.4 

1-2.6 

97 

117 

Wisconsin . 

...6.5 

12.0 

So 

112 

Florida . 

...6.6 

15.5 

135 

120 

Michigan . 

...6.6 

14.5 

120 

121 

Minnesota . 

....6,6 

12.3 

86 

126 

Missouri . 

...7.0 

14.7 

110 

140 

Oregon . 

-.7.2 

13.9 

93 

134 

Ohio . 

....7.2 

14.7 

104 

135 

LouisiaJia . 

....7.6 

15.0 

97 

104 

Washington . 

-.7.8 

12.3 

58 

127 

Pennsylvania .... 

-.8.0 

15.8 

98 

137 

Maryland . 

...9.3 

16.5 

77 

164 

Illinois . 

...9.5 

17.0 

79 

154 

Xew Hampshire 

....9.8 

13.9 

42 

133 

California . 

-10.0 

15.0 

50 

172 

Rhode Island .... 

-.10.1 

16.3 

61 

135 

Massachusetts .. 

..10.5 

16.4 

56 

183 

Connecticut . 

..10.7 

18.3 

71 

152 

Xew Jersey _ 

..11.5 

21.0 

CO 

CO 

140 

Xew York . 

-13.5 

20.9 

55 

203 
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nostic thoracotomy) and the more fre¬ 
quent use of radical surgery have 
uncovered many cases of respiratory can¬ 
cer -which would have been missed in 
earlier years. The growing tendency to 
obtain microscopic confirmation in sus¬ 
pected cases has had the same effect. The 


special morbidity studies conducted by the 
National Cancer Institute in ten large 
metropolitan areas showed that in 1938 
some 66 per cent of the respiratoiw cancer 
cases diagnosed had been confirmed by 
biopsy or autopsy whereas bj^ 1948 this 
proportion had risen to 75 per cent. Since 
the ten large metropolitan areas were well 
above the average as regards medical 
practice in 1938, it is likely that for the 
country as a whole the relative increase in 
biopsy and autopsy has been even greater. 

4. The fact that the magnitude of the 
respiratory cancer death rates is clearly 
associated with the quantity and quality 
of medical facilities, and that during the 
1940’s respiratory cancer death rates in¬ 
creased most in states with low death rates 
and relatively low ratios of physicians to 
population, also supports the view that 
much of the increase in respiratory cancer 
was the result of improved diagnosis and 
more complete case finding. 

5. The marked increase during the 
1940’s in the reported death rates from 
respiratory cancer among nonwhite lives 
can also be attributed lai-gely to improved 
detection and better reporting of the dis¬ 
ease in this segment of the population, 
particularly at the older ages. At these 
ages, some of the increase probably repre¬ 
sents the reporting of respiratory cancer 
as the cause of death in cases in which the 
past would have been reported as due to 
senility or ill-defined causes. 

6. The sharp declines in the mortality 
from tuberculosis, pneumonia, and other 
respiratoiy diseases, such as chronic 
bronchitis, have probably resulted in the 
detection of respiratorj’’ cancer cases 
which formerly would have been reported 
as deaths from these diseases. Since tu¬ 
berculosis death rates have decreased 
least at the older ages, where respii-atory 
cancer death rates have risen most, it is 
not likely that sizable numbers of deaths 
once reported as due to tuberculosis have 
come more recently to be reported as due 
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to respiratory cancer. It is likely, how¬ 
ever, that the high death rates from pneu¬ 
monia which prevailed before this disease 
came under control included many cases 
of respiratory cancer. 

7. An increase in the proportion of cases 
where the respiratory system is reported 
as the sole or primary site rather than 
as the secondary site may be another 
factor in the recorded rise in respiratory 
cancer death rates. In this connection, it 
may be noted that in 1940 the number 
of deaths in the United States in which 
respiratory cancer was reported as an as¬ 
sociated cause (7,375) was not much less 
than the number in which it was reported 
ns the primary cause of death (9,643). 

Other Factors in the Increase in Re¬ 
spiratory Cancer .—While it has been sug¬ 
gested that improved diagnosis, more 
complete case finding, and more accurate 
reporting of respiratory cancer have been 
responsible for most, if not all, of the in¬ 
crease in the reported incidence of the 
disease, many considerations do not sup¬ 
port so extreme a view. On the whole, the 
evidence points to a real rise in the mor¬ 
tality from respiratory cancer. 

The more significant of these considera¬ 
tions are: 

1. During the past twenty-five years the 
white male mortality from respiratory 
cancer, adjusted for changes in age distri¬ 
bution, increased five times. An increase 
of this magnitude and rapidity appears 
greater than can be accounted for solely 
by better diagnosis, case finding, and re¬ 
porting, especially as no other site of 
cancer has shown as large a proportionate 
increase. If all the increase in respiratory 
cancer were due to better detection, and 
reporting, it would mean that physicians 
practicing twenty-five years ago were able 
to identify at most only one out of five 
cases existing at that time—^the increase 
is continuing despite the fact that the dis¬ 
ease is now more generally recognized. 


2. Among white females, mortality from 
respiratory cancer, adjusted for changes 
in age distribution, has only about doubled 
in the past twenty-five years. If all this 
increase were due to better detection and 
reporting, it would still be much smaller 
than the increase in white male mortality. 
This suggests that a considerable part of 
the increase in white male mortality from 
this disease cannot be accounted for in 
this manner, since it is difficult to see why 
physicians should be able to diagnose re¬ 
spiratory cancer more readily in one sex 
than in the other. 

3. The magnitude of the increase in 
respiratory cancer death rates over the 
past twenty-five years has varied by age, 
being smallest at ages under 45, and great¬ 
est at the most advanced ages. If the in¬ 
crease at the younger ages were all due 
to better detection and reporting, it would 
still leave most of the increase at the older 
ages unaccounted for, since it is difficult 
to see why physicians should be able to 
diagnose respiratory cancer very much 
better at the older ages than at the 
younger ages. 

4. The markedly higher death rates 
from respiratory cancer among white 
male Industrial policyholders as compared 
with those for white males in the general 
population cannot be explained in terms 
of the better diagnostic facilities in urban 
areas, since white female Industrial policy¬ 
holders residing in the same areas show 
respiratory cancer death rates substantial¬ 
ly the same as those for white females in 
the general population. The reasons for 
the higher death rates of white male In¬ 
dustrial policyholders must rather be 
sought in some environmental factors. 

5. The lower death rates from respira¬ 
tory cancer among white male Ordinary 
policyholders, who presumably have ac¬ 
cess to even better diagnostic facilities 
than Industrial policyholders ' or white 
males in the general populaf 'an 
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gest factors related to environment, occu¬ 
pation, and social class. The recent find¬ 
ings on the incidence of respiratorj’’ can¬ 
cer in the two highest social classes in 
England and Wales point to the same con¬ 
clusion. In this connection, it maj’’ be 
noted that several life insurance studies 
have indicated somewhat higher than aver¬ 
age mortality from respiratory cancer in 
such numerically important occupations 
as painters, roofers and slaters, carpen¬ 
ters and cabinet makers, coppersmiths 
and tinsmiths, and electricians. 

6. The geographic variations in respir¬ 
atory cancer mortality in the general pop¬ 
ulation likewise indicate that some envi¬ 
ronmental factors may be contributing 
to produce the higher death rates found in 
the most urbanized and industrial states. 
The high age - adjusted death rates in 
states such as Louisiana, Florida, and 
Nevada also appear to require explanation 
in terms of special factors. 

7. There is reasonably convincing sta¬ 
tistical evidence that a number of differ¬ 
ent factors may be implicated in the rise 
in the incidence of respiratoiy cancel'. 
Adequate data are not available to show 
how much of the rise can be attributed to 
the effect of specific factors. 

SUMMARY 

The author presents statistical data, il¬ 
lustrated with charts and tables, on the 
death rates from cancer of the respiratory 
tract in the general population of the 
United States and among Industrial and 
Ordinary policyholders of the Metropoli¬ 
tan Life Insurance Company, comparing 
these rates with the death rates from other 
forms of cancer and correlating the evi¬ 
dence from the points of view of age, sex, 
race, region of residence, etc. Factors in 
the current increase of cancer of the re¬ 
spiratory tract are listed. 


ZUSAMMENFASSUNG 

Der Verfasser legt an Hand von Kurven 
und Tabellen statistische Angaben fiber 
die Sterblichkeitsziffern des Krebses der 
Atmungsorgane innerhalb der allgemeinen 
Bevolkerung der Vereinigten Staaten und 
unter den Industriellen und Sonstigen Ver- 
sicherten der Metropolitan Life Insurance 
Companj’’ vor, vergleicht die Zahlen mit 
den Sterblichkeitsziffern bei anderen Ar- 
ten des Krebses und betrachtet ihre Be- 
ziehungen zum Alter, Geschlecht und zur 
Rasse des Patienten, zur Gegend des 
Wohnsitzes usw. Die Kaktoren, die beim 
heutigen Anstieg der Haufigkeit des 
Krebses der Atmungsorgane eine Rolle 
spielen, werden angeffihrt. 

RESUME 

L’auteur presente des dates statistiques, 
illustrees par cartes et courbes, sur la 
mortalite par les cancers des voies respi- 
ratoires parmi la population entiere des 
fitats Unis et parmi la population, Indus- 
trielle et Ordinaire, assuree par la Metro¬ 
politan Life Insurance Comp. II compare 
ces chiffres avec la mortalite par des autres 
formes de cancer, correlativement d’apres 
I’age, sexe, region d’habitation etc. Des 
facteurs concernants Taugmentation pre¬ 
sente des cas de cancer respiratoir sont 
registres. 

RESUMEN 

El autor presenta una estadistica ilus- 
trada con cuadros, sobre el grado de mor- 
talidad del cancer del aparato respiratorio 
en la poblacion general de los Estados 
Unidos de America y entre los asegurados 
Industriales y Comunes de la Metropolitan 
Life Insurance Company, comparando este 
grado, con el grado de mortalidad de otros 
canceres y relacionando la edad, sexo, raza, 
residencia, etc. Se ponen en unalista los 
factores que aumentan el cancer del apa¬ 
rato respiratorio. 
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SUMARIO 

0 autor apresenta dados estatisticos, 
ilustrados com graficos e quadros, sobre a 
mortalidade por cancer do tracto respi- 
ratorio na populagao geral dos Estados 
Unidos e entre assegurados Industrials e 
Comun da Metropolitan Life Insurance 
Company, comparando essas taxas com as 
devidas a outras formas de cancer e cor- 
relacionando os dados sob os aspectos 
idade, sexo, ra?a, regiao de residencia, 
etc. Sao apresentados os fatores do au- 
mento atual do cancer do tracto respira- 
torio. 


RIASSUNTO 

L'utore presenta e documenta con gra- 
fici e tavole i dati statistic! relativi alia 
mortalita per cancro del polmone sulla 
popolazione generale degli Stati Uniti e 
fra assicurati della Metropolitan Life In¬ 
surance Company, nel departimento In- 
dustriale ed Ordinario li paragona con 
quelli relativi alia mortalita per cancri 
di altre sedi, in rapporto all'eta, al sesso, 
alia razza, alia provenienza ecc. Elenca, 
poi, i fattori responsabili dell’aumento dei 
carcinomi polmonari. 


Somewhere below all the explicit statements that a people makes through its 
art, religion, architecture, legislation, there is a dim mental region of intention of 
which it is very difficult to become aware. We now and then get a strong sense of 
its existence when we deal with the past, not by reason of its presence in the past 
but by reason of its absence. As we read the great formulated monuments of the 
past, we notice that we are reading them without the accompaniment of something 
that always goes along with the formulated monuments of the present. The voice 
of multifarious intention and activity Is stilled, all the buzz of implication which 
always surrounds us in the present, coming to us from what never gets fully stated, 
coming in the tone of greetings and the tone of quarrels, in slang and humor and 
popular songs, in the way children play, in the gesture the waiter makes when he 
puts down the plate, in the nature of the verj’ food ^>e prefer. 

Some of the charm of the past consists of the quiet—the great distracting buzz 
of implication has stopped and we are left only with what has been fully phrased 
and precisely stated. And part of the melancholy of the past comes from our 
knowledge that the huge, unrecorded hum of implication was once there and left 
no trace—we feel that because it is evanescent it is especially human. We feel, 
too, that the truth of the great preserved monuments of the past does not fully 
appear without it. From letters and diaries, from the remote, unconscious corners 
of the great works themselves, we try to guess what the sound of the multifarious 
implication was and what it meant. 

—Trilling 
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Enteroenterostomy: A Useful but Neglected 
Procedure in Gastric Resection 

MAX M. SIMON, M.D., F.A.C.S., F.I.C.S." 

POUGHKEEPSIE, NEW YORK 


T he progress made in surgical treat¬ 
ment of the stomach has been one of 
the great triumphs of operative treat¬ 
ment, and the story of this advance is a 
fascinating one. A discussion of problems 
in gastric surgery would, therefore, seem 
presumptuous, and I should not consider 
submitting this paper were it not for the 
fact that the anatomic and technical pit- 
falls are still not fully appreciated. There 
are still far too many serious complica¬ 
tions, immediate and late, following gas¬ 
trectomy. ^ 

) Technically, gastric surgery is still one 
y of the most difficult and dangerous types 
of abdominal surgeiy, and an inadequate 
appreciation of the variations and abnor¬ 
malities of this region is responsible for 
the increased mortality and morbidity 
rates. Obstruction at the proximal or dis¬ 
tal stoma is not an uncommon develop¬ 
ment after an operation, and this often 
contributes to the most serious complica¬ 
tion of all—perforated or blown-out duo¬ 
denal stump. Leakage and disruption of 
the duodenal stump still constitute by far 
the most frequent cause of death after 
gasti'ic resection.1'’ It is the principal haz¬ 
ard of the operation and one of the most 
feared complications, because of its high 
morbidity and mortality rates. If the pa¬ 
tient survives the disruption, a duodenal 
fistula makes its appearance and leads to 
endless suffering from uncontrollable ero¬ 
sion.- 


•Senior Attending Surgeon, St, Francis Hospital;^ Consult¬ 
ing Surgeon, Bowne Memorial and HigWand Hospitals. 
Submitted for publication March IT, 1954. 


Although this complication heads the 
list, statistics as to its prevalence are un¬ 
reliable, because surgeons are not dis¬ 
posed to advertise their errors. 

Moreover, loop obstructions after op¬ 
eration are not uncommon. The published 
reports of postgastrectomy complications 
have been reviewed by Wells and Mac- 
Phee,^ who estimated the incidence of pei’- 
sistent proximal loop obstruction at 18 
per cent of gastrectomies of every t 3 ’^pe 
except the Billroth I, The severe type of 
proximal loop obstruction recently de¬ 
scribed by Quinn and Gifford'’ and illus¬ 
trated bj’- the 2 additional cases here to be 
reported, is extremely serious and termi¬ 
nates fatally if not promptly recognized 
and treated bj’’ enteroanastomosis. This 
complication can occur daj’^s or j^ears after 
the gastrectomy.-'"' It is usually due to the 
long proximal loop’s passing between the 
shortened mesenteiy of the distal loop 
and the transverse colon. Although it oc¬ 
curs more often after the antecolic, anti- 
peristaltic type of anastomosis,'’ it can 
follow the isoperistaltic anastomosis as 
well (see Figs. AD and 8A). Yet a simple 
side-to-side anastomosis between the prox¬ 
imal and distal jejunal loops prevents and 
corrects this complication. 

REPORT OF CASES 

Case 1.—A carpenter aged 68 was admitted 
to St. Francis Hospital at 4:30 p.m. on Jan. 
14, 1954, acutely ill, with severe pain in the 
upper part of the abdomen. The pain was 
more marked on the right side than on the 
left. He said that he had been well until 9 p.m. 
the day before, when he felt a sharp penetrat- 
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Fig 2.—Stomach; variations of position in descent toward pehis. {Avson: Atlas of Human Anatomy). 


ing pain extending to the left side of the up¬ 
per part of the abdomen. He vomited once but 
did not notice the character of the vomitus. 
He had had a bowel movement the previous 
day but none on the day of admission. He was 
seen by a physician shortly after the initial 
attack. He was given a sedative and was hos¬ 
pitalized on the following day, during which 
the pain persisted and abdominal distention 
developed. There was a twentj'-four hour in¬ 
terval between the onset of sjTnptoms and the 
patient’s admission to the hospital. 

The past history was essentially irrelevant 
except for a history of chronic duodenal ul¬ 
cer, for which a subtotal gastric resection had 
been performed at the Memorial Hospital in 
New York Citj' about six months earlier (July 
31, 1952). The records indicate that an ante- 
colic, antiperistaltic Hofmeister type of anas¬ 
tomosis was made. Kecovery was uneventful; 
the patient was discharged improved on the 
eighteenth postoperative day and resumed his 
work. He stated that he was able to continue 
5\ithout interruption. On rare occasions he 
had a feeling of fullness and discomfort in the 
upper part of the abdomen, ivith a bitter taste 


in the mouth, and regurgitated small amounts 
of bile unmixed with food. He noted the afore¬ 
mentioned sjTnptoms several months after the 
operation, but they were occasional and not 
severe enough to interfere with his work. Ex¬ 
cept for the occasional mild symptoms afore- 
described he had felt perfectly well and had 
worked regularly until the present admission 
to the hospital. 

Physical examination revealed a dry tongue, 
a temperature of 101 R., a pulse rate of 80 and 
a respiratory rate of 22. The blood pressure 
in millimeters of mercury was 115 systolic 
and 70 diastolic. The abdomen was greatly 
distended, the distention being greater on the 
left side of the upper part of the abdomen. A 
long subcostal transverse scar, well healed, in¬ 
dicated the site of the former gastrectomy. 
Pain, tenderness and rebound tenderness were 
present, especially in the left upper quadrant, 
where there was a palpable mass with no dis¬ 
tinct outline. The abdomen was silent. Rec¬ 
tal examination revealed no abnormality ex¬ 
cept moderate enlargement of the prostate. 

The patient was hydrated with 5 per cent 
dextrose in saline solution. A Levine tube was 
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inserted for continuous suction. Urinalysis and 
a blood count were obtained; the patient's 
blood type was determined, and a scout film 
of the abdomen was taken. 

Roentgen Report (J. Sorrentino, M.D.).— 
A flat plate of the abdomen showed several 
loops of jejunum distended with gas and ap¬ 
parently fixed in the left upper quadrant. 
There were also loops of ileum, which were 
moderately distended with gas. There was no 
evidence of free air within the peritoneum or 
beneath either diaphragmatic leaflet. The 
left diaphragmatic leaflet was moderately ele¬ 
vated. 

The patient was operated on two and one- 
half hours after admission. General narcosis 
was employed. A left upper rectus muscle¬ 
splitting incision was made below the old 
transverse scar. The peritoneal cavitj' con¬ 
tained a large quantity of bloody, foul-smell¬ 
ing exudate, which was aspirated and cul¬ 
tured. A loop of jejunum about 18 inches 
(48.7 cm.) in length, black and gangrenous, 
was observed, involved in a torsion (Fig. 10). 
The torsion was at the base of the mesentery, 


and the mesentery was highly edema 
torsion in the gangrenous loop of jeji 
observed about 6 inches (15 cm.) 
former anastomosis. The involved 
uncoiled and resected several inches 
and distal to the area of infarction, 
to-end anastomosis was performed 
with one outer layer of interrupted fir 
one inner layer of No. 00 atraumatii 
catgut. The mesentery was approxim 
interrupted fine silk. Resection ani 
mosis were carried out through vial 
and good pulsation was observed in tl 
tery. The peritoneum was closed w: 
continuous chromic catgut. Interrup 
silk retention sutures were next plac 
(2.5 cm.) apart, embracing all the 
the abdominal wall except the pei 
Fascia and musculature were appr 
with interrupted No. 1 chromic cat: 
skin was approximated with interru 
silk. One penrose drain was inserte 
left subdiaphragmatic space. 

Pathologic Report. — Gross: This 
of a resected jejunum measuring 4 




Fig. 3._Variations in transverse colon in order of descent towaid pelvis. (Anson: Atlas of 

Anatomy ). 
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length and presenting a very extensive red- rhagic. In addition, the mucosal folds were 
dish-black discoloration, with gangrene of the either completely obliterated or flattened out. 

intestine. The gangrene involved most of the There was a sharp line of demarcation between 

specimen excepting the terminal 6 cm. and the the gangrenous area and the normal jejunum, 

proximal 4 cm., where the intestine had a No tumor mass was encountered anywhere in 

more nearly normal appearance (Fig. 10). In the involved intestinal segment. The blood 





15 . 5 % 


Fig. 4.—Variations in great omentum. Note that it is better to remove the great omentum in 
gastric resection with antecolic anastomosis, since its blood supply is mainly from the right and left 
gastroepiploic arteries. It is devascularized with the ligation of these vessels. Moreover, when it is 

large and obese it produces mechanical difficulties. 


these areas the intestine measured 3 cm. in di- vessels of the mesentery were tensely en- 
ameter, as compared with 5 cm. in the gangre- gox’ged. 

nous portion. On cut section the lumen of the Microscopic: The wall of the small intestine 
intestine was filled with thick, red, foul-smell- was tremendously thickened, owing to an ex- 
ing blood. The entire wall of the gangrenous tensive hemoi'rhage within its wall, involving 
area was reddish black, thickened and hemor- all layers. The mucosal glands were still in- 
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B C 

Fig. 6.— A, different levels of transection of stomach. B, postgastrectomy obstruction of the distal 
stoma by excessive inversion. C, sketch showing that the level of the transection of the stomach 
does not determine the size of the outlet. The actual stoma, not the ring of the anastomosis, is the 

real outlet. 

tact and stained well. The submucosal portion tine. 

was markedly hemorrhagic and edematous. A section taken through the terminal por- 
The serosa revealed an intense engorgement tions of the intestine presented a mild degree 
by recent blood cells, and many of the venules of hemorrhage and a normal histologic pat- 
were e.xtremely dilated. There was no evi- tern. 

dence of any intrinsic neoplasm of the intes- A section through the mesentery revealed 
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almost complete invasion by densely crowded 
red cells. The veins were tremendously en¬ 
gorged with blood, and the adjacent arteries 
showed a similar picture, but to a lesser de¬ 
gree. 

Diagnosis ,—The pathologic diagnosis was 
torsion and gangrene of the jejunum (L. Fer¬ 
raro, pathologist). 

Postoperative Course .—Immediate postoper¬ 
ative management consisted of the Fowler po¬ 
sition, the withholding of anything given by 
mouth, the nasal administration of oxygen and 
continuous Levine tube suction. The patient 
was given 1 Gm. of streptomycin twice a day 
and 3,000,000 units of penicillin three times a 
day. On the following day he was given 500 
cc. of blood. Careful attention was given to 
the water and electrolyte balance. Recovery 
was uneventful; the patient was out of bed on 
the fii'st postoperative day. The temperature 
and pulse rate receded to normal on the third 
postoperative day and remained normal until 
the patient’s discharge on Jan. 26, 1952, the 
eleventh postoperative day. Healing occurred 
per primam, and he remained well. 

Follow-Up .—On Feb. 7, 1955, the patient 
was in good health, with no dietary restric¬ 
tions, and was doing well at the age of 71. 

Case 2.—A clothing merchant aged 57 was 
admitted to St. Francis Hospital on Sept. 13, 
1953, with a diagnosis of gastric ulcer. He 
recounted a long history of “stomach trou¬ 
ble.” More recently he had undergone addi¬ 
tional roentgen studies and a gastroscopic 
examination. The diagnosis of a gastric ulcer 
on the lesser cuiwature near the pylorus was 
established. • 

The past history was essentially normal ex¬ 
cept for diabetes mellitus of fifteen years’ 
duration and a “coronary episode” with posi¬ 
tive electrocardiographic observations six 
months prior to admission. His optimum 
weight was 174 pounds (78.9 Kg.); his pres¬ 
ent weight, 169 pounds (72.1). His mother 
had died of carcinoma of the stomach at the 
age of 52. 

Physical examination gave essentially nor¬ 
mal results. 

Examination of the blood disclosed no ab¬ 
normalities. The diabetes was controlled. 

The patient’s general condition was as¬ 
sessed and he was prepared for operation. On 
September 15 an exploratory laparotomy was 
performed through a left upper paramedian 
incision. General abdominal exploration re¬ 
vealed no abnormality. The stomach revealed 



Fig. 7.— A, mechanism of vicious circle. B, sketch 
showing how side-to-sido anastomosis between 
proximal and distal loops corrects this. C, Post¬ 
gastrectomy compression of proximal loop by 
mesentery of distal loop. P, enteroanastomosls 
corrects the mechanical difficulty due to the mis¬ 
placed loops. Postoperative stomal obstruction 
is common, particularly in elderly debilitated pa¬ 
tients with long-standing obstruction and gastric 
atony. Enteroenterostomy at the time of opera¬ 
tion may be life-saving in such cases. In anterior 
gastroenterostomy for carcinoma, supplement the 
procedure with enteroanastomosls to prevent re¬ 
gurgitant vomiting from a distended proximal 
loop, as well as postoperative stomal obstruction. 
This precaution is advisable because emptying of 
the stomach is incomplete after an anterior gastro¬ 
enterostomy. 


a small circumscribed ulcer about 1 inch (2.5 
cm.) in diameter on the lesser curvature of 
the pylorus. Although the lesion was freely 
movable and did not extend through the peri¬ 
toneal coat, there was a suspicion of malig¬ 
nancy; therefore a high subtotal gastrectomy 
was performed. A portion of the gastro- 
hepatic and almost all of the greater omentum 
were removed with the stomach. An antecolic, 
antiperistaltic, Polya type of anastomosis 
(distal loop to the greater curvature and prox¬ 
imal loop to the lesser) was made. The jejunal 
loop was brought up and attached to the stom¬ 
ach in the manner aforedescribed because 
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appeared to lie easiest and most natural in 
this position. 

The pathologic diagnosis was primary car¬ 
cinoma of the stomach. 

The patient did well after the opei-ation; 
the first eight days were uneventful. The 
Levine tube was removed on the third post¬ 
operative day, and oral feedings were well 
tolerated. Late on the eighth postoperative 
day the patient complained of abdominal dis¬ 
comfort. He became nauseated; abdominal 
pain with distention developed, and he regur¬ 
gitated gastric contents. A Levine tube was 
inserted. On the eleventh postoperative day 
the gastric retention and regurgitation be¬ 
came more persistent. The temperature rose 
to 101 F. and the pulse rate to 100. Eight 
hundred cc. of gastric contents was recovered 
through the Levine tube, and proved to be non- 


bilious. A tender mass could be palpated in 
the right side of the abdomen. The abdomen 
was silent. A roentgenogram showed no evi¬ 
dence of obstruction or free air in the peri¬ 
toneal cavity. A diagnosis of obstruction of 
the proximal loop was made, and exploratory 
laparotomy was done. 

With the region under local anesthesia, a 
supraumbilical midline opening was made. 
The proximal loop was tremendously dilated 
and was compressing a collapsed proximal loop 
about 8 inches (20 cm.) below the gastric 
stump. A rapid side-to-side anastomosis be¬ 
tween the proximal and distal loops was per¬ 
formed, one outer laj'er of interrupted fine 
silk and one inner layer of No. 00 atrau¬ 
matic chromic catgut being utilized. A je- 
junostomy tube was well insei’ted in the dis¬ 
tal loop with a double purse string suture of 



Fig. 8.—Constricting power of the superior mesenteric vessels and the mesenteric attachment which 
crosses the last part of the duodenum. A tense mesentery compresses the duodenum against the vei- 
tebral column and can produce complete obstruction. Tension on the mesentery and the mesenteric 
vessels may be brought about by the drag of a hea\’y mobile cecum (A) or by loss of fat sufficient to 
permit the small bowel to drop into the pelvis. In rare cases this tension is sufficient to obstruct 
the intestine at the ligament of Treitz and produce more or less marked obstruction, with dilatation 
of the duodenum. Note (.4) how the distal loop can kink at the anastomosis and also obstruct the 
proximal loop by the drag and tension of the mesentery, even in an isoperistaltic anastomosis. En- 

teroanastomosis prevents this complication. 
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No. 00 atraumatic chromic catgut, for feed¬ 
ing (Fig. 12). 

The procedure was life saving. The patient 
gained rapidly in strength. The jejunostomy 
tube worked its way out on the ninth post¬ 
operative day, and the patient was tolerating 
a full diet. He felt well and was discharged 
on October 6, eleven days after the entero- 
enterostomy and jejunostomy. He continued 
to make excellent progress at home, gaining 
rapidly in weight and strength, 

FoUow-Up (Feb. 15, 1955).—The patient 
was the picture of health and actively engaged 
in a large business. He was symptom free and 
had gained 24 pounds (10 Kg.). He had no 
dietary restrictions other than that for his 
diabetes, which was well controlled. 



Fig. 9. (Case 1).—Drawing showing torsion of 
the proximal loop with gangrene. Note how the 
proximaf loop has passed under the shortened 
mesentery of the distal loop and twisted. 

The root of the small bowel mesentery runs an 
obbque line from the ligament of Treitz to the 
right lower quadrant of the abdomen. When the 
jejunum is attached to the stomach so that 
the distal loop is at the greater curvature and the 
proximal loop at the lesser (antiperistaltic), the 
mesentery of the distal loop becomes twisted 
about 135 degrees from this oblique line. The 
mesentery is shortened. The proximal loop, filled 
and distended with bile and pancreatic juice, can 
move in only one direction, i. e., to the left, under 
the shortened mesentery of the distal loop- 



Fig. 10 {Case 1). — Photograph of resected 
loop. Gangrene of most of the specimen, the 
proximal 4 cm. and the terminal 6 cm. excepted. 
Note the sharp line of demarcation between the 
gangrenous and the normal bowel at the site of 
mesenteric constriction and torsion (see patho¬ 
logic report). 

Recent films taken on February 16, showed 
no abnormalities (Fig. 11). 

Although the long proximal .loop can be 
avoided by the performance of a retrocolic 
anastomosis, there are other more serious 
complications associated with this type of 
anastomosis, especially after high resec¬ 
tions. The antecolic “hookup” is, there¬ 
fore, more commonly employed.® 

Subtotal gastrectomy is performed more 
and more nowadays by surgeons with 
varying degrees of training and experi¬ 
ence. And, while many attempts have been 
made in recent years to standardize the 
operation, the anatomic variations are so 
numerous that standardization is not 
likely (Figs. 1 to 5, inclusive). Stomal 
and loop obstructions are not uncommon 
developments despite technical perfec- 
tion.^^" 

One must admire the numerous tech¬ 
nics of gastric resection that have been de¬ 
vised since the Billroth I procedure (Fig, 
5), Each new operation was evidently de¬ 
signed to circumvent some mechanical dif¬ 
ficulty. The cycle is now complete, and 
many surgeons have returned to the Bill- 
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roth I. But, since it cannot be utilized in 
high resections, the type of gastric resec¬ 
tion most favored today is still the Polya 
procedure or some modification of it. This 
brings in the problem of the closed prox¬ 
imal loop and the duodenal stump. 

There is, it seems, a deep-seated dissat¬ 
isfaction with the various types of “hook¬ 
ups.” Some good surgeons perform the 
antecolic anastomosis, others the poste¬ 
rior. Some attach the proximal loop to 
the lesser curvature and the distal to the 
greater (antiperistaltic) ; others attach 
the proximal loop to the greater curvature 
and the distal to the lesser (isoperistal¬ 
tic), and a third group attach the jejunal 
loop to the cut end of the stomach (either 
ntiperistaltic or isoperistaltic, depending 
ipon which position the jejunal loop lies 
easiest and most natural). Stomal and 
loop obstructions have resulted regardless 
of the technic employed.^*' 



Fip. 11.— Drawing showing resection with end- 
to-end iinastomosis. Open anastomosis was per¬ 
formed with inner layer of gastrointestinal chro¬ 
mic catgut No. 00 and outer layer of interrupted 
fine silk. Interrupted fine silk used for mesentery. 
Good pulsation in mesentery, with free bleeding 
of ends ascertained prior to anastomosis. 



Fig. 12 {Case 2 ).—Drawing showing operative 
findings and procedure at second operation. Ob¬ 
structed, distended, “waterlogged” proximal loop 
filled %vith bile and pancreatic juice, compressing 
distal loop. Note side-to-side anastomosis between 
distended proximal and collapsed distal loop. Note 
jejunostomy with catheter inserted well into the 
distal loop for feeding. 


It has been emphasized by surgeons of 
experience that reliable closure of the duo¬ 
denal stump cannot be guaranteed.'*^ Dis¬ 
ruption of the duodenal stump is not al¬ 
ways due to inadequate suture; it can be 
caused by rupture due to overdistention 
from obstruction and back pressure.'^ 

The normal duodenal content of the 
bile, pancreatic juice and secretions of the 
duodenal mucosa is roughly about 1,500 
cc. in twenty-four hours. With this quan¬ 
tity of fluid pouring into the short or the 
long duodenal loop, sutured at one end and 
its exit interfered with at the other, dan¬ 
gerous distention and intraluminal pres¬ 
sure result. The effects of retention and 
distention of the duodenal or proximal 
loop has been emphasized by many sur¬ 
geons. Much has been written on the im- 
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portance of stagnant duodenal fluid in the 
genesis of postoperative complications.® 

Why not establish a supplementary en- 
teroanastomosis routinely after gastric 
resection ? 

Any procedure that helps lessen the in¬ 
cidence of proximal loop obstruction with 
its dangerous sequelae, is certainly worthy 
of consideration. Enteroenterostomy, first 
advocated by Braun and Jaboulay,” is sim¬ 
ple, speedy and safe. It prevents the fatal 
afferent closed loop obstruction and is a 
safeguard against excessive pressure on 
the duodenal stump. It does away with 
the prolonged use of nasal suction and all 
of its hazards.** It is a wise prophylactic 


procedure and is best done at the time of 
the initial operation. If the patient’s con¬ 
dition demands haste, a Murphy button 
can be used.*’’’ If this procedure becomes 
necessary after the operation it is iisuaUy 
delayed too long. The reluctance of a sur¬ 
geon to reoperate on a patient who ha.s 
just undergone a major surgical proced¬ 
ure is understandable. 

Such an additional anastomosis after a 
gastric resection of the Polya or Hofmeis- 
ter type has a definite advantage and no 
proved disadvantage. The theoretical ob¬ 
jection that enteroenterostomy sidetracks 
the duodenal contents from the gastric 
stump is certainly not a valid reason for 



Fig. 13.—Drawing showing mechanisms of proximal and distal loop obstruction. A, kinking and toi- 
sion at lesser curvature from short proximal loop. An obstructed proximal loop is produced. B, kink¬ 
ing and torsion of misplaced distal loop due to tension and rotation. This too produces a closed 
proximal loop syndrome. C, kinking and torsion at both stomas from unrelieved distention and ob¬ 
struction of proximal loop. Enteroanastomosis between the proximal and distal loops prevents and 
corrects this situation in A, B, and C. 
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Fig. 14 (Case 2 ).—Anteroposterior (left) and lateral (right) roentgenograms taken Feb. 10, 1955, 
one year and three months after the operation. Note small gastric remnant with good functioning 
stoma and slight dilatation of the distal (efferent) loop. The proximal loop and enteroanastomosis 
are not visualized. At the end of four houi’s all of the barium is within the small bowel, just en¬ 
tering the colon. 


its omission. It is worth noting, too, that 
large amounts of bile and pancreatic juice 
are not tolerated well in the stomach. 

Moreover, no one knows whether acid is 
the sine qua non it is supposed to be in the 
causation of ulcer. The “no acid, no ulcer” 
dictum first proclaimed by Schwarz more 
than forty years ago has recentlj”^ been 
brought into question. Moreover, the fig¬ 
ures for gastric juice acidity after partial 
gastrectomy, with and without a short- 
circuiting anastomosis, are certainly not 
convincing.’^ 

In fact, Starlinger’- observed fewer 
marginal ulcers following the Billroth II 
or Polya type of procedure with accom¬ 
panying anastomosis than without entero¬ 
anastomosis. He noted a 2.2 per cent 
incidence of marginal ulcers in 13S resec¬ 
tions without accompanying enteroanas¬ 
tomosis and a 0.5 per cent incidence in 


2,292 cases in which the Billroth II type 
of procedure was supplemented with en¬ 
teroanastomosis. One certainly cannot ig¬ 
nore these statistics. 

Dr. Rudolph Nissen wrote me as fol¬ 
lows, under Jan. 12, 1955: “For twenty 
years I have supplemented every gastro¬ 
enteroanastomosis with anteroanastomo- 
sis between the afferent and efferent loops, 
mainly in order to unburden the suture 
line of the duodenal stump. Our incidence 
of jejunal peptic ulcers has been 1.2 per 
cent, which compares favorably with the 
incidence of surgeons who oppose the per¬ 
formance of this additional anastomosis.” 

SUMMARY 

Much has been written about obstruc¬ 
tion of the outlet or distal loop after gas¬ 
trectomy. The complication of proximal 
or duodenal loop obstruction, however, has 
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received very little discussion; hence it is 
not generally known. While obstructions 
of the distal or efferent loop may be well 
tolerated by the patient for long periods 
with proper water and electroljde bal¬ 
ance, obstructions of the proximal loop 
result in a closed loop or potentially stran¬ 
gulating obstruction and are poorly tol¬ 
erated. Patients in which this complica¬ 
tion develops can die of hyperthermia in 
thirty-six to seventy-two hours after the 
operation. The sjmdrome has been repro¬ 
duced experimentally by Dragstedt and 
his associates and by Wangensteen. This 
serious and often rapidly fatal complica¬ 
tion can be avoided. 

The proximal loop should not be too 
short to prevent kinking and rotation at 
the stoma. On the other hand, it should 
not be too long; for then it may become 
“waterlogged” with bile, pancreatic juice 
and duodenai secretions. The heavy dis¬ 
tended loop can thus kink at the stoma 
and also obstruct the proximal loop. Since 
it is almost impossible to estimate in every 
instance, the correct length of the proxi¬ 
mal loop and to avoid tensions and tor¬ 
sions at the stoma, a supplementary en- 
teroanastomosis should be established 
after the resection. 

Such an enteroanastomosis between the 
afferent and efferent jejunal loops is an 
added safeguard. If the patient's condi¬ 
tion demands haste, a Murphy button can 
be used. The anastomosis serves the im¬ 
portant function of evacuating the proxi¬ 
mal loop, and it relieves pressure within 
the duodenum and on the duodenal stump. 
It is a useful but neglected procedure. 

ZUSAMMENFASSUNG 

Wahrend die Obstruktion der abfiihren- 
den Diinndarmschlingen nach Magenre- 
sektion in der Literatur reichlich behand- 
elt worden ist, hat die Verstopfung der 
proximalen Oder duodenalen Schlinge we- 


nig Beachtung erfahren und ist daher 
nicht allgemein bekannt. Verschliisse der 
distalen oder absteigenden Schlinge kon- 
nen vom Kranken langere Zeit ohne 
Storung des Wasserhaushalts und des 
Elektrolytengleichgewichts ertragen wer- 
den, Verstopfungen der proximalen Schlin¬ 
ge jedoch fiihren zum Abschluss der 
Schlinge oder zu einem moglicherweise 
strangiilierenden Darmverschluss und 
warden sehr schlecht vertragen. Kranke, 
bei denen diese Komplikation auftritt, 
konnen an Hyperthermia innerhalb von 36 
bis 72 Stunden nach der Operation sterben 
Dragstedt und seine Mitarbeiter sowie 
Wangensteen haben diesen SjTnptomen- 
komple.x experimentell nachgeahmt. Diese 
ernste und oft rasch todlich verlaufende 
Komplikation kann vermieden werden 

Die proximale Schlinge darf, wenn Ab- 
knickung oder Drehung am Stoma ver¬ 
mieden werden sollen, nicht zu kurz sein. 
Andererseits darf sie nicht zu lang sein, 
weil sie sonst mit Galle, Pankreassaft und 
Duodenalsekret iiberschwemmt werden 
kann. Eine solche schwere, erweiterte 
Schlinge kann sich dann am Stoma ab- 
knicken und zum Verschluss gelangen. Da 
es fast unmoglich ist, in jedem Fall die 
richtige Liinge der proximalen Schlinge 
abzuschatzen und Spannungen und Dre- 
hungen am Stoma zu vermeiden, sollte 
nach der Resektion eine zusatzliche Enter- 
oanastomose angelegt werden. 

Eine solche Enteroanastomose zwischen 
der zufuhrenden und abfiihrenden Diinn- 
darmschlinge ist ein zusiitzliches Sicher- 
ungsverfahren. Wenn der Zustand des 
Kranken zur Eile Anlass gibt, kann ein 
Murphy-Knopf verwendet werden. Die 
Anastomose erfiillt die wichtige Aufgabe, 
die proximale Schlinge zu entleeren und 
behebt den Druck im ZwolfTingerdarm und 
auf den Duodenalstumpf. Das Verfahren 
ist von Nutzen, wird aber oft ausser Acht 
gelassen. 
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RIASSUNTO 

Si e scritto molto sull’occlusione dell’an- 
astomosi e dell’ansa efFerente dopo resezi- 
one gastrica, mentre si e data poca ini- 
portanza alia stenosi dell’ansa afFerente, 
tanto che essa e poco conosciuta. Mentre 
la prima puo essere ben tollerata per lungo 
tempo purche si proweda al bilancio idri- 
co ed -elettrolitico, I’occlusion dell’ansa af- 
ferente lo e molto meno perche porta alia 
formazione di u’nansa chiusa. I pazienti 
con questa afFezione possono morire in 
ipertermia in 36-72 ore dopo I’intervanto. 
La sindrome e stata riprodotta sperimen- 
talmente da Dragstedt e collaboratori e 
da Wangensteen. Questa grave compli- 
canza deve essere evitata. L’ansa afFerente 
non deve essere troppo brave per evitare 
I’inginocchiamento e la rotazione della 
stomia; non deve essere, d’altra parte, 
troppo lunga per evitare il ristagno di 
liquidi, bile, secret! pancreatic! e secret! 
duodenali. L’ansa distesa e appensantita 
puo. in quest! casi, angolare la stomia e 
occluders!. Dacche e quasi impossibile, in 
ogni caso, valutare la corretta lunghezza 
cosi da evitare tensione e torsione della 
stomia. si deve eseguire una entero-enter- 
ostomia dopo la resezione. Tale anastomosi 
fra I’ansa afFerente e I’efFerente e un prov- 
vedimento di sicurezza. Se le condizioni 
del paziente lo richiedano, si potra usare 
un bottone di IMurphy. L’anastomosi as- 
solve I’importante funzione di scaricare 
I’ansa afFerente e di decomprimere il duo- 
deno e il moncone di afFondamento. E’ un 
artificio utile ingiustamente trascurato. 

RESUM EN 

Se ha escrito mucho a-cerca de la ob- 
struccion del asa distal de la gastrectomia; 
sin embargo la oclusion del asa proximal 
se ha tratado muy poco y generalmente se 
clesconoce. En tanto que las primeras 
pueden ser bien toleradas por el paciente 
per periodos largos con balance acuoso y 
electrolitico apropiado. las segundas pro- 


ducen una obstruccidn en asa cerrada con 
posibilidades de estrangulacion, siendo 
mal toleradas. Los pacientes son esta com- 
plicacion pueden morir de hipertermia de 
las treinta y seis a setenta y dos horas 
despues de la operacion, Este sindrome 
fue reproducido experimentalmente por 
Dragstedt y sus colaboradores y por 
Wangensteen. Esta complicacion grave 
puede evitarse. 

El asa proximal no debe ser corta para 
prevenir la rotacion sobre el estoma o el 
acodamiento; tampoco debe ser muy larga 
ya que se carga debilis, jugo pancreatico 
y secresiones doudenales. Un asa pesada 
y distendida puede acodarse sobre el es¬ 
toma y producir una obstruccidn. La que 
es casi imposible estimar en todos los casos 
la longitud correcta del asa proximal y 
evitar las torciones y tensiones sobre el 
estoma, debe estableeei'se despues de la 
reseccidn una entero - enteroanastomosis 
complementaria. 

Este procedimiento es una medida de 
seguridad. Si la condicidn del paciente lo 
requiere puede usarse un botdn de Murphy; 
la anastomosis sirve para evacuar el asa 
proximal y libera la presidn en el doudeno 
y su muhdn; es un procedimiento litil pero 
olvidado. 

SUMARIO 

Muito tern sido escrito sobre a obstruqao 
da via de saida ou alqa distal apos gastrec¬ 
tomia. A complicagao da obstruqao proxi¬ 
mal ou da alga duodenal, tern, contudo, 
recebido pouca discussao, nao sendo poris- 
so em geral conhecida. Enquanto que as 
obstrucoes da alga distal ou eferente po- 
dem bem toleradas pelos pacientes por 
longos periodos, desde que se mantenha o 
equilibria hidrico e electrolitico, as ob- 
strugoes da alga proximal resultam numa 
alga fechada ou obstrugao com estrangula- 
mento potencial, sendo mal toleradas. Os 
pacientes em que tal complicagao se desen- 
volve podem morrer de hipertemia dentro 
de 36 a 72 horas apos a operagao. 0 
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sindrome foi reproduzido experimental- 
mente por Dragatedt e colaboradores e 
por Wangensteen. Esta complicasao grave 
e muitas vezes rapidamente fatal, pode ser 
evitada. 

A alga proximal nao deve ser curta 
demais, para evitar-se a angulagao e a ro- 
tajao ao nive! da boca. Por outro lado, 
nao deve ser demasiadamente longa, para 
nao ficar inundada de bile, suco pancreatico 
e secregoes duodenais. A alga assim dis- 
tendida e pesada pode assim angular ao 
nivel da boca anastomotica e obstruir a 
alga proximal. Visto ser quase impossivel 
calcular, em cada caso, o comprimento 
correto da alga proximal e evitar tensoes 
e torsoes ao nivel da boca, apos aressecgao, 
deve ser feita uma entero-anastomose 
suplementar. 

Uma entero-anastomose entre as algas 
jejunais aferente e eferente e uma garan- 
tia adicional. Caso as condigoes do pa- 
ciente exijam pressa pode ser usado um 
botao de Murphy. A anastomose desem- 
penha a importante fungao de evacuar a 
alga proximal, aliviando a pressao dentro 
do duodeno e no coto duodenal. Constitui 
processo dtil mas desprezado. 

EfiSUMfi 

On a &rit beaucoup de I’obstruction de 
la sortie ou la partie distale de I'intestin 
suivant gastrectomie. Tout de meme on 
a discute tres peu la complication de Tob- 
struction proximale ou duodenale. Par 
cela elle n’est pas connue generalement. 
Le malade peut tolerer pendant longtemps 
Tobstruction du lacet distal, pourvu que 
bon soin est pris de la balance d’eau et 
d’electrolytes, tandis que Tobstruction du 
lacet proximal resulte en fermeture ou 
bien obstruction etrenglante et est mal 
toleree. Des malades auquels cette com¬ 
plication se developpe, peuvent, mourir 
par Thyperthermie pendant 36 a 72 heures 
apres Toperation. Le syndrome a ete re- 


produit e.xperimentellement par Dragstedt 
et ses associes et Wangenstein. On peut 
ex'lter cette complication serieuse et sou- 
vent rapidement mortelle. 

Le lacet proximal ne doit etre trop 
court, pour eviter des plis et rotations aii 
stoma. D’autre part il ne doit pas etre trop 
long pour ne pas devenir sature de bile, 
de jus pancreatique et secretions duoden- 
ales. Alors le lacet fort etendu peut se 
plier au stoma et aussi barrer le lacet 
proximal. Puisque c’est presque impos¬ 
sible, d’estimer en chaque cas la longueur 
exacte du lacet pro.ximal, et pour eviter les 
torsions au stoma, une entero-anastomose 
supplementaire devait etre etabli apres la 
resection. 

Une telle anastomose entre les lacets 
afferent et efferent est une protection ad- 
ditionelle. Si la condition du malade de¬ 
mands hate, on peut se servir d’un bouton 
Murphy. L’anastomose a la fonction impor¬ 
tante d’^vacuer le lacet proximal et releve 
la pression dans le duodenum et le tronc 
duodenal. C’est une procedure utile mai.s 
negligee. 
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Tlie mark of llic inimaturc man is tlrat lie trants to die nobly for a cause, 
while ihe mark of the mature man is that he wants to live humbly for one. 

—StcJccl 


and 


To do a great and imjrortanl work, two things are necessary—a definite plan, 
not quite enough time. 

—Anonymous 
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Luxation or Subluxation of the 
Carpometacarpal Joint of the Thumb 
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E ”'TATI0N or subluxation of the car¬ 
pometacarpal joint of the thumb 
without fracture is apparently quite 
uncommon. The luxation may be trau¬ 
matic, occupational, paralytic or opera¬ 
tive. Habitual subluxation is emphasized 
in this paper. 

Traumatic Luxation or Sxibluxation. 
—The older literature was reviewed by 
Stimson in his still fine and scholarly text 
on fractures. Of 73 metacarpal disloca¬ 
tions in his statistics, almost all were dor¬ 
sal dislocations of the base of the first 
metacarpal bone. Habitual subluxation or 
luxation was not mentioned by him; nor 
did Scudder. Key and Conwell state that 
subluxation of the thumb’s metacarpal is 
rather common after frequently repeated 
trauma or as a result of weakness and de¬ 
bility, with operative intervention rarely 
needed. Watson-Jones discussed only Ben¬ 
nett’s fracture-dislocation of the thumb. 
Thus there is diversity of opinion on the 
frequency of luxation or subluxation, but 
the rarity of this type of luxation seems 
proved both by daily experience and by a 
review of the literature from 1941 
through Januaiy 1954. 

Sgrosso (1945) reported luxation of 
this joint in a boxing injury. The joint, 
once reduced, no longer luxated. In con¬ 
trast, in Slocum’s patient (1943) there de¬ 
veloped an early luxation of this joint soon 
after the fight in which it was dislocated. 
The traumatic dislocation in Egger’s case 
(1945) soon became recurrent. The not 


From The Hospital for Joint Diseases, New York. 
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uncommon partial luxation of the joint in 
Bennett’s fracture, properly a fracture- 
dislocation, may become recurrent (Wah- 
ren, 1946). 

Dislocation is either volar or dorsal, the 
latter being more usual. Continued pain 
and weakness of grip indicate operation. 
The form of dislocation decides the type 
of operation. 

The operative approach to the carpomet¬ 
acarpal joint or to the greater multangu¬ 
lar bone is easiest when the thenar muscles 
are stripped volarly and ulnarly from the 
carpus and the first metacarpal bone. I 
used Bunnell’s incision which follows the 
volar and radial border of the first meta¬ 
carpal bone and curves proximally into the 
crease of the wrist. The stripping of the 



Fig. 1 (Case 3).—Preoperative photograph of 
left thumb, showing severe adduction contracture. 
This picture was taken on June 9, 
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Fig. 2.—Postoperative roentgenograms taken on March 17, 1954. These, especially the lateral view, 
revealed persistent dorsal luxation of the base of the first metacarpal bone after total capsulotomy of 

the carpometacarpal joint of the thumb. 


thenar muscles exposes the volar side of 
the joint. The dorsal aspect of the joint is 
carefully stripped of its tendons, care 
being taken not to cut the slender dorsal 
digital nerves. Identification of the base 
of the first metacarpal bone makes roent- 
genographic control unnecessary. 

A radial incision was used in Case 3. 
Gervis sponsored the operation of excision 
of the greater multangular bone, in cases 
of osteoarthritis of the carpometacarpal 
joint of the thumb, through a longitudinal 
dorsal incision paralleling the extensor 
brevis pollicis. Access is cramped and 
technically less easy than with the two 
former incisions. 

These classes of operations maybe used: 

1. PUcatiou of the redundant capsjile. 

2. Rccnforceyncnt of the capside by 
fascia (^lichele and others) or free 
tiudon graft passed through the justa- 


articular drill holes in the component 
bones of the joint or through the base of 
the first metacarpal bone. This is the 
prototype operation from which any 
modification may be derived. Bunnell 
drilled the base of the first metacarpal 
bone laterally and the greater multan¬ 
gular bone anteroposteriorly. The free 
tendon graft, a piece of the palmaris 
longus, was passed under the ridge of the 
greater multangular and the two bones 
lashed together. Operation overcame the 
dorsal dislocation. Eggers used the lateral 
half of the extensor carpi radialis longior 
tendon. Detached from its insertion, it 
was passed through drill holes in the base 
of the first metacarpal bone to correct dor¬ 
sal dislocation. The result ten months later 
was good. 

3. Tenodesis. Slocum threaded a piece 
of the tendon of the palmaris longus 
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Fig. 3.—Greater multangular bone resected to overcome the block to adduction. These roentgeno¬ 
grams were taken on 3Iay 21, 1954. Note the fixed volar position of the scaphoid. Hence the 
dorsally placed base of the first metacarpal bone does not articulate with the scaphoid, (Print 

reversed) 


through oblique drill holes in each bone of 
the joint. The holes met at the center of 
the joint. The principle is that of the 
Nicola operation. The patient returned to 
work as a cook in six weeks. The result 
was good as judged by a follow-up after 
eight months. Kestler used the extensor 
brevis pollicis, which, cut proximally to 
the joint, was passed through drill holes 
in each bone and then joined to itself after 
repair of the dorsal capsule. The patient 
returned to work in four weeks. The re¬ 
sult of operation was good. 

4. Transplantation of a tendon to pull 
in a direction opposite' the direction of 
luxation. Wahren passed the tendon of 
the extensor carpi radialis longior under 
the thenar muscles. It was attached to the 
base of the first metacarpal bone volarly 
to overcome the volar luxation. Kestler 


suggested the use of the abductor longus 
pollicis in dorsal luxation, the sectioned 
tendon being passed through a drill hole in 
the greater multangular bone and sutured 
to itself proximally. 

5. Ftision of the joint, 

6. Excision of the greater midtangular 
hone. 

The use of procedures 5 and 6 has not 
been recorded. 

Strain or habitual subluxation of the 
cai'pometacarpal joint is sometimes part 
of the syndrome of stenosing tendovagini¬ 
tis of the flexor carpi radialis tendon in 
the tunnel of the greater multangular 
bone. The following 2 cases (reported in 
the Bulletin of the Hospital for Joint 
Diseases) are summarized from the point 
of view of this study. 
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REPORT OF CASES 

Case 1.—A woman 27 years old had suf¬ 
fered pain in the right wrist and hand since 
Aug. 22, 1952, when a brick fell several feet 
from a work table and struck the dorsum of 
the wrist. The operation, pei'formed on Dec. 
12, released the sheath of the flexor carpi 
radialis tendon, stenotic in the tunnel. The 
thickened proximal midpart of the transverse 
carpal ligament was split. The first, second 
and third dorsal compartments of the wrist 
were examined. There was stenosis of the ab¬ 
ductor longus pollicis, and its sheath was split. 
The second dorsal compartment was normal, 
and the somewhat thickened sheath of the 
third dorsal compartment was split. The car¬ 
pometacarpal joint of the thumb contained an 
excess amount of fluid, but the curvature of 
the saddle surfaces was normal. 


The patient was working on Oct. 9, 1953, 
but she still had some pain. Aside from the 
right hemisensory syndrome of conversion 
hysteria, there were no abnormal observations. 
The right grip measured 30 pounds (13.6 Kg.) 
and the left 60 pounds (27.2 Kg.). The case 
was closed by the State Department of Labor 
on Oct. 29, 1953, with no schedule loss. Her 
condition was unchanged on April 19, 1954. 

Case 2.—The right thumb of a nurse 37 
years old was suddenly jerked back on Oct. 25, 
1951, by a patient whom she was helping into 
bed. The hand soon became weak, painful and 
numb. The tender carpometacarpal joint sub- 
luxuated volarly on extension of the thumb. 
When operation was done, on Oct. 29, 1952, 
the volar capsule of the joint was observed 
to be loose, redundant and a little thickened. 
When the capsule was opened, a little serous 
fluid escaped from the joint. The joint carti- 



Fipr. 4.—Prooperative roentgenograms taken on March 26, 1952. The anteroposterior view discloses 
widen.ing of the carpometacarpal joint space and a more volar position of the base of the first meta¬ 
carpal bone. The breaking of the distal and ulnar comer of the greater multangular bone is the 
sequel of repeated volar subluxation. The lateral view is not truly lateral. 
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Fig. 5.—Postoperative photographs taken on Aug. 18, 1952. The range of abduction and opposition 
of the right thumb is demonstrated. The hypertrophy of the right thenar muscles is seen best in the 

center picture. 


lage was normal, but there seemed to be a 
slight flattening of the convexity of the 
greater multangular bone. The joint was 
laced by the technic used in the fifth case. In 
addition, the proximal half of the thick trans¬ 
verse carpal ligament was resected and the 
thickened sheath of the first dorsal compart¬ 
ment split. 

On Dec. 16,1953, the patient still complained 
of some pain in the carpometacarpal joint of 
the thumb. She had worked in a doctor’s of¬ 
fice but had given up her job two weeks before 
because typing and the giving of injections 
were very painful. The tender joint was stable 
and the movements free. The right grip meas¬ 
ured 50 pounds (22.7 Kg.) and the left 70 
pounds (31.8 Kg.). 

She was working again as a doctor’s assist¬ 
ant when the case was closed on March 8, 
1954, by the New York State Department of 
Laboi*, with a schedule disability of 12.5 per 
cent loss of use of the thumb. 

Operative L'ltxation of the CarpomcU 
acarpal Joint .—This sequel of total capsu- 
lotomy of the carpometacarpal joint of 
the thumb has not been previously de¬ 
scribed. Capsulotomy allows opposition of 
the thumb whose carpometacarpal joint is 
fixed, especially of the paralytic thumb, 
held dorsifiexed by the intact abductor 
pollicis longus (and yet adducted rather 
than abducted), or of the thumb held in 
adduction contracture. The needed cap¬ 
sulotomy is usually partial rather than 
total, for it is the volar and ulnar part of 
the joint that needs release. 


Case 3.—Both hands of a Negro 33 years 
old were crushed in a machine on Dec. 12, 
1949. I s.aw him first on Oct. 14, 1952. Each 
thumb was held to the side of its index finger 
in severe adduction contracture, the contrac¬ 
ture of the left thumb being greater than that 
of the right because of scarring of the web 
and web muscles. The fingers of each hand 
showed the typical intrinsic contracture, for 
they were flexed at the metacarpophalangeal 
joints and extended at the interphalangcal 
joints. The release of the right thumb on 
April 27,1953, was satisfactory. The adductor 
muscles were stripped from the first meta¬ 
carpal bone and the skin web lengthened by 
Z plasty. The correction of the finger deformi¬ 
ties—in the index finger by open section of 
the collateral extensor tendons at the level of 
the proximal joint, and the manipulation of 
the other fingers—is not here pertinent. 

The release of the left thumb (Fig. 1) on 
March 8, 1954, was much more difficult. The 
thumb, held to the side of the index finger, 
was dorsifiexed and ulnarly rotated by pull of 
its three oblique muscles, the abductor pollfci.s 
longus, the extensor pollicis brevis and the 
extensor pollicis longus. Even after release of 
the greatly scarred adductor muscle mass from 
the first and second metacarpal bones and 
lengthening of the skin web by Z plasty, the 
thumb could not be fully abducted or opposed. 
This was achieved only by complete capsulot¬ 
omy of the carpometacarpal joint, but then the 
base of the first metacarpal bone was luxated 
dorsally. The luxation was favored by the 
tight tendon of the extensor pollicis longus. 
After apparent reduction, the wound was 
closed. A small full thickness graft covered a 
dorsal defect in the wound. The thumb wa.s 


49 




JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


JULY. 1955 


held in the functional position by plaster. 

Later roentgenograms revealed persistence 
of the luxation (Fig. 2), clinically verified when 
the plaster was removed about a week after 
operation. The thumb was held in abduction 
contracture, the block to adduction being the 
greater multangular bone. This bone was re¬ 
sected in foto (Fig. 3) on May 6, 1954, to allow 
full passive adduction. The cartilage of the 
saddle surface of the bone was fibrillized. 

The patient could abduct the thumb fully on 
May 21, 1954, but there was still some restric¬ 
tion to passive adduction due to tightness of 
the radial soft structures. Opposition was still 
incomplete. Probably the distal half of the 
scaphoid, or the whole bone, should have been 
excised at the last operation. 

(Case 3 has been reported from another 
aspect in the ^lay 1954 issue of the Journal of 
the Intcrnafio7ial College of Surgeojis.) 

The reason for the dorsal luxation after 


complete capsulotoniy of the thumb’s car¬ 
pometacarpal joint ivas the volar fixation, 
both of the greater multangular and scaph¬ 
oid bones in adduction. (As the normal 
thumb is abducted in the plane of the hand 
or opposed, both the greater multangular 
and scaphoid bones move wdth the first 
metacarpal bone. There is only relative 
fixation of the greater multangular bone ' 
in movement of the thumb.) 

Paralytic S^ihhixation of the Carpo¬ 
metacarpal Joint .—This joint may sub¬ 
luxate volarly when the intact 3 oblique 
muscles of the thumb pull it into dorsiflex- 
ion, given the loss of the thenar muscles. 

Case 4. (From the service of Dr. Henry 
Milch). — A boy had infantile paralysis in 
1931 when he was 2 years old, the dominant 



F'w. —r.oor.tpoRopram? taken on June 7. 1954. illustrating the end phase of frictional osteoarthritis 
V: tl-.o «rp.'n-.otacarp.al joint of the right thumb, the site of dominant handedness and use. The sad- 
I'.io sum.L'es have been ground flat. There is a joint body at the insertion of the abductor longus 
-At rest, there is a volar position of the metacarpal base; yet its dorsal subluxation took 
place on opposition. The beak of the greater multangular bone is prominent. 
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sequela of the illness being incomplete paraly¬ 
sis of the left upper extremity. In 1935 the 
left shoulder was fused. In 1937 the patient’s 
inability to oppose the thumb made capsulot- 
omy of its carpometacarpal joint necessary, 
preliminary to the Bunnell operation, which 
used the sublimis flexor of the ring finger as 
the transplant and the flexor carpi ulnaris as 
the motor. On March 18, 1948, the patient 
could oppose the thumb to the little finger, 
even though the thumb, held hyperextended by 
its three dorsal oblique muscles, showed for¬ 
ward subluxation of the base of the first meta¬ 
carpal bone, especially when he abducted the 
thumb. The wrist was ulnarly deviated about 
30 degrees by paralysis of the radial extensors. 

Operation on March 22, 1948, the need of 
which was much debated by the staff, aimed to 
correct the ulnar deviation of the wrist and 
the volar subluxation of the first metacarpal 
bone at the same time. A radial incision 4 
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inches (10 cm.) long extended from the lower 
part of the radius to the middle of the first 
metacarpal bone. Single drill holes were made, 
each through the styloid process of the radius, 
the greater multangular bone and the base of 
the first metacarpal bone. A heavy braided 
silk strand was passed through the drill holes 
in the styloid process and greater multangular 
bone, and the silk was tied tightly enough to 
overcome the ulnar deviation of the wrist. The 
silk was then carried through the drill holes 
in the greater multangular and first metacar¬ 
pal bones and tied snugly on the volar side of 
the carpometacarpal joint. After suture of the 
wound, the thumb was held in plaster in the 
functional position. 

The follow-up of this patient was inade¬ 
quate, and it has not been possible to find him 
for check-up examination. My final clinic note 
of May 18, 1948, stated that the forward luxa¬ 
tion of the carpometacarpal joint had been 



Fie 7 _Postoperative anteroposterior and lateral roentgenograms taken on July 1, 1954. The greater 

multangular bone has been excised, and the flat base of the first metacarpal bone articulates with 

the scaphoid. 
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Fig. S.—Photograph of the excised greater 
multangular. 


well corrected. There was some recurrence of 
the adduction deformity of the wrist, pre- 
operatively postulated. He could oppose the 
thumb to the radial side of the little finger. 

Occupational S^(bhtxation of the Car¬ 
pometacarpal Joint of the Tlnmh .—Two 
cases are given, one illustrating the early 
stage of the consequential frictional osteo¬ 
arthritis, the other the late stage. 

Case 5.—A right-handed jeweler 33 years 
old was seen on JIarch 26, 1952. In filing gold 
or platinum, he gripped the handle of the file 
firmly between the opposed right thumb and 
the straight index finger. He had done this 
five hours a day for six years. He had felt 
pain at the base of his right thumb in the past 
five or six months, especially when he opposed 
it. The carpometacarpal joint sometimes 
clicked. The hand felt weak, especially in the 
pinch of the thumb and index finger. He 
worked in constant discomfort. 

The thenar muscles of the right hand were 
large and powerful, far greater in bulk than 
I liave ever seen them. On extension of the 
tliiimb the carpometacarpal joint grated and 
.<ubluxated volarly. returning to place on op- 
I'osition ( Fig. I"). This sublu.xation took place 
only in sinniltaneous hypere.xtension of the 
metacarpophalange.al joint (10 to 20 degrees) 
when the metacarpal head subluxated volarly. 
Tlie patient had noted this latter subluxation 
since cliildhood. Upon restraint of hyperex¬ 
tension of the metacarpophalangeal joint, the 
carpometacarpal joint could not be subluxated. 
The thenar muscles tightened as he made this 
"crooked" movement of the thumb. The ex¬ 
tensor pollicis longus rode ulnarly in the com- 
bir.eu subluxation and lost its normal promi¬ 


nence in the medial border of the snuffbox. 
The tendon rode radially on opposition. The 
left hand, with which he held gold rings, 
shoAved a lesser hj^perti’ophy of the thenar 
muscles and comparable but slight subluxation 
in the carpometacarpal and metacai'pophalan- 
geal joints. 

The persistence of pain and weakness de¬ 
spite rest, heat, massage and whirlpool baths 
and the intermittent use of a leather gauntlet 
made operation necessary on June 20, 1952. 
The incision began at the metacarpophalan¬ 
geal joint and ran along the radial and volar 
border of the first metacarpal bone to the 
wrist, w'here it curved ulnarly into the crease 
of the wrist. The thenar muscles were strip¬ 
ped from the metacarpal bone and the loose 
volar capsule of the carpometacarpal joint ex¬ 
posed. Through oblique drill channels in each 
component bone of the joint there ivas threaded 
a piece of the palmaris longus tendon about 
214 inches (5.7 cm.) long. The tendon ends 
were sutured volarly to the capsule and to 
each other with black silk under tension as 
the thumb was held somewhat opposed. The 
thumb was immobilized in plaster in this po¬ 
sition for sixteen days. 

When the plaster was removed, on July 7, 
the wounds were healed and the carpometa- 



Fig. 9.—Drawing of the saddle surface of the 
greater multangular bone. The saddle point, in¬ 
dicated by the hea%T dot, is the center of rotation. 
.A,n arc of an incomplete circle can be drawn on 
this hyperbolic surface. This represents the 
ergode path of least effort, which a corresponding 
point on the base of the first metacarpal bone 
traces on the greater multangular bone. 
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carpal joint stable. On November 12 the pa¬ 
tient could oppose and abduct the thumb fully 
(Fig. 5), but the tightness of the joint made 
full opposition a little difficult. The joint 
creaked a little when he tightened the thenar 
muscles. At first he lost the ability to hyper- 
extend the metacarpophalangeal joint of the 
thumb, but later this was again evident to a 
lesser degree in the movement of abduction- 
extension. 

The man stated that he could not work be¬ 


cause of continuing pain in the operatively 
treated joint and weakness of the thumb. In 
addition to periods of physical therapy, the 
carpometacarpal joint of the thumb was in¬ 
jected with procaine and the thumb manipu¬ 
lated through a full range of motion on March 
12, 1953. On April 8, 1953, when the patient 
was last seen, passive abduction and opposi¬ 
tion of the thumb were complete, but active 
opposition was slightly restricted. The some¬ 
what tender joint grated on motion. There 



Abb. 2. 




Abb. 2. Das Ubllche Schema elnes Sattelirclcnkes. 

Abb, 3, Kegelfireleok (Schwcnkgelcnk). 

Abb. 4. Modlflxlertes Kegclgelenk (Haifte clnes elnschallBon Rotatlonshyuerbololdcs). 

Abb. 5. ElnBchallges RotatlonehyperboJoId (halb), la das Carpo-Motacarpalgclcnk I 
elDgezelcbaet. 

Fig. 10 .—Reproduction of Bausenhardt’s Figure 5. His legend is as follows: "Rotation hyperboloid 
of one sheet (half) drawn on the first carpometacarpal joint." The trumpet-shaped figure on,which 
the first metacarpal bone rides is a surface of negative curvature called a pseudosphere. T ath 
traced in space by the thumb is part of a sphere, according to this drawing. 
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Tr£= still fibo’Jt 10 to 15 degree? of hyperes- 
ter^icr of the metacarpophalangeal joint 

Fig. 6 

Case 6.—A right-handed man 70 years old 
consulted me on -June 7. 1954. for numbness 
of the thumb, inde.n and middle nngers of the 
right hand and sharp pain in the hand, exacer¬ 
bated no’fvumaily and radiating proximally to 
the shoulder. He tvorlied as a buner of tables, 
•"orl: v.-'nich he had done ten hours a day for 
or more years. The circular electric brush 
he used in bad: and forth movement vras about 
l-j to 2 feet 4.5 to 5 cm.' in diameter. His 
right forearm turned suddenh' into supination 
and the dorsum of the hand struck a table top 
as he held the brush some time in September 
1953. Ke sought no medical care until Christ- 
ntr.s of that year, vrhen he stopped 'vvorking 
and -.vas unrelieved by the heat lamp treat- 
m.ents given him by his physician up to March 
15. 1954. 

The ridged base of the first metacarpal bone 
subluxated dorsally in opposition, a movement 
ailoved to the radial side of the little nnger 
b:;: -.vith incomplete rotation of the thumb. 
The very tender carpomietacarpal joint reduced 
itself v.'ith a painful grating and grinding in 
ab d::ctior.-e.mension of the thumb. The spread 
<■: the right thumb -vas an inch i2.5 cm.) less 
than the spread of the left thumb. The nor- 
m.al carpometacarpal joint of the left thumb 
ai;ov.-ed opposition to the ulnar side of the 
little linger. ■ The common osteoarthritis of 
the carpometacarpal joint of the thumb, domi¬ 
nantly obsemced in v,-om.en in the postmeno¬ 
pausal years, is usually bilateral and often 
greater on the side of handedness, an illness 
giving nxation of the joint rather than sub- 
lu.vation. ■ 

The volar carpal ligament •>vas exquisitely 
t-.-nder. There ’.vas some atrophy of the oppo- 
r.ens m.uscle and numibness of the thumb, in¬ 
dex and muddle fingers. Sharp tenderness was 
likev.'ise noted over the flexor carpi radialis 
tendon '.’.-here it enters the tunnel of the 
gre.ater m.-ultangular bone. Motions of the 
'.vri't ’.vere restricted in volar flexion and in 
cti'.n. There '.vas also nonstenosing tendo¬ 
vaginitis of -.he first, second, third and fifth 
domal com.partm.ents of the wrist and of the 
rlen. r p.iiic:? longus a: the site usual for 
<tcn'=;s. The right grip measured 34 pounds 
I-"..4 Kg. and the left 63 pounds <19.5 Kg'. 
The sum.m.ation of examination indicated 
that hv suiTering from, the ermarome of 
th-- :lv.'':-r carp; radialis, with dominant dis- 
ility t... :h in the carpcm.etacaip.al joint of 


the thumb and in the carpal tunnel. 

Roentgenograms (Fig. 6) disclosed severe 
osteoarthritis of the carpometacarpal joint of 
the thumb. The articular surfaces of each 
bone, ground down by his work, were flattened. 

The operation, performed on .June 17, con¬ 
firmed the physical observations. The sheath 
of the flexor carpi radialis, stenotic and 
scarred, where it entered the tunnel of the 
greater multangular bone, was split. The 
somewhat thickened, inelastic volar carpal 
ligament was split to expose the underlying 
compressed median nerve. By the operation’s 
end the nei’ve was full again. The greater 
multangular bone was excised, a diflicult pro¬ 
cedure by reason of the fixation of the bone. 
The volar capsular ligament was greatly 
thickened, and a fiat, oval, pea-sized joint body 
was obsei-ved in this part of the joint. Osteo- 
arthritic ridging had converted the saddle 
surface of the bone into a flattened biconcave 
structure. The joint cartilage about the saddle 
point was brownish and of good texture. 

After the operation (Figs. 7 and 8) there 
was moderate swelling of the hand, which 
subsided gradually under elastic bandage sup¬ 
port. elevation of the hand and two stellate 
ganglion blocks. On Feb. 21, 1955, the patient 
was able to oppose the thumb to the radial 
side of the little finger, though with a little 
loss of its rotation. He made a good fist. The 
right grip measured 44 pounds (20 Kg.) and 
the left 64 pounds (29 Kg.). The hand was 
held in slight ulnar deviation. The only tend¬ 
er spot overlay Lister’s tubercle. The thumb 
and index finger were less numb. 

This is a terminal example of occupa¬ 
tional subluxation of the carpometacarpal 
joint of the thumb, the rubbing of the 
articular surfaces reducing the saddle 
surfaces, more or less, to matching osteo- 
ai’thritic planes. The trauma made sj’mp- 
tomatic the antecedent occupational osteo¬ 
arthritis of the carpometacarpal joint of 
the thumb. The sudden dorsiflexion of the 
■uTist in supination of the forearm 
stretched the median nerve over the sharp 
proximal edge of the thickened, inelastic 
transverse cai’pal ligament. 

COMirEXT 

The Force Mechanisms and the Three 
Classes of Snbluxation and Luxation .—In 
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Fig-. 11.—Photographs of each excised greater multangular. The right bone is to the reader’s right 
and the left to his left. A normal left greater multangular emphasizes the changes in each osteo- 
arthritic companion bone. The great circumferential ridge of bone encroached upon the saddle sur¬ 
face, making it small and biconcave. There is intej^ity of the saddle point and the small area 

about it. 


opposition, the base of the first metacarpal 
bone moves dorsally; in abduction-exten¬ 
sion its base moves volarly. Subluxation 
or luxation follows the physiologic path. 
In the first class, a sudden forced move¬ 
ment in ahduction-extension of the thumb 
results in volar subluxation or luxation, 
easiest when the thenar muscles are pal¬ 
sied. Conversely, a movement in opposi¬ 
tion, sustained, repeated, or sudden as by 
a blow with the clenched fist, causes dorsal 
subluxation or luxation. The bony block 
to volar subluxation is the distal and ulnar 
beak of the greater multangular bone. 
The bony block to dorsal dislocation is the 
volar hook of the base of the first meta¬ 
carpal bone. 

There is a more complex second class of 
subluxation or luxation in which the first 
metacarpal bone is thrust forward or 
backward as a whole. No example of the 
latter has been seen, but it is a situation 
theoretically possible in the intrinsic de¬ 
formity of the thumb in which the first 
metacarpal bone is abducted, the metacar¬ 
pophalangeal joint flexed and the inter- 
phalangeal joint extended. Dorsal sublux¬ 
ation of the metacarpal head consequent 
on the intrinsic position of the thumb has 
to be associated with dorsal subluxation 
of the metacarpal base by abductor pull. 


Case 5 is an example of the volar thrust 
of the whole first metacarpal bone. The 
great hypertrophy of the thenar muscles 
was occupationally induced by the repeated 
and sustained steadying movements the 
patient used in his work. The first meta¬ 
carpal bone was pulled volarly as a whole 
by the thenar muscles, for the simulta¬ 
neous habitual volar subluxation of the 
carpometacarpal and metacarpophalangeal 
joints equaled the forward thrust of this 
bone. First, there was volar subluxation 
of the metacarpal head by the hj’perexten- 
sion facility of the thumb he had learned 
in childhood. Then came the thenar mus¬ 
cle hypertrophy which in the steadying 
position pulled the whole first metacarpal 
bone volarly. Finally, laxity of the thin 
and loose volar capsule of the carpometa¬ 
carpal joint allowed forward subliixation 
of the first metacarpal bone only in simul¬ 
taneous subluxation of the metacarpopha¬ 
langeal joint. Isolated volar siibluxation 
of the metacarpal head can only negate 
volar subluxation of the metacarpal base, 
for forward movement of the head de¬ 
mands backward movement of the base, 
and conversely. The movement of opposi¬ 
tion reduced the volar subluxntion of the 
metacarpal base since the base moved dor- 
sally and the head volarly. The tight lac- 
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ing of the carpometecarpal joint at first 
overcame the subluxation of the metacar¬ 
pophalangeal joint, since the two joints 
are paired (the second rule of paired joint 
motion). Yet recurrence of luxation of 
the metacarpal head could not cause re¬ 
currence of the volar subluxation of the 
operatively restrained metacarpal base. 

The third class of subluxation or luxa¬ 
tion is operatively created. In Case 3 the 
mandatory route for luxation was dorsal, 
the block of the greater multangular bone, 
volarly fi.xed and adducted, precluding 
volar luxation. 

The Shape of the Greater j\hdtangular 
Bone and How the First Metacarpal Bone 
Moves on It. — The result of the tendon 


lacing of the carpometacarpal joint of the 
thumb in Case 5 indicated that either the 
operation was technically improper or 
that, if the operation were proper, there 
was some abnormality of fit within the 
joint itself that created pain. 

It is necessaiy, then, to know something 
of the mechanics of this saddle joint. The 
articular surface of the greater multangu¬ 
lar bone is convex from front to back and 
concave from side to side. Reciprocallj^ 
the rider of the saddle, the first metacarpal 
bone, has its articular surface convex from 
side to side and concave from front to 
back. (Fig. 9). 

Abduction and adduction take place on 
the concavity of the greater multangular 



Fi^. 1-.—.4. :.!-.:eropo<terior roentsreno^ram of a normal right thumb shows the concavoconvex pro- 
x’.v > ; The- s.'iii.i'v joint. Comp.are the corre.=ponding roentgenogram of the skeletal parts of the joint, 
i: -. d’jtal uly.ay tf.ak of the greater multangular bone is the bony block to volar subluxation or 
iux-'.t-cn ct t:,c- f.r.'t rtetacarpal i'or.e. B, lateral roentgenogram, revealing the convexoconcave profile 
cf the joint both in the .4;eletal specimen and in a living right thumb. 
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bone. The lesser radius of curvature ^the 
reciprocal of the radius) of the articular 
convexity of the first metacarpal bone 
(12.5 mm.) assures joint contact with the 
concave surface of the greater multangu¬ 
lar bone (radius of curvature, 18 mm.) 
without deformation of joint cartilage or 
opening of the joint space. Conversely, 
the rotary movement of opposition, whose 
magnitude is 30 degrees, is favored by the 
smaller radius of curvature of the convex¬ 
ity of the greater multangular bone (8 
mm. as compared with 12.5 mm. for the 
metacarpal). The ulnar part of the con¬ 
vexity of the greater multangular bone is 
more curved than the radial part or the 
relatively wide and flattened volar part. 
“The rolling motion is especially important 
in the beginning of opposition. On further 
volar flexion, there then appears during 
abduction the plane surface type of joint 
closure in the volar radial quadrant in a 
moon-shaped field. Now the motion be¬ 
comes a fairly pure gliding motion” (Bau- 
senhardt). The differences in the radii of 
curvature are not too pronounced, and 
there is more terminal planar movement 
in opposition. The rotation itself prevents 
the volar beak of the metacarpal bone from 
striking the beak of the greater multangu¬ 
lar bone. (Corollary to this is the roent¬ 
genologic observation of lipping of the 
beak of the greater multangular bone in 
osteoarthritis and in volar sublu.xation, 
indicative of incomplete rotation of the 
thumb in opposition. Bausenhardt states 
that the shape of the joint surface approx¬ 
imates a hyperboloid of one sheet.) 

The non-Euclidean geometric events 
that take place on the saddle surface have 
been well described by MacConaill. I have 
summarized and interpreted his observa¬ 
tions, adding some comments of my own. 
A saddle or hyperbolic surface is like a 
mountain pass. The highest point of the 
pass to the climber is the saddle point, for 
before and behind him the terrain falls. 
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And yet it is the lowest point of the pass 
as he looks to each side where the land 
rises. It is a surface of negative curva¬ 
ture, for sections by two mutually perpen¬ 
dicular planes leave traces that are conve.x 
in one plane and concave in the other. 
Comparable sections of an ovoid surface, 
a surface of positive curvature, leave con¬ 
vex (or concave) traces in each plane. The 
events of Euclidean geometry take place 
in a plane, a surface of zero curvature. 
The traces are the straight lines as we 
ordinarily understand them. 

Rotary movement, such as opposition, is 
conveniently studied by the analysis of 
diadochal or successive movement and by 
analysis of the intraarticular displace¬ 
ment of one bone on the other which al¬ 
lows rotation (the rolling and sliding 
movement of Bausenhardt). 

In diadochal movement the limb is 
moved in a succession of three steps, rota¬ 
tion of 90 degrees occurring in the second 
step, which takes place in the horizontal 
plane. The rotation is maintained as the 
limb is brought back to its starting point 
or near it. Diadochal movement of the 
shoulder illustrates this conjunct rotation, 
conjunct because it is conjoined to the 
movement in succession. The straight arm, 
hanging naturally, is brought forward to 
90 degrees. No rotation takes place, and 
the palm of the hand faces the side of the 
body. From this position the arm is moved 
laterally 90 degrees in the horizontal plane. 
It is then that rotation takes place and the 
palm faces forward. When the arm is 
brought to the side in the third step, the 
conjunct external rotation is kept. The 
same thing holds true for the thumb. With 
the arm at the side of the body, the thumb 
lies in the sagittal plane. From the side of 
the index finger, it is abducted in the 
sagittal plane. Brought forward in the 
horizontal plane, it undergoes rotation of 
90 degrees. This rotation is shown by the 
change in direction of a line perpendicular 
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Fifi. 1;L—Anteroposterior and near lateral roentgenogi'ams taken on Sept. 24, 1952. The drill holes 
in each hone are seen best in the lateral view. The convexity of the articular surface of the greater 
multangular is a little flattened in the lateral view. There is narroi\-ing of the joint space in the 

anteroposterior view. 


to the nail plane. The rotation is un¬ 
changed tvhen the thumb is carried near 
to the .-^ide of the index finger. 

The moving thumb. oppo.sed to the little 
linger, or tibducted from it. describes a 
geometric figure in space which, in my 
opinion, i.^ half of a cone. Bausenhardt 
lirew th.e figure in space made by the roll¬ 
ing and sliding of the metacarpal bone on 
th.e greater multangular bone as part of a 
sp’iere (Fig. 10). 


The conjunct rotation of a limb or part 
of a limb (rotation of a straight rod) that 
follows on successive movements is pos¬ 
sible in any joint, or even a stable neo¬ 
arthrosis that has universal motion or 
quasi-universal motion, as in the carpo¬ 
metacarpal joint of the thumb. (A stable 
neoarthrosis maintains the pattern of 
movement characteristic of the quondam 
joint if the muscles powering the joint are 
intact.) Diadochal rotation, then, is not 
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fully informative of the nature of the 
joint, whether sellar or ovoid. Restraint 
to diadochal rotation of the straight rod 
means torsion, the point of twist being the 
point which is the center of motion of the 
joint. Diadochal movement demands con¬ 
scious effort and is in use replaced by the 
unconscious easy movement of loxodromic 
circumduction, a one-step or monodal 
movement. 

On the surface of a sphere a loxodrome 
is the path that cuts its meridians, the 
straight line of a sphere, at a constant an¬ 
gle. This is the rhumb line, or course of 
constant bearing of the sailor. On a plane 
the loxodrome is a logarithmic or equian¬ 
gular spiral. Radii from its pole intersect 
the curve at a constant angle. In either 
case, the loxodrome is a circle when the 
angle is 90 degrees. 

Since neither diadochal nor loxodromic 
movements tell anything of the intrinsic 
nature of the joint except that it allows 
universal or quasi-universal rotation, anal¬ 
ysis of intraarticular displacement is 
needed. The path of a point on the moving 
bone in the close-packed or synarthrodial 
position of the joint (the deformability of 
articular cartilage and constant articular 
congruence being denied) is traced on the 
surface of the fixed bone of the joint. No 
joint surface is flat, and in general it is 
either ovoid or sellar. Articular surfaces 
are not surfaces of revolution, those geo¬ 
metric figures of analytic geometry formed 
by the rotation of a plane curve about a 
principal coordinate axis (Walmsley’s 
law). The displacement of a point on the 
articular surface of the first metacarpal 
bone as it moves on the surface of the 
greater multangular bone showed that it 
took place along the loxodromic arc rather 
than along the geodesic chord or shortest 
distance between two points. The center 
of the circle of which the arc is a part is 
the saddle point or near it. (Bausenhardt 
does not believe in a uniform center of mo¬ 
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tion, because of the differences of the radii 
of curvature of the curved joint surfaces.) 
The moving point underwent a rotation 
whose sense or direction was opposite to 
the rotary movement of the thumb as a 
whole. This monodal conjunct rotation 
was always more efficient on a sellar sur¬ 
face than on an ovoid surface, for the cur¬ 
vature of comparable arcs of equal length 
is greater on a sellar surface than on an 
ovoid surface. The energy expended in 
traveling this path is less for a sellar sur¬ 
face and the conjunct rotation greater. 
The habitual effort movement of opposi¬ 
tion followed lines of equal anatomic cur¬ 
vature (isocurs). Isocurs represent paths 
of minimal shear and hence of minimal 
work (ergodes). 

MacConaill stated that the detail of sur¬ 
gical repair takes significance from shape. 
Successful arthroplasty of the carpometa¬ 
carpal joint is not negated by lack of an 
operatively created hyperbolic surface, 
since conjunct rotation is still achieved. 
Opposition will be easier if the saddle sur¬ 
face is reconstructed. The not uncommon 
failure of capsulotomy of the carpometa¬ 
carpal joint of the thumb to allow easy 
opposition is due to the fact that the dor- 
soulnar part of the joint is opened as a 
hinge. (The naturally short ulnar liga¬ 
ment of the joint acts as a hinge.) tVhen 
the thumb is opposed, the metacarpal bone 
cannot turn as it should about the saddle 
point of the greater multangular bone as 
the center of motion. The hinging of the 
joint was strikingly demonstrated opera¬ 
tively on June 11, 1954 when, after an 
adductor release of the thumb, the tight 
volar and ulnar part of the capsule of the 
carpometacarpal joint was cut. The dorsal 
joint space opened as much as % inch 
(0.9 cm.) as the thumb was brought into 
the functional position, the movement be¬ 
ing more angulation of the moving meta¬ 
carpal bone on its saddle rather than rota¬ 
tion. 
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I\Iy opinion was that the loss of the 
saddle sui'face of the thumb took place in 
the habitual luxation in Case 5. One of 
three forms is possible. Form A; The sad¬ 
dle surface of the base of the first meta¬ 
carpal bone was made biconcave or flat. 
Form B: The same thing happened to the 
surface of the greater multangular bone. 
Form C: Both surfaces have become bi¬ 
concave or flat. The second event seemed 
more likely, since the greater multangular 
bone is the relatively fixed bone of the 
joint. 

Form B is nicely shown in Figure 11. The 
greater multangular bone of each thumb 
of a woman 61 years old Avas e.xcised on 
-Tan. 20. 1954. She had severe pain in each 
osteoarthritic carpometacarpal joint. Op- 
iliosition of each thumb was full, but there 
was incomplete rotation of the left thumb. 
The osteoarthritic ridges made the surface 
of the greater multangular bone bicon¬ 
cave. Encroaching upon the joint surface, 
the circumferential ridging left intact only 
a small area about the saddle point. The 
significant observation Avas the integrity 
of the saddle point, indicating that this 
lioint does not lie on the path of an ergode 
but is rather tne center of motion. 

^lotion of each thumb Avas quickly re¬ 
stored. and the thumbs regained almost 
full and easy diadochal and loxodromic ro¬ 
tation in opposition despite the neoarthi-o- 
sis (April 1954). 

The statements as to change of shape 
may be verified either by direct inspection 
(if the joint at operation or by roentgeno- 
grajihic examination. The postulates AA-ere 
developed part hoc in Case 5 and before 
ti'.e j)alient in Case 6 Avas seen, so that here 
only the roentgen method can be used. The 
anteroposterior view of the saddle joint is 
take’i in the position of Robert (Lasserre 
;.:ui others). Holly tilts the hand 37 de- 
grevs to achieve an anteroposterior A'leAw 
Ti’.e lateral vie'.v is taken Avith the later- 
a!iy a’o.incted thumb on the film, the ele- 


A'ated fingers resting on a support and the 
forearm pronated. A lateral vieAV of the 
thumb abducted forAvard results in ap¬ 
parent dislocation of the metacarpal bone. 
The joint contours are concaAmconA^ex in 
the anteroposterior AueAV and convexocon- 
cave in the lateral vieAv. The interpreta¬ 
tion of AueAvs not truly anteroposterior or 
lateral is tricky and deceiving (Figs. 8a 
and 8b). 

The roentgenograms of each saddle 
joint of the patient in Case 5 revealed flat¬ 
tening of the conA^exity of the greater 
multangular bone in the lateral vieAV (Fig. 
13). The final cause of persistent pain in 
Case 5 lay in the acquired loss of the sad¬ 
dle surface of the greater multangular 
bone through occupational friction (fric¬ 
tional arthritis in a joint Avhose ergode 
parts Avere abnormal). The end phase of 
illness is given in Case 6, in AA'hich both 
saddle surfaces have been rubbed flat. 

SUMMARY 

The forms of the subluxation or luxa¬ 
tion of the carpometacarpal joint of the 
thumb, both of AAdiich are uncommon, are 
traumatic, paralytic, operative or occupa¬ 
tional. 

Study of the force causing subluxation 
or luxation indicates three classes of force. 
The first folloAvs the physiologic path of 
the movement of the first metacarpal bone 
in opposition or abduction. The second is 
consequent on the volar or dorsal thrust 
of the metacarpal bone as a AA'hole. The 
third depends on operative release of the 
carpometacarpal joint of the thumb by to¬ 
tal capsulotomy. Types of operation are 
mentioned, of AA'hich the most significant 
is the lacing of the joint. When this method 
fails, mechanical and roentgenographic 
analysis indicates change in the shape of 
the greater multangular bone, so that the 
saddle point of the rider bone is not con¬ 
gruent Avith the saddle point of the saddle 
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bone. Frictional arthritis is thus the dom¬ 
inant sequel of occupational subluxation, 
for the saddle point is the center of rota¬ 
tion of the carpometacarpal joint of the 
thumb. In this event, or in the presence 
of volar fixation in adduction of the great¬ 
er multangular bone in fixed adduction 
contracture of the thumb, excision of the 
greater multangular bone is advised rather 
than fusion of the joint. 

ZUSAMMENFASSUNG 

Subluxationen oder Luxationen des 
Karpometakarpalgelenhs sind nicht haeu- 
fig und beruhen entweder auf Trauma, 
Laehmung, chirurgischem Eingriff Oder 
Berufsschaedigung. 

Eine Untersuchung des zur Subluxation 
Oder Luxation fuehrenden Mechanismus 
ergibt, dass drei Arten von Krafteimvir- 
kung eine Rolle spielen. Die erste Kraf- 
teinwirkung verfolgt den physiologischen 
Weg der Berwegung des ersten Metakar- 
pus in Opposition oder Abduktion. Die 
zweite ist das Resultat einer volaren oder 
dorsalen Stosswirkung auf den Metakar- 
pus im ganzen. Die dritte ist eine Folge 
chirurgischer Freilegung des Karporaeta- 
karpalgelenks des Daumens bei totaler 
Kapseleroeffnung. Es werden Methoden 
der operativen Behandlung angefuehrt, 
deren wichtigste die Festschnuerung des 
Gelenks ist. Beim Versagen dieses Ver- 
fahrens ergibt die klinische und roentge- 
nologische Untersuchung eine Veraen- 
derung der Form des Multangulum maju.s 
in der art, dass die Sattelpunkte der bei- 
den aufeinander reitenden Knochen nicht 
kongruent sind. Daher ist die Reibungs- 
arthritis die wesentliche Folgeerscheinung 
der durch Berufsschaedigung zustande- 
kommenden Suzluxation, well ja der Sat- 
telpunkt das Zentrum der Rotation des 
Karpometakarpalgelenks des Daumens bil- 
det. In diesem Fall, oder auch wenn das 
Multangulum majus-bei fixierter Adduk- 
tionskontraktur des Daumens—in Adduk- 
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tion volar fixiert ist, ist die Entfernung 
des Multangulum majus einer Fusion des 
Gelenks vorzuziehen. 

SUMARIO 

As formas de subluxagao ou luxagao da 
articula?ao carpometacarpica do polegar, 
ambas raras, sao traumatica, paralitica, 
operatoria ou profissional. 

0 estudo da forga que provoca a luxagao 
ou a subluxa^ao indica tres classes de 
forja. A primeira segue a via fisioldgica 
do movimento do primeiro osso metacar- 
piano em oposigao ou abdugao. A segunda 
e coiisequente a impulsao palmar ou dorsal 
do osso metacarpiano como um todo. A 
terceira depende da libertagao pdsopera- 
tdria da articulagao carpo-metacarpica do 
polegar pela capsulotomia total. Sao men- 
cionados os tipos de operagao, das quais a 
de maior significagao & a de entrelagamen- 
to do articulagao. Quando este metodo 
falha a andlise mecanica e radiografica 
indica alteragao na forma do osso trapdzio, 
de maneira que a sela do metacarpiano nao 
coincide com a sela do trapezio. A artrite 
funcional torna-se entao a sequela domi- 
nante da subluxagao profissional pois a 
sela e o centre de rotagao da articulagao 
carpo-metacarpica do polegar. Neste caso 
ou na presenga de fixagao palmar em adu- 
cao do polegar, e mais aconselhada a extir- 
pagao do trapezio do que a fusao da arti¬ 
culagao. 

EESUHEN 

Las formas de subliixacion o luxacidn de 
la articulacion carpometacarpal del pul- 
gar, que son comunes, son traiimaticas, 
operatorias u ocupacionales. 

El estudio de la fuerza productora de la 
subluxacion o luxacion indica tres formas. 
La primera sigue el camino fisioldgico del 
movimiento del primer hueso metacarpal 
en oposicion o abduccion. El segundo cs 
por consiguiente sobre la parte palmar o 
dorsal del hueso metacarpal como un todo. 
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El tercero depends de la liberacion opera- 
toria carpometacarpal del pulgar por cap- 
sulotomia total. Se mencionan tipos de 
operacion, siendo el mas significativo el de 
enlazamiento de la articulacion. Cuando 
falla el analisis mecanico y roentgenogra- 
fico indica cambios en la forma del hueso 
grande. Una artritis por friccion es la 
secuela dominants de la subluxacion ocu- 
pacional. Cuando esto sucede o en pres- 
sencia de fijacion palmar en adduccion del 
hueso grande en contractura aductora del 
pulgar, se aconseja la excision del hueso 
grande mas que la fusion articular. 

RIASSUNTO 

Le lussazioni e sublussazioni dell’arti- 
colazione carpo-metncarpica del pollice, 
<.mbedue I'are, sono d’origine traumatica, 
paralitica, operatoria e professionals. Le 
sollicitazioni che producono una lussazione 
0 una sub-lussazione risultano apparte- 
nenti a tre classi. La prima segue la dire- 
zione fisiologica del movimento del primo 
metacarpale in opposizione o in abduzione. 
La seconda consegue a traumi portati sulla 
faccia volare o dorsals del metacarpale. 
La terza e in relazione ad una discontinua- 
zione chirurgica dell’articolazione carpo- 
metacarpale dipendente da una capsuloto- 
mia. Yengono indicati i principali metodi 
di cura chirurgica. le ragioni che ne cau- 
sano I’insuccesso ed i relativi consigli tera- 
peutici. 

RESUME 

La luxation et la subluxation de I’articu- 
lation carpo-metacarpienne du pouce, tou- 
tes deux rares. sont d’origine traumatique, 
paralytique. operatoire et professionnelle. 

Elies sont provoquees par trois catego¬ 
ries de force: La premiere suit le trajet 
physiologique due mouvement du premier 
metacarpien en opposition ou en abduc¬ 
tion : la deuxieme est due it la poussee pal- 
maire ou dorsale du metacarpien dans son 
ensemble: la troisieme. de la liberation 


operatoire de Tarticulation carpo-metacar¬ 
pienne du pouce par capsulotomie totale. 
Diverses techniques operatoires sont men- 
tionnees, parmi lesquelles la plus impor- 
tante est le “lacing” de I’articulation. 
Lorsque cette methods echoue, les exam- 
ens mecaniques et radiologiques indiquent 
une modification de la configuration du 
gi'and os (comme Tos des muscles adduc- 
teurs observe chez les cavaliers). L’arth- 
rite par friction est done la sequelle domi¬ 
nants de la subluxation professionnelle, 
car le centre de rotation est dans I’articu¬ 
lation carpo-metacarpienne du pouce. 
Dans cette eventualite, ou en presence 
d’une fixation palmaire en adduction du 
grand os en position de contracture (ad¬ 
duction) du pouce, il est conseille de re- 
courir de preference a I’excision du grand 
os, plutot qu’a I’ankylose de I’articulation. 
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Of qualities of the heart that a surgeon must possess the first is humility. The 
great surgeon is humble by nature, because the things he has done count for him 
as very little in comparison with the great mass of the things that yet remain to be 
done. He is slow to criticise others, yet tolerant of those wlio criticise him. He has 
an instinctive love of liis fellow men, a sympathy that considers each case as a 
personal problem requiring individual treatment, a liuman understanding that can 
interpret the patient’s halting story in terms of the sorrows, hopes, and fears that 
the words conceal. Because of his humility and human kindness he is approachable 
to his juniors. He must have courage to undertake the desperate risk and, having 
failed, to study why he failed and undertake it again. He must be prepared to face 
unpopularity and even failure in the pursuit of what he believes to be rigid, to meet 
ceitsure and ignore it if he knows it to be unfounded. 



Hypospadias: 

Its Anatomic and Therapeutic Considerations 

DONALD K. SMITH, M.D., F.A.C.S. 

SAN FRANCISCO, CALIFORNIA 


T he successful repair of the hypo- 
spadiac penis is now a commonplace 
procedure that utilizes simple tech¬ 
nics. It is no longer the exclusive con¬ 
cern of the specialist. The problem of re¬ 
pair can be divided into two parts: (1) 
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the proper correction of the chordee and 
(2) the method of performing urethro¬ 
plasty. The former depends upon under¬ 
standing of the anatomic character of the 
hypospadiac penis. 

Anatomic Nature of the Hypospadiac 
Penis .—The literature on the repair of 
hypospadias reflects misunderstanding 
about the true anatomic aspects of this 
abnormality. Almost every author stresses 
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pifr_ 1._Anatomic aspects of the hypospadiac penis: A, shaft laid bare, chordee reduced; nojTnal 

corpus spongiosum occupying midline; B, cross section of proximal shaft showing corpora cavernosa 
:ind corpus snongiosum with urethra external to it; the urethra is attached to the spongiosum by 
two fibrous bands; fibrous connective tissue occupies crevices where the corpora meet; C, cross sec¬ 
tion distal to hypospadiac orifice. The corpus spongiosum is present and not fibrosed; D, spongiosum 
absent at times"' a light band of connective tissue lies between the two corpora cavernosa. (From 
’ Smith, Journal of Urology, 1948.) 
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Fig. 2.—First stage (Blair). Typical deformity 
showing ehordee, abnormally placed meatus, and 
hooded dorsal foreshin. Dotted lines indicate incis¬ 
ion. (From Smith and Blackfield, Surgery, 1952.) 



contradistinction to the skin just distal to the 
abnormal orifice. Note that all flaps are handled 
by small double hooks. The use of small scissors 
for this dissection is suggested. (From Smith 
and Blackfield, Journal of Urology, 19A8.) 


the fact that the major cause of the chor- 
dee is the fibrosed, contracted, rudiment¬ 
ary corpus spongiosum. Their illustrations 
usually portray a heavy band of midline 
scar tissue being resected from the penile 
shaft. This is a misconception. 



Fig. 4.—Incision carried proximally on ventrum 
surrounding meatus. At times it is necessary to 
extend it proximal to the meatus; if so, a con¬ 
siderable cuff of skin should be left about the 
meatus so that suture lines do not encroach too 
closely upon it; if they did so, meatal stricture 
might result. The skin is dissected wdely off the 
shaft. The skin distal to the meatus is thin and 
plastered to the underlying corpora. This is the 
major cause of the ehordee. Small fibrous bands 
are occasionally present between the corpus spon¬ 
giosum and the cavernosa (see Fig. 1C). These 
should be divided or resected. (Froyn Smith and 
Blackfield, Journal of Urology, 19A8.) 

With few exceptions, the corpus spongi¬ 
osum is perfect!}" normal (Fig. 1). The 
urethra proximal to the abnormal orifice 
is obviously subcutaneous and lies exter¬ 
nal to the spongiosum. Where it leaves 
the spongy body I do not yet know. The 
urethra is attached to it by two bands of 
fibrous tissue about 2 mm. apart. These 
bands must be divided if it seems neces¬ 
sary to move the orifice proximally in 
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Fig. 5.—Elongation of ventrum has been obtained. 
It may be necessary to free the distal portion of 
the urethra from the corpus and shift it pos¬ 
teriorly to complete the correction of the chordee. 
This is done by slipping a small pair of scissors 
down behind the urethra and then spreading 
them. This will develop two fibrous bands which 
anchor the urethra to the spongiosum (see Fig. 
1C). They must be divided. {From Smith and 
Blackficld, Joitrnal of Urology, 191/8.) 



Fig. G.—.4, area of ventrum thus increased re¬ 
quires more skin for cover. This is obtained by 
separating a double fold of foreskin, thereby con¬ 
verting it into single layer. This flap is split 
down the midline 2 to 3 cm. so that A and B 
meet at the frenum without constricting the 
shaft. If more skin is needed, the dorsal incision 
is deepened. The tips of A and B should be 
excised; their blood supply is often impaired. B, 
adjacent skin edges sutured as in circumcision. 
(From Smith and Blackficld, Journal of Urology, 
181/S.) 

order to reduce the cliordee completely. 

At times the corpus spong-iosum is ab¬ 
sent, in which case the urethra lies di¬ 
rectly on the cavernosa; however, I have 
seen significant fibrous tissue occupying 
the midline in only 3 instances, and these 
were in older boys with penoscrotal or 
perineal hjiiospadias. 


- -Minor bands of fibrous tissue occupy the 
crevices between the cavernosa and the 
spongiosum. Division of theso bands may 
reduce the chordee somewhat, but the ma¬ 
jor correction depends upon freeing the 
skin from the corpora distal to the orifice. 
Since the skin at this point lacks sub¬ 
cutaneous tissue, it is adherent to the 



Fig. 7.—Ventrolateral skin closed. Dorsal flaps 
A and B are now on ventrum. Note relative pos¬ 
terior displacement of meatus due to elongation 
of corpora, (From Smith and Blackfield, Journal 
of Urology, 191/8.) 

shaft. Sharp dissection is necessary. The 
distal portion of the urethra and the over- 
lying skin may be tissue-paper thin; it 
must be split down to a point where nor¬ 
mal subcutaneous tissue is encountered. 
The need for this procedure is surpris¬ 
ingly common. 

Correction of the Chordee .—Since it is 
clear that the ventral penile shaft must be 
denuded of skin if the chordee is to be 
corrected, only those methods which ac¬ 
complish this are adequate. The Duplay 
(Heinecke-Mikulicz) operation must 
therefore be condemned. Not only does it 
fail to free the skin completely from the 
shaft, but the longitudinal closure of the 
transverse incision gains length at the ex¬ 
pense of the circumference. 

The following two technics solve this 
problem admirably. Both use the redun¬ 
dant foreskin as a cover for the ventrum. 
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whose area becomes significantly in¬ 
creased when the shaft is straightened. 
Since the foreskin is resilient and hair¬ 
less, it is quite suitable for incorporation 
in the urethroplasty later. 

1. Method of Blair: The dorsal fore¬ 
skin is split down the midline, and each 
flap is swung onto the ventriim. I have 
used this method in all of my eases (Figs. 
2-7). 

2. Method of NesMt-Ombredanne: Nes- 
bit has adapted a principle described by 
Ombredanne for moving preputial skin 
onto the ventrum. A transverse incision is 
made in the center of the flap of skin, and 
the glans is slipped through it. The skin 
distal to this point covers the ventrum. It 
is an excellent procedure. 

The Vrethroplastv: Two basic methods 
of performing urethroplasty have proved 
superior to other technics currently in 
use. 

1. The urethroplasty accomplished by 
burying a relatively narrow strip of ven¬ 
tral penile integument was first described 
by Duplay in 1880 and was later adopted 
as the procedure of choice by Marion. 
More recently it has been both modified 
and popularized by Denis Browne. The 



Fig. 8.—Wehrbein scrotal tube pedicle. The width 
of the flap is equal to at least one-half the cir¬ 
cumference of the penis and should be marked 
out when there is no traction on the scrotum. A 
tube too small in diameter is worthless. The 
proximal ends of the incisions should extend to 
the level of the meatus if it is at the penosciotal 
junction. If the meatus is on the shaft, the tube 
should terminate at the penoscrotal junction. Its 
length should exceed the distance from the meatus 
to the glans. (From Smith and BlackficUl, Sur¬ 
gery, 1952.) 

strip of skin is covered by the broadly 
approximated lateral skin edges so that 
about half of the urethral channel is made 
up of subcutaneous tissue, which gradu¬ 
ally epithelializes to form a complete 
urethra. It is a two-stage procedure. 

2. By the second method, the new 
urethra, a complete tube, is formed from 
a wide flap of ventral penile skin. Since 




Fig 9_ A skin dissected from the scrotum with scissors. The catheter should bo placed at this time 

so that the urethra will not be accidentally injured. B, formation of the tube pedicle. Zeroform 
cauze is applied to the incisions and a pressure dressing is applied with the penis in the dorsal po¬ 
sition The dressing and catheter are removed in 8 days. (From Smith and Bt Id, Su , , 

I95S.) 
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Fip. 10.—Second stage (Duplay-Wehrbein). A, a U-shaped incision is made. The width of this flap 
.-^liould equal two-fifths to one-half the circumference of the penis, thus furnishing a urethra of wide 
caliber. A small catheter is placed in the bladder. B, and C, urethra formed with Lembert sutures 
of Xo. 0000 ureteral gut on atraumatic needles. Care is taken to invert the edges of the skin. The 
urethra in the region of the abnormal meatus should be further reinforced with a second suture layer 
for fistula sometimes develops here. {From Smith and Blackfichl, Surgery, 1952.) 

tlii.s iH'ocedure leaves most of the ventrum course, necessitates a skin cover from 

denuded, a scrotal flap is used as a re- elsewhere. Scrotal integument is used, since 

jilacement cover. it is close at hand and has the required 

In Jill of my cases I have made a complete resiliency. When this method is used, 

urethra composed of ventral penile and juxtaposition of suture lines and tension 

iran.<p]anted preputial .‘^kin. The forma- circumvented. The following pro- 

lion of the urethra uses about two-fifths cedures have been satisfactory; 
of tlie circumference of the penis and a. Blair outlines a flap of scrotal .skin, 
rvsulis in a channel of such caliber that to which he sutures the cutaneous edges 

dilations are not recpiired during the post- of the penis. His technic requires a third 

ojHn-ative ]ieriod. This procedure, of stage for separation of the flap from the 

fiS 
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scrotum and is more complicated than the 
others discussed here. Earlier, I com¬ 
pleted 18 operations satisfactorily in this 
manner. 

6. Cecil’s method is based on similar 
principles, except that he raises a flap on 
either side of the scrotum to serve as cover 
for the new urethra. Again, a third opera¬ 
tion is necessary to free the flaps from 
the scrotum. Culp has reported remark¬ 
able success with this procedure. 

c. Wehrbein was able to reduce the en¬ 
tire repair to two stages by preparing a 
tube pedicle on the scrotum at the time of 
the operation to correct the chordee (Figs. 
8 and 9). After the urethra has been 
constructed (Fig. 10), the tube is divided 
from the scrotum distally; it is then 
opened on its anterior surface and swung 
into place (Fig. 11). 

My experience with this procedure con¬ 
sists of 51 cases in which the operation 
has been completed. The incidence of fis¬ 
tulas in the series was 14 per cent. Six 
boys had 1 fistula each and another had 
22, all of which were successfully closed. 


In addition, another 11 boys have under¬ 
gone the first stage of repair. In an earlier 
series of 18 boys, hypospadias was cor¬ 
rected by the method of Blair, whose prin¬ 
ciples are similar. This brings the total 
number of treated patients to 69. 

I prefer to correct the chordee when 
the boy is 18 months old and to complete 
the repair before he reaches school age. 
Early correction protects the child from 
psychic trauma. Further, it relieves the 
anxieties and feelings of guilt on the part 
of the parents, who cannot but feel that 
something they did in the past has visited 
this affliction upon their son. If the child 
is operated upon at a later age, an inter¬ 
val of at least three and preferably si.x 
months should separate the two stages. 
This interim insures adequate circulation 
in the scrotal tube pedicle. 

This experience, as well as that of oth¬ 
ers, makes it obvious that the operations 
of Wehrbein, Cecil, and Duplay-Marion 
(Denis Browne) are yielding impressive 
results. The repair of the hypospadiac 
penis is no longer a problem. 




Fig. 11.— A, distal end of tube divided. A cleavage plane is fonned down its core from the peniie 
end and the tube is opened. If the meatus is on the shaft, the proximal penile skin is incised in the 
inidline and this incision is extended into the tube. B, flap hinged at penoscrotal junction, placed on 
ventrum and sutured to adjacent penile skin. There is no juxtaposition of urethral suture line and 
that of covering skin. Pressure dressing is applied with penis in dorsal position. Catheter and 
dressings are removed eight days later. (From Smith and Blackficid, Sarpery, 19S2.) 
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SUMMARY 

The author states that successful repair 
of hypospadias is no longer a serious prob¬ 
lem. It depends upon (a) proper correc¬ 
tion of the chordee and (b) the method of 
performing urethroplasty. His own tech¬ 
nic is described. He prefers to correct the 
chordee when the boy is 18 months old and 
to complete the repair before he reaches 
school age. 

ZUSAMMENFASSUNG 

Der Verfasser behauptet, dass eine er- 
folgi-eiche Korrektur der Hypospadie des 
Penis kein schweres Problem niehr dar- 
stellt. Der Erfolg beruht auf a) einer 
sorgfaltigen Behebung der Kriimmung 
und b) auf dem Verfahren der Harnrohr- 
/'enplastik. Der Verfasser beschreibt seine 
eigene Technik. Er bevorzugt die Korrek¬ 
tur der Kriimmung zu einer Zeit, wenn der 
Patient 18 Honate alt ist, und vollendet 
die Operation, bevor das Schulalter er- 
reicht ist. 

RESUME 

L’auteur constateque le succes dans 
Toperation de I’hypospadie du penis n’est 
plus un probleme serieux. II depend de a) 
correction exacte de la cordee et b) metho- 
de de I’uroplastie. II decrit sa propre 
methode. II prefere de corriger la chordee 
a I’age de 18 mois du garcon et de com¬ 
pleter la plastique avant ou’il atteigne 
I’age d’ecole. 

RIASSUNTO 

L’autore ritiene che la cura radicale 
dell’ipospadia sia un problema pressoche 
risolto. Essa dipende: 1) dal corretto 
trattamento della corda; 2) dal metodo 
deiruretroplastica. Egli descrive una tec- 
nica per.=:onale. che comporta un tratta¬ 
mento precoce della corda. quando il bam¬ 
bino ha 10 mesi e il completamento della 
teraiiia prima dei G anni. 


RBSUMEN 

El autor considera que ya no es un 
problema el reparar con exito las hipospa- 
dias del pene; lo cual depende de (a) 
Correcion adecuada del frenillo y (b) ure- 
troplastia. Describe su propia tecnica. El 
prefiere corregir el frenillo cuando el nino 
tiene diez y ocho meses 5 '- completar la re- 
construccion antes de la edad escolar. 


SUMARIO 


0 autor afirma que a correqao com 
sucesso da hipospadia do penis nao mais 
constitui problema. Depende de (a) cor- 
reqao adequada da zona de fibrose e (b) 
metodo de se fazer a uretroplastia. Des- 
creve sua tocnica pessoal. Prefere tratar 
a regiao de fibrose quando o paciente tern 
18 meses e completar o tratamento ainda 
em idade pre-escolar. 
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Though we seem grieved at tlie shortness of life in general, we are wishing 
every period of it at an end. The minor longs to be at age, tlien to be a man of 
business, then to make up an estate, then to arrive at honors, tlien to retire. 

—Addison 


Life in itself is neitlier good nor evil: it is the scene of good or evil, as you 
make it; and if you have lived a long day, you have seen all. One day is equal 
and like all other days; there is no other light, no other night. Tliis very sun, this 
moon, these very stars, this very order and revolution of things, are all the same 
your ancestors enjoyed, and that shatt also enVeitaln youi posterity. 

_ 
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Rare Lesions of the Rectum and Colon 
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ALLEXTOAVN, PENNSYLVANIA 


A STATISTICAL study of 4,000 proc¬ 
tologic patients has been made to 
determine the incidence of unusual 
diseases of the rectum and colon. It is easy 
to list the problems involved in the com¬ 
mon diseases, such as hemorrhoids, fis¬ 
sure, fistula, colitis, poljTps and the usual 
forms of cancer, but such investigation is 
less valuable than is a study of the lesions 
less frequently diagnosed. 

It is not suggested that this review of a 
' certain segment of private practice has 
jiroduced typical case histories of all the 
less common proctologic diseases. It is 
doubtful that 4.000 cases are sufficient to 
make an e.xhaustive study possible. 

Each year a new disease entity is de¬ 
scribed. This means that physicians are 
constantly improving their methods of ex¬ 
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amination. The incidence of rarer diseases 
is in direct proportion to the thoroughness 
of the technic of diagnosis. Diagnostic 
skill varies directly with training and ex¬ 
perience. 

The technic of diagnosis and treatment 
is not described. A number of these le¬ 
sions were discovered by careful palpation. 
Earlj' submucosal and subcutaneous nod¬ 
ules are discovered onty in this manner 
and cannot be diagnosed by proctosig- 
moidoscopic examination and roentgen 
study. The index finger must be educated 
by frequent repetition of examinations in 
the cases of both normal and abnormal 
persons. 

Twelve cases of perianal warts were 
observed. These proved to be condjdomata 
acuminata, due to a virus and not of ve- 
neral origin. It is a mistake and may do 
the patient great injustice to associate the 
name “venereal wart” with this lesion. 
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Fig. 2.—Micioscopic appearance of leiomyo¬ 
sarcoma of the rectum. 


Factitial proctitis, a justifiable lesion 
sometimes following irradiation, was diag¬ 
nosed in 11 cases. The incidence of this 
lesion was said to be 3.2 per cent in a se¬ 
ries of 2,073 persons treated by irradia¬ 
tion.^ 

Seven cases of procidentia, or complete 
prolapse of the rectum, were accumulated. 
Approximately 10 adults sufferinff from 
this disease are seen yearly at the largest 
medical centers. Prolapse is comparative¬ 
ly common in childhood. 

In the 5 cases of anorectal tuberculosis 
in this series, the condition proved to be 
secondary to pntmonary tnbetentt^is. 
Smith- observed 6 cases of tuberculosis in 
the records of 3,700 proctologic patients. 

Until 1943, only 331 cases of diffuse 
polyposis of the colon had been reported in 
the literature. Five such cases were noted 
in this group. 

Three cases of congenital absence of the 


rectum were observed. Congenital mal¬ 
formations of the rectum and colon occur 
approximately once in 10,000 births. They 
are slightly more common in the male than 
in the female. Thirty-three per cent are 
associated with other anomalies. 

Two cases of epithelioma of the anus 
were discovered. The incidence, according 
to Grinnell,^ is 1.8 per cent of all cancers 
of the rectum and colon. 

Megacolori was. diagaased ia aaly 2. 
cases. Congenital megacolon occurs ap¬ 
proximately once in 9,000 births. Jlale 
patients predominate 6 to 1.-* 

According to Dockerty, approximately 
1 per cent of gastrointestinal malignant 
disease consists of Ij'mphosarcoma. Two 
cases of Ijunphosarcoma of the rectum 
were observed.® 

Tu’o presacral tumors were noted in 
this series. According to Ross,® such a tu¬ 
mor occurs approximately once in 46,000 
hospital admissions. 

Tw’o cases of lipoma are recorded. The 
common subcutaneous lipomas of the peri¬ 
anal region are not included. In 1 the 
lipoma occurred in the colon; in the other 


O6scrvnfioji on 4,000 Patients 

Per 

Cases Cent 

Relatively common lesions (hemor¬ 


rhoids, polyps, cancer, etc.). 3,945 98.0 

Relatively rare lesions . 55 1.4 

Warts .-. 12 

Factitial pioctitis . 11 

Procidentia . 7 

Tuhcrculosi.'? . 5 

. 5 

Congenital absence of rectum 3 

Epithelioma. 2 

Slegacolon. 2 

Lymphosarcoma . 2 

Presacral tumor. 2 

Lipoma . ... 2 

Leiomyosarcoma . 1 

Endometriosis. 
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it occurred in a newborn infant as a pedun¬ 
culated tumor of the anus. Up to 1947 
there were only 2-5 surgical cases of lipoma 
of the colon in the files of the Mayo clinic." 
Approximately one half of these occuimed 
in the right half of the colon. 

One case of leiomyosarcoma of the rec¬ 
tum was observed. This is an extremely 
rare tumor of the rectum and colon.® Fig¬ 
ures 1 and 2 depict the gross and micro¬ 
scopic appearance respectively. 

Only 1 case of endometrioma of the 
bowel causing obstruction was observed. 

SUMMARY 

Study of 1.000 consecutive proctologic 
jiatients from the author’s private prac¬ 
tice revealed that warts, factitial proctitis, 
procidentia, tuberculosis, diffuse polypo¬ 
sis. malformations, epithelioma, mega¬ 
colon. lymphosarcoma, presacral tumors, 
iiliomas. leiomyosarcomas and endometrio- 
mns occurred infrequently and comprised 
but 1.1 per cent of the entire group (see 
table). 

.Although this series is not large enough 
to make an exhaustive study possible, the 
majority of the rare diseases are repre¬ 
sented. 

J^:i'S AM .M ENFASSUNG 

Fine Analyse von 1000 auf einander 
folpenden i)roktologischen Fallen aus der 
I’rivrapraxis des Verfassers ergibt. dass 
Warr.en. artitizielle Proktitis. Prolaps. Tu- 
berkulose. diffuse Polyjiose. Missbildungen, 
K;dt}'.eli(>me. Megakolon. Lymphosarkome, 
rc.-^akrale Geschwtilste. Lipome. Leiomyo- 
'rr.t,- und Kndometriome zu den sel- 
•.■■::-.n \'<''rk('inmnisscn gehorten und nur 
di-r gosamtcii Gruppe ausmachten 

i 1). 

d.-r Umianu der Scrie auch nicht 
t'F. ie;;'.. i:m lir.e ersehoiifende Analyse 
1 rrr. y'.icl'.en. s i enthiilt sie doch die 
:,r.-.:d d..,r Erkrankungen. 


RESUME 

L’observation de 4000 patients proctolo- 
giques consecutifs 0 de ma pratique privee 
revele que vermes, proctite procidence, 
tuberculose, polypose diffuse, malforma¬ 
tions, epithelioma, megacolon, Ijmiphosar- 
come, tumeurs presacrees, lipomes, leio- 
myosarcomes et endometriomes, survien- 
nent rarement et ne representent que le 
1,4% du groupe entier (Table 1). 

Quoique cette serie ne soit pas assez 
grande pour rendre possible une etude 
complete, la plupart des maladies rares 
sont representees. 

RIASSUNTO 

Lo studio di 4000 casi di affezioni proc- 
tologiche, nella pratica privata dell’autore, 
ha dimosti'ato che condilomi, proctite, 
tubercolosi, poliposi diffusa, malformazi- 
oni, epitelioma, megacolon, linfosarcomi, 
tumori presacrali, lipomi, leiomiosarcomi 
ed endometriomi sono affezioni rare che 
coprono appena ri,4% di tutta la casis- 
tica. Benche la serie non sia abbastanza 
numerosa da consentire uno studio appro- 
fondito, tuttavia la maggioranza delle 
malattie rare vi sono rappresentate. 

SUMARIO 

0 estudo de 4.000 pacientes protologicos 
consecutivos da clinica particular do autor 
revelou protite provocada, procidencia, 
tuberculose, polipose difusa, malforma- 
coes, epitelioma, megacolon, linfosarcoma, 
tumores pre-sacros, lipomas, leiomiosarco- 
mas e endometriomas ocorrem raramente, 
compreendendo apenas 1.4% de todo o 
grupo (Quadro 1). 

Embora esta serie nao seja suficiente- 
mente gi-ande para tornar possivel um 
estudo exaustivo, a maioria das afeccaes 
raras estii aqui representada. 
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The imbecility which Verecundulus complains that in the presence of a numer¬ 
ous assembly freezes his faculties, is particularly incident to the studious part of 
mankind, whose education necessarily secludes them in their earlier years from 
mingled converse, till, at their dismission from schools and academies, they plunge 
at once into the tumult of the ivorld, and, coming forth from the gloom of solitude, 
are overpowered by the blaze of public life. 

It is perhaps kindly provided by nature, that, as the feathers and strength of 
a bird grow together, and her wings are not completed till she is able to fly, so some 
proportion should be preserved in the human kind between judgment and couragi . 
the precipitation of inexperience is therefore restrained by shame, and we remain 
shackled by timidity till ue have learned to speak and act n'itli propriety. 

I believe few can reiiew the days of their youth without recollecting lemjiln- 
tions which shame rather than virtue enabled them to resist; and opinions which, 
however erroneous in their principles and dangerous in their consequences, they 
have panted to advance at the hazard of contempt and hatred, when they found 
themselves irresistibly depressed by a languid anxiety, which seized them at the 
moment of utterance, and still gathered strength from their endeavours to resist iL 
Bashfulness, however it may incommode for a moment, scarcely ever produce^ 
evils of long continuance; it may flush the cheek, flutter in the heart, deject the 
eyes, and enchain the tongue, but its mischiefs soon pass off nitlioul remembrance. 
It may sometimes exclude pleasure, hut seldom opens any avenue to sorroiv or re¬ 
morse. It is observed somewhere, that few have repented of having forborne to speak. 

—Johnson 
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Diverticulitis of the Ascending Colon 
Simulating Acute Appendicitis 

Report of a Case 

CAESAR F. SARNI, M.D., F.I.C.S. 

POTTSTOWN, PENNSYLVANIA 


A CCORDING to the literature, solitary 
/-\ diverticulum of the ascending colon 
^ is a rare condition. Dr. H. Thom¬ 
sen reported 3 cases of solitary diverticu¬ 
lum of the cecum and cited 8 cases from 
the literature. Dr. DeWitt Stetten re¬ 
ported a case, as did Dr. R. V. P. Shier. 
In all of these cases the condition was 
diagnosed as acute appendicitis. 

The syndrome presented by appendicitis 
is capable of simulating the clinical pic¬ 
ture of other abdominal conditions, such 
as carcinoma or diverticulitis of the cecum 
and terminal ileitis. If a normal appendix 
is revealed at laparotomy, a close search in 
some cases will reveal acute diverticulitis 
of the ascending colon. 

The conditions described differed but 
slightly from acute appendicitis, except 
that the preoperative course was milder 
and more gradual and that about 20 per 
cent of the patients had also complained 
of spells of intermittent, diffuse pain in 
the abdomen for some months or years 
prior to the attack for which they were 
admitted to the hospital. In the acute 
stage, roentgen examination of the colon 
with a barium enema is not only danger¬ 
ous but has little value because the diver¬ 
ticulum is often filled with a fecolith, 
wliich impedes the passage of the contrast 
medium through the neck of the diver¬ 
ticulum. 

As to differential diagnosis the surgeon, 
if he is confronted with a large amount of 
iinlammation and induration of the as¬ 


cending colon, should bear in mind the 
possibility of a diverticulum. 

No general rule can be laid down for 
the surgical treatment of diverticulitis, 
but simple invagination or local incision 
is usually sufficient. In my opinion, how¬ 
ever, this may be difficult at times because 
of edema, induration and extension of in¬ 
flammatory changes in the wall of the 
large bowel. 

REPORT OP CASE 

Mrs. A. C., aged 29, was admitted to the 
Pottstown General Hospital on Aug. 23, 1953, 
complaining chiefly of pain in the lower right 
abdominal quadrant, of eight to ten hours’ 
duration, with vomiting. She stated that she 
had had no previous attacks. There was defi¬ 
nite tenderness in the region of McBurney’s 
point. Rebound tenderness and muscle spas- 
ticitj' were noted, but there was no palpable 
mass. The patient obtained relief by flexing 
her thighs. Vaginal and rectal examination 
revealed tenderness on the right side. There 
w’ere no palpable masses. The menstrual his¬ 
tory was normal; the menses occurred every 
twenty-eight daj’^s and lasted four days, with 
no dysmenorrhea and no passing of clots. The 
temperature was 99.2 F., the pulse rate 108 
and the respiratory rate 20. There wei'e 
3,900,000 erythrocytes per cubic millimeter of 
blood, with 83 per cent hemoglobin, and 15,800 
leukocytes per cubic millimetei’, with 83 per 
cent polymorphonuclear leukocytes, G per cent 
nonsegmental cells and 11 per cent lympho- 
cj-tes. The tentative diagnosis was acute ap¬ 
pendicitis. 

Operation .—A right lower rectus incision 
was made; the right rectus muscle was re¬ 
tracted medially, and the peritoneum was en- 


76 



VOL. XXIV, NO. 1 


SARNI: DIVERTICULITIS OF COLON 


tered. No fluid or peritonitis was evident. 
The appendix was visualized and appeared 
normal. Midway between the cecum and the 
hepatic flexure, in the lateral wall of the as¬ 
cending colon, a mass could be easily palpated 
and visualized. Because of edema present, the 
size of the mass and the fact that carcinoma 
could not be ruled out, radical resection was 
selected as the operation of choice. A right 
hemicolectomy was performed, intestinal con¬ 
tinuity being maintained by end-to-end ileo- 
transverse colostomy. The abdomen was closed 
without drainage. The patient was treated 
with gastrointestinal suction and intravenous 
therapy for two days and was discharged on 
the eighth postoperative day. 

Gross Examination of Excised Tissite .—The 
specimen consisted of a segment of cecum and 
ascending colon with attached 8 cm. long ap¬ 
pendix and a segment of the terminal portion 
of the ileum. The colon measured 25 cm. in 
length. At the beginning of the ascending 
colon 8 cm. from the cut edge there was a 
doughnut-shaped mural thickening of the pos¬ 
terior bowel wall, which measured 5 by 4 by 1 
cm. The lesion had a firm, somewhat rubbery 
consistency, and its edges appeared well de¬ 
fined. The serosa covering part of the lesion 
was not fixed or involved grossly. The mu¬ 
cosa showed an oval opening 0.7 cm. in diame¬ 
ter, which led to a nipple-like diverticulum 
measuring 1 by 1 by 1.2 cm. Two small mu¬ 
cosal ulcers were identified in the deeper ex¬ 
tremities of the diverticulum. The palpably 
firm mural mass on cut section consisted of 
indurated yellow tissue resembling fat. The 
proximal ileum has a circumference of 4.5 
cm. and the distal ascending colon has a cir¬ 
cumference of 8.5 cm. The appendix, colon 
and ileum had normal constituent tissue aside 
from the above described lesion. 

Diagnosis .—The pathologic diagnosis was 
chronic diverticulitis with acute exacerbation. 

Progress and Follow-Up .—The patient made 
an uneventful recovery. Roentgen studies 
made three months later showed generalized 
spasticity of the entire colon. There was an 
increase in the number and depth of the 
haustrations throughout. There were a few 
small slightly irritable diverticula along the 
entire course of the colon, especially involving 
the splenic flexure. There was no evidence of 
any perforation of these diverticula. The im¬ 
pression was that of (1) mild spastic colitis, 
(2) mild diverticulitis of the colon and (3) a 
considerably elongated, redundant transverse 
colon. 


SUMMARY 

A case is reported in which a diagnosis 
of acute appendicitis was made. At lapa- 
rotomj' the actual diagnosis proved to be 
acute diverticulitis of the ascending colon. 

Diverticulitis is common on the left side. 
When it occurs on the right side, which is 
rare, it is often mistaken for appendicitis. 
If a normal appendix is present the sur¬ 
geon should suspect the presence of diver¬ 
ticulitis of the cecum or ascending colon, 
regional enteritis or carcinoma of the 
cecum. 

ZUSAMMENFASSUNG 

Es wird fiber einen Fall berichtet, der 
als akute Blinddarmentzundung diagnosti- 
ziert worden war und sich bei der Opera¬ 
tion als akute Divertikulitis des auf- 
steigenden Dickdarms entpuppte. 

Die Divertikulitis der linken Dickdarm- 
halfte ist haufig. Tritt sie jedoch seltener- 
weise einmal auf der rechten Seite auf, 
wird sie oft mit einer Blinddarmentzfind- 
ung verwechselt. Wenn sich bei der Ope¬ 
ration ein normaler Wurmfortsatz findet, 
sollte sich der Verdacht auf Divertikulitis 
des Zdkums oder des aufsteigenden Dick¬ 
darms, auf regionale Enteritis oder auf 
Karzinom des Zokums richten. 

RESUMEN 

Se comunica la presentacion de un caso, 
en el cual se hizo diagnostico deapendicitis 
aguda; la laparatomia reveld el diagndsti- 
co verdadero que fue una diverticulitis 
aguda del colon ascendente. 

La diverticulitis es frecuente en el lado 
izquierdo; cuando ocurre en el lado de- 
recho, que rara vez sucede, se puede con- 
fundir con apendicitis. Si se encuentra un 
apendice normal, el cirujano debe sos- 
pechar la presencia de una diverticulitis 
del ciego y del colon ascendente, ^una 
enteritis regional o un carcinoma d 1 
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RIASSUXTO 

Vieine riferito uii caso in cui era stata 
fatta diagnosi di appendicite. AH’apertura 
si trovo, invece, una diverticolite del colon 
ascendente. La diverticolite e comune a 
sinistra. Quando si verifica a destra, il 
che e raro, viene spesso confusa con I’ap- 
pendicite. Se il chirurgo trova una ap- 
pendice normale, deve sospettare una di¬ 
verticolite del ceco, o del colon ascendente, 
0 un’enterite regionale o un cancro del 
ceco. 

RESUME 

Presentation d’un cas ou la diagnose 
d’appendicite aigue etait fate. A I’opera- 
tion on decouvrit qu’il s’agissait d’un cas 
de diverticulite aigue du colon ascendant. 

En general on trouve la diverculite sur 
le ote gauche Si elle parait sur le cote 
droit, ce qui est rare, elle est souvent con- 
fondue avec une appendicite. Si a I’opera- 
tion on trouve une appendice normal, on 
devait soupgonner la presence de diver¬ 


ticulite du caecum ou du colon ascendant 
d’enterite regionale ou de cancer du 
caecum. 

SUMARIO 

E apresentado um caso em que foi feitc 
diagnostico de apendicite aguda. Por 
ocasiao da laparotomia verificou-se que se 
tratava na realidade de diverticulite aguda 
do colon ascendente. 

A diverticulite e comum no lado esquer- 
do. Quando ocorre no lado direito, o que 
raramente se da, e frequiientemente con- 
fundida com apendicite. Caso seja encon- 
trado umapendice normal, o cirurgiao 
deve suspeitar da existencia do ceco ou 
colo ascendente, enterite regional ou car¬ 
cinoma do ceco. 
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It is receiving ourselves to fancy that it is only the violent passions, such as 
ambition and love, which can triumph over die others. Indolence, all languid as it 
is. nevertheless is frequently their master: it spreads its dominion over all the designs 
and all the actions of life, and thus destroys and insensibly consumes the passions 
and the virtues. 

—La Rochefoucauld 
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Cancer of the Thyroid 

A. H. LETTON, M.D., F.A.C.S., F.I.C.S. 
AND 

JOHN PAGE WILSON, M.P. 

ATLANTA, GEORGIA 


I N THE evolution of surgical science, its 
practitioners have accepted certain prin¬ 
ciples which they have applied to most 
of their cancer problems. Some cancers of 
the thyroid do not behave in the same 
manner as do other cancers, so some of 
the principles concerning treatment of 
this disease must be different. 

Statistics' show that the incidence of 
cancer of the thyroid may vary from 5 
to 10. per cent for multinodular goiters 
and reach as high as 25 per cent for soli¬ 
tary nodules of the thyroid. Yet the death 
rate from cancer of the thyroid does not 
approach this magnitude. Cancer of the 
thyroid is iisted seventeenth among the 
causes of death and is only one thirty- 
seventh as common a killer as is cancer of 
the breast. 

Apparentiy there are three main rea¬ 
sons for the wide discrepancy in these 
statistics. Surgeons receive surgical pa¬ 
tients from many other surgeons who, 
although they will not hesitate to remove 
a simple or obviously benign goiter, but 
immediately refer the patient elsewhere 
when confronted with a goiter which is 
suspected of being malignant. This ruins 
the statistics as far as getting an accu¬ 
rate idea of the exact incidence of thyroid 
cancer is concerned. 

Another reason for the discrepancy lies 
in the fact that in the last twenty years 
iodized salt has been used in ever-increas- 
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ing amounts. This has helped to reduce 
the number of diffuse and nodular goiters. 
This reduction in benign goiters causes a 
relative increase in the number of can¬ 
cers of the thyroid. 

Finally, it is known how well some pa¬ 
tients tolerate some papillary cancers 
of the thyroid. All surgeons have seen 
patients with metastases from cancer of 
the thyroid who lived for many years with 
this disease, only to die from some unre¬ 
lated cause. This must mean that many 
persons have cancer of the thyroid who 
never know it, and certainly are not 
counted by the Bureaus of Vital Statistics. 

The common belief that cancer occurs 
as a malignant degeneration of a previ¬ 
ously existing benign adenoma does not 
bear close scrutiny. As Crile“ has pointed 
out, if the theory of benign adenoma un¬ 
dergoing malignant degeneration is true, 
one would expect that the goiter with the 
most nodules would have the greatest 
chance of undergoing malignant degen¬ 
eration ; but this is not the case. Patients 
with solitary nodules have a malignant 
disease about two and one-half times as 
often as do patients with multinodular 
goiters. 

Dealing with as many nodular goiters 
as we do, we should expect that sometime 
we would happen upon an adenoma in the 
process of undergoing this malignant de¬ 
generation. Here we should expect to find 
an adenoma that was partly benign am ^ 
in other areas was taking on 
characteristics. We do not find 
nomena occurring. The-adenoma 
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counter are homogenous, either benign or 
malignant but never mixed. Meissner and 
McManus'* presented a series of 500 con¬ 
secutive benign and 200 consecutive ma¬ 
lignant tumors of the th 3 ’'roid. They noted 
a great variation in the incidence between 
the benign and malignant counterparts. 
In benign tumors the follicular structure 
was common and the papillary structure 
rare, the ratio being 17 to 1. The reverse 
was true of malignant tumors, with a 
ratio of 1 to 2 in favor of the papillary 
type. They concluded that “the great dis- 
crepancj' between the incidence of papil¬ 
lary structure of benign and malignant 
states suggests that perhaps most papillaiy 
carcinomas are malignant from their in¬ 
ception and do not arise from a pre-exist¬ 
ing benign phase.” 

If it is true that nodular goiter is etio- 
logically related to carcinoma, where there 
is an increased incidence of goiter there 
should likewise be an increased incidence 
of cancer. In many areas of the world 
today, e.g., in Guatemala and Europe, a 
great proportion of the population seems 
to be afflicted with goiter, and yet in these 
areas the incidence of cancer of the thj'^- 
roid has not increased. In our opinion, 
therefore, cancer of the thyroid probablj’^ 
develops as a cancer from normal thyroid 
tissue. 

One peculiarity about cancer of the thj’^- 
roid seems to be the vast difference of 
various tumors in rapiditj' of growth. All 
surgeons have seen patients whose thj'- 
roid nodules, quiescent for man^’- j’ears, 
suddenly began to grow. Removal of these 
nodules resulted in the discovery that thej' 
were malignant. These episodes suggest 
that a benign tumor has undergone malig¬ 
nant degeneration, but in realitj- it was 
jirobably a cancer all the time, and only 
began growing at this particular time for 
some unknown reason. If this is true, it 
supplies more reason for suspecting soli¬ 
tary nodules and removing them even 


though they have exhibited no change for 
some time. By the same token, one can¬ 
not allow oneself to be over-eager in re¬ 
moving the multinodular goiter merely 
because of the possibility of cancer. 

Clinically, cancers of the thyroid can be 
divided into two large categories, papil¬ 
lary and nonpapillary. 

The nonpapillary type occurs usually in 
patients over 40 years of age. In this 
group there are unfortunately some wildly 
growing tumors that cannot be cured by 
any known means, and in many instances 
even palliation is difficult. This, of course, 
includes the large and small cell carci¬ 
nomas. The rest of this group, however, 
is made up of slower growing, vessel- 
invading types that cannot be graded in 
the usual manner as to malignancy. These 
tumors usually grow slowly and invade 
the vessels slowly, and thus are late in 
metastasizing. In this way they do not 
act like cancer originating elsewhere in 
the body. Prior to the time that such a 
tumor metastasizes, removal of the lobe 
of the thyroid containing the tumor will 
effect a cure. If metastases have occurred, 
however, total thyroidectomy should be 
done, for this will remove the normal 
thyroid tissue so that the metastasis can 
be stimulated with thyrotrophic hormone 
to take up a thei’apeutic dose of radio¬ 
active iodine. Neck dissection is not indi¬ 
cated for these tumors, since the metasta¬ 
ses are not to the lymphatics but are 
borne by the bloodstream to distant points. 

Among tumors of the papillary type 
there are moderately fast-growing as well 
as slow-growing tumors. Microscopically 
there are many variants, but clinicallj'^ 
thej' all belong together. These tumors 
usually occur in j'oung persons, sometimes 
in children. Thej' metastasize to the local 
bTnph nodes. In the vast majority of 
cases their rate of spread is so slow that 
they do not cause death until the process 
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has been present for some years; in fact, 
some never cause death. Differentiation 
of tumors with a lethal tendency is most 
uncertain; therefore, ail most be treated 
energetically. It is sometimes surprising 
how large the neck metastases may be¬ 
come before they metastasize further. It 
is worth noting, however, that many times 
lung metastases follow operations in 
which the cancer was inadequately re¬ 
moved. The only logical treatment for 
such lesions is extensive removal of the 
thyroid gland and all the involved lym¬ 
phatics. We cannot agree to the so-called 
“berry-picking” operations, in which just 
the enlarged nodes are removed as they 
are noted. It has been our observation 
that by the time a distal lymph node in a 
chain is involved to the extent that it ob¬ 
viously contains cancer, the next node in 
that chain usually contains at least a few 
cancer cells. It is an elementary fact that 
no cancer is cured until all the cells of that 
cancer have been removed or destroyed. 
In our opinion, since this tumor spreads 
through the lymphatics, it should be thor¬ 
oughly cleaned out; however, we do not 
feel that prophylactic radical neck dissec¬ 
tions are warranted because of the slow¬ 
ness of growth of too many of these tu¬ 
mors. In the patient from whom a sin¬ 
gle small nodule of the thyroid has been 
removed and the pathologist is the first 
to establish the diagnosis of carcinoma, 
neck dissection is not considered neces¬ 
sary. On the other hand, whenever the 
lymph nodes contain any thyroid tissue, 
a homolateral radical neck dissection, com¬ 
bined with a superior mediastinal dissec¬ 
tion as described by McClintock,* should 
be carried out. This procedure should be 
done even in patients who apparently have 
an abundance of cervical node metastases, 
for, considering the slow-growing tend¬ 
ency of the disease, this may well initiate 
a cure. We should not expect radioactive 
iodine to have any appreciable effect on 
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these metastases. However, once distant 
metastases have established themselves, 
tracer studies under TSH stimulation 
should be carried out, and the results of 
these studies should be used to determine 
the efficacy of a therapeutic dose of radio¬ 
active iodine. It should be remembered 
that the morphologic character of cancer 
of the thyroid can and does change. 

SUMMARY 

1. The possible causes of the discrep¬ 
ancy in incidence of cancer of the thyroid 
and the reported mortality rate are dis¬ 
cussed. 

2. Factors indicating that cancer of the 
thyroid does not develop in a preexisting 
benign tumor but begins as a cancer in 
normal thyroid tissue are presented. The 
necessity of a high inde.x of suspicion of 
cancer in quiescent nodules is pointed out. 

3. A clinical grouping of cancers ac¬ 
cording to the type of treatment necessary 
is presented. 

4. Exceptions to the rule in all surgery 
emphasize the fact that one cannot al¬ 
ways depend on oversimplified methods 
and that the judgment of the surgeon in 
the individual case must be the last resort 
of decision. 

ZUSAMMENFASSUNG 

1. Die moglichen Ursachen fiir die 
Diskrepanz swischen der Haufigkeit des 
Schilddriisenkrebses und den Berichten 
fiber die Sterblichkeitsquote werden eror- 
tert. 

2. Es werden die Tatsachen dargestellt, 

die darauf hinweisen, dass der Schild- 
drusenkrebs sich nicht aus einem vorher 
bestehenden gutartigen Tumor entwickelt, 
sondern als Krebs im normalen Schild- 
drfisengewebe entsteht. Aiif die Notw’en- 
digkeit einer hohen Krebsv qu 
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bei Fallen mit ruhenden Knotenbildungen 
Avird hervorgeboben. 

3. Es wird eine klinische Klassifizer- 
ung des Ki-ebses nach den in Frage kom- 
menden Formen der Behandlung vorge- 
legt. 

4. Ausnahmen von der Regel deuten 
iiberall in der Chirurgie darauf bin, dass 
man sicb nicbt immer auf allzu verein- 
facbte Metboden verlassen kann, und dass 
im einzelnen Fall die Urteilskraft des 
Cbirurgen die letzte Entscbeidung zu 
treffen hat. 

RESUMEN 

1. Se discuten las causas posibles de la 
di.'^crepancia en la incidencia del cancer 
del tiroides y el gi’ado de mortalidad que 
so comunica. 

2. Se presentan los factores que indican 
que el cancer del tiroides no se desarrolla 
en un tumor preexistente, sino que em- 
pieza de tejido tiroideo normal. Se senala 
la necesidad de sospechar mas la exist- 
encia de cancer en nodulos quiescentes. 

3. Se presenta una agrupacion clinica 
de los ciinceres en relacion al tipo de tra- 
tamiento. 

4. La excepcion de la regia en toda 
cirugia senala el becho de que no se puede 
depender de metodos simplificados al ex¬ 
treme y de que el juicio del cirujano en el 
caso individual dobe ser el ultimo factor 
que determine la desicion. 

RIASSUNTO 

1. Vengono prese in considerazione le 
cause della diversitii fra la frequenza del 
cancro della tiroide e la sua mortalita. 

2. Vengono spiegate le ragioni per cui 
il cancro della tiroide non si sviluppa su 
un tumore benigno preesistente, ma inizia 
come tale nel tessiito tiroideo normale. E’ 
necessario sosiiettare la presenza di can¬ 
cro in <'gni r.odulo tiroideo quiescente. 

\'iene prcSeiita.ta una classificazione 
de; cancri del!:', tiroide in rapporto al tipo 


di cura ncessario per ognuno di essi. 

4. Le decisioni definitive, tuttavia, de- 
vono essere prese dal chirurgo caso per 
caso. 

RESUME 

1. Les raisons possibles de la contredic- 
tion dans I’incidence du cancer de la 
glande thyreoide et la mortalite reportee 
sont discutees. 

2. Facteurs qui indiquent que le cancer 
de la glande thyreoide ne se developpe pas 
dans un tumeur benign, preexistant, mais 
qu’il commence comme cancer dans les 
tissus normaux de la glande, sont presen- 
tes. La necessite de soupgonner la pres¬ 
ence de cancer frequemment dans des 
nodules non croissants est expliquee. 

3. Une classification clinique de cancers 
d’apres le type de traitement necessaire 
est presentee. 

4. Des exceptions de la regie dans la 
chirurgie entiere prouvent le fait qu’on ne 
pent pas se fier a des methodes trop sim¬ 
ples et que le jugement de Toperateur dans 
le cas individuel doit representer la de¬ 
cision definitive. 

SUMARIO 

1. Sao discutidas as causas possiveis de 
discrepancia na incidencia de cancer da 
tireoide e a mortalidade apresentada. 

2. Sao apresentados fatores indicatives 
de que o cancer da tireoide nao se desen- 
volve num tumor benigno pre-existente, 
iniciando-se como cancer no tecido tireo- 
ideo normal. E salientada a necessidade 
de alto indice de suspeita de cancer em 
nidulos quiescentes. 

3. E apresentado um agrupamento clini- 
co do cancer de acordo com o tipo de tra- 
tamento necessario. 

4. As e.xcegoes as regras em cirurgia 
.‘^alientamo fato que nao se pode sempre 
depender de metodos muito simplificados 
e que o juizo do cirurgiao no caso individ¬ 
ual deve ser a ultima etapa para a decisao. 
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I stand in the quiet woods, conscious that under my feet, in the soil, are mil¬ 
lions of dead, millions of living things. That all around me are trees, half dead and 
half alive, and looking alike. I myself am perpetually dying. I do not mean that 
I am simply drifting ever nearer toward that right hand bracket that will ultimately 
close up the dates in my biography, but literally dying, cell by cell, artery by artery. 

Scratch a live twig, and a bit of the green cambium layer ^vill shine forth; 
scratch a live finger and blood will flow. These are cheery, colorful pennants of 
living things. But so mucli that is alive flies no flag, and wears tlie expressionless 
mask of the lifeless. 

As I see it, the great and distinguishing feature of living things, however, is 
that they have needs—continual, and incidentally, complex needs. I cannot con¬ 
ceive how even so organized a dead system as a crystal can be said to need any¬ 
thing. But a living creature, even when it sinks into that half-death of hibernation, 
even the seed in the bottom of the dried Mongolian marsh, awaiting rain through 
two thousand years, still has needs while there is life in it. The bacteria have needs, 
and it cannot be said loo often that merely because a living creature is microscopic 
there is no justification for thinking that it brings us any nearer to the inanimate. 
The gulf between a bacterium and a carbon atom, even ^vitli all the latter’s com¬ 
plexity, is greater than that between bacteria and men. 

If you object that this criterion of life is chiefly a philosophical one, I reply 
that in the end the most absolute answers concerning every problem of matter, 
energy, time and life, will be found to be philosophical. 


—Peatlie 



A New Scintillation Counter for Use in Clinical 
Diagnosis with Radioactive Isotopes 
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J. M. RICHARDS, A.B., AND S. A. SCHERBATSKOY, A.B. 

TULSA, OKLAHOMA 


T he increasing utilization of radio¬ 
active materials in warfare, industry 
and medicine led us in 1952 to con¬ 
sider the development of an instrument 
that would more accurately localize the 
origin of small amounts of gamma radia¬ 
tion. A new simplified and more direc¬ 
tional detector has recently been made to 
detect radioactive materials in the body. 

The vai'ious methods and apparatus 
which have been used for determining the 
unknown position of radioactive sources 
have been based essentially on measure¬ 
ment of the intensity of radiation at vari¬ 
ous points in the space surrounding the 
source. Such methods lead, however, to 
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laborious measui’ements and computation. 
Other methods have included the use of a 
heavjr lead shielding tube around the de¬ 
tector in order to give it some directional 
properties. 

The instrument we have devised is based 
on a new approach to the problem, utiliz¬ 
ing two scintillating crystals in opposi¬ 
tion, with a shield between them, instead 
of the conventional single crystal. It is 
highly accurate in indicating the direction 
of an unknown source of gamma rays, and 
is highly sensitive in picking up rays of 
less than 0.6 mev. It can be used con¬ 
veniently as a survey or scanning instru¬ 
ment as well as a localizer by altering the 
positions of the dials (Fig. 1). As can be 
seen, the instrument is very light; it can 
be sterilized and easily handled at the op¬ 
erating table or in the office or laboratory. 





Ktsponsive 
Networks 

1.—.Schcnintic drau-inc: of detector (see text for explanation). 
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Fig. 2.—Directional gamma ray detector enclosed 
within container (see text). 


Figure 2 shows the directional gamma 
ray detector enclosed within a suitable 
container. It comprises as its essential 
elements two sodium iodide crystals (IS 
and IB) and a tungsten shield (17) inter¬ 
posed therebetween. The crystals and 
shield are aligned along a direction (M-M) 
which is the axis of the directional detec¬ 
tor. Two photomultipliers visualize the 
crystals. 

This invention is directed specifically to 
those cases in which the location of the 
source (S) is unknown and it is desired 
to find the direction along which maximum 
quantities of gamma rays are proceeding. 
The procedure consists in rotating the 
axis of the directional counter until the 
indication of the meter (SO) reaches the 
maximum value. The axis MM‘ will point 
then toward the source. 

Figure 3 shows an application for diag¬ 
nostic purposes. Injection into the blood 
stream of radioactive substances such as 
I*“‘ enriched serum albumin will produce 
increased gamma ray emission in certain 
brain tumors, the amount of increase over 
that of the normal brain depending on the 
type and vascularity of the tumor and 
other factors. This substance is selective¬ 
ly absorbed by abnormal cell or tumor cells 
in certain phases of metabolic change. 
After the injection of the radioactive iso¬ 
tope the tumor becomes an increased 
source of radiation. The problem of locat¬ 
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ing the tumor becomes therefore identical 
with the location of a radiation source of 
greater intensity than the surrounding 
medium (usually 10 to 30 per cent 
greater) and can be solved by applying the 
principles of this invention. The direc¬ 
tional detector (Fig. 1) is placed initially 
at A and rotated until its axis (il/S) be¬ 
comes aligned along the direction NM. 
Subsequently the detector is placed at an¬ 
other location and its axis rotated until 
the maximum reading is obtained at N‘M. 
It is apparent that the intersection of the 
axis NM and N‘M provides the position of 
the tumor (T). 

Localization of brain tumors by radio¬ 
active isotopes implies that the tumor will 
take up sufficient radioactive material to 
give off a number of gamma rays 10 to 15 
per cent greater than that emitted by the 
surrounding normal brain. Conversely, 
in the presence of brain atrophy of focal 
type limited to a lobe or a hemisphere, lo¬ 
calization depends on the observation that 
the atrophic area gives off 15 per cent less 
gamma ray activity than do the surround¬ 
ing normal areas. In the presence of cys- 


\ / 

/A 

\ / 

M' 



Fiff. 3.—Diagram illustrating use of 
instrument for diagnostic purposes 
(see text). 


85 



JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


JULY. 193D 


tic lesions one expects to find less activity, 
and in higher vascular areas there may be 
gi’eater gamma ray emission, as in cases 
of venous angioma or in one side of the 
head after one of the shunt operations for 
epilepsy. 

The use of the instrument can be best 
described in relation to a specific case. 
W. F., a girl aged 21 2 years, was admitted 
to the hospital with a story of a progre.s- 
sively enlarging head since the age of 10 
months. At that time she had fallen out of 
bed but had apparently not been injured. 
The family thought that at the age of 16 
months the head was larger than normal, 
but were reassured for the next eight 
months. The child was finally admitted to 
our service with a diagnosis of hydroceph¬ 
alus. A quick scanning after injection of 
/ radioactive 1^^^ serum albumin would have 
showed meter readings of 4 to 6 on the left 
side and 20 to 30 on the right. Bilateral 
trephine revealed a tremendous subdural 
hygroma, and ventriculogi’am taken im¬ 
mediately after the operation showed a 
fascinating picture of brain compression 
and shift from long-continued compres¬ 
sion. 

In the presence of focal atrophy at the 
frontal lobe one would obtain consistently 
low readings over the right frontal area 
as compared to other areas of the brain. 

With tumors, a quick survey should be 
carried out and then the dials set so that 
the majoi'ity of the readings are bet^'een 
0 and 5, with utilization of the maximum 
localization settings. Another brief sur¬ 
vey ^^^th a fast time constant has shown 
that the posterior portion of the left side 
of the skull presented values over 10. By 
triangulating eight readings with a slow 
time constant, an accurate localization can 
be obtained in ten minutes. As Langer 
and Loewing have sho^m, it is useful to 
recheck each point and average the two 
values, because the rate of elimination of 
radioactive substances from the brain is 


different for each part of the organ. 

Further theoretical and practical inves¬ 
tigations include study of the use of the 
instrument in distingui.shing between com¬ 
plete and incomplete surgical removal of 
the tumor and in localizing metastatic tu¬ 
mors or aberrant thyroid tissue. In animal 
inve.stigation, quick surveys of the uptake, 
di.stribution and disappearance of P32 or 
other isotopes in cows may be carried out 
in minimal time. 

Some interesting sidelights on the mech¬ 
anisms involved in irradiation damage 
were reviewed while the new counter was 
being developed, and methods of protection 
against X and Y irradiation were studied. 
We were primarily interested in the quan¬ 
tity of energy required to make the counter 
as sensitive as necessary in detecting rays 
that would produce cellular damage. The 
sensitivity of cells to irradiation is at 
least partly correlated with nucleic acid 
synthesis and enzyme activity as well as 
with the formation of oxidizing free I'adi- 
cals. In mice, rats, chickens and squirrels 
it has been shown that low oxygen tension 
or hypoxemia reduces damage to organs 
or prevents death after X and Y (gamma) 
ray irradiation, and that tumor cells are 
three times as sensitive to roentgen irradi¬ 
ation in a high oxygen medium. Likewise, 
hibernating ground squirrels, animals in a 
cold environment, and starved animals out¬ 
lived their controls after lethal doses of 
roentgen irradiation, which suggests inter¬ 
esting metabolic considerations for the sur¬ 
vival during an atomic attack. As one of my 
friends put it, “I’d be put to sleep in an 
icehouse and have a continuous drip of 
BAL, epinephrine and cysteinamine, along 
with phosphate buffers.” In the reports in 
the literature up to the time of writing, 
very few chemicals are said to afford any 
marked protection against severe irradia¬ 
tion. The cj'steine compounds, desoxjTibo- 
nucleoproteins, BAL, cobalt, potassium cy¬ 
anide, malonitrile and coal gas protect 
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animals to some extent and lower the mor¬ 
tality rate from lethal doses. 

Epinephrine has been shown to reduce 
the mortality rate from irradiation in 
chickens, and adrenal gland transplants 
help mice to survive lethal doses. 

In bacterial studies and work with bac¬ 
teriophages, the survival rates of organ¬ 
isms and viruses after roentgen irradia¬ 
tion can be increased by ammonium 
hydroxide, which apparently exerts a sta¬ 
bilizing effect on the viral nucleoprotein 
as well as on the nucleotides. The nitrite 
radical, a reducing agent, is also effective, 
and the low energy level or resonance ef¬ 
fect of the nitrite radical has afforded pro¬ 
tection. A great amount of work continues 
to be done in all these fields. 

We should like to digress so far as to 
say a word of caution with regard to X 
and Y ray irradiation of the central nerv¬ 
ous system. Four weeks prior to the time 
of writing, one of us (A. S.) lost a friend 
from what was considered at autopsy to 
be cerebral necrosis and edema following 
roentgen therapy for a pituitary tumor. 
As Malamud, Boldrey, Bailey and Arnold 
and others have pointed out, necrosis of 
the brain does follow roentgen therapy; 
it is therefore essential to establish early 
in the work with radioactive isotopes the 
amount of irradiation that normal por¬ 
tions of the central nervous system will 
tolerate without too much damage. We 
have been utilizing roentgen therapy for 
viral encephalitis and poliomyelitis for 
four years, with apparently beneficial ef¬ 
fects, but, in our last case of viral enceph¬ 
alitis, transient hemiplegia developed ten 
days after the termination of 3 doses of 
200 roentgen air therapy. 

SUMMARY 

The authors describe a new counter 
which, in their opinion, will help in deter¬ 
mining the amount and location of gamma 
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ray activity. They are now working on a 
modification of the instrument which util¬ 
izes three crystals in triangulation for 
more accurate localization, and incorpo¬ 
rates four time constants to obtain more 
accurate counting of the microroentgens 
per hour at any particular point. 

ZUSAMMENFASSUNG 

Die Verfasser beschreiben ein neues 
Messinstrument, das sie als Hilfsmittel 
zur Bestimmung der Starke und der Lo- 
kalisation von Gammastrahlenaktivitat 
empfehlen. Sie arbeiten jetzt an einer 
Modifizierung des Instruments, bei der 
drei Kristalle in Dreieckstellung zur Er- 
moglichung genauerer Lokalisierung und 
vier Zeitkonstanten zur genaueren Mes- 
sung der MikrorontgensproStundean jed- 
em beliebigen Punkt verwendet werden. 

SUMARIO 

Os autores descrevem um novo indica- 
dor que recommendam como auxiliar na 
determinasao da quantidade e localizagao 
da atividade de raios gama. Trabalham 
atualmente numa modificaqao do instru- 
mento, utilizando tres cristais em trian- 
gulo para localizagao mais acurada e 
incorporagao de constantes de quatro tem¬ 
pos, com o objetivo de permitir contagem 
mais exata dos microroentgens por hora, 
em qualquer ponto. 

EfiSUMfi 

Les auteurs decrivent un nouveau comp- 
teur qu’ils recommandent pour aider a 
determiner la quantite et localiser I’acti- 
cite des rayons gamma. I!s mettent au 
point actuellement une modification de 
I’instrument, utilisant trois cristaux en 
triaiigulation pour une localisation plus 
exacte, et incorporation tie quatre constan¬ 
tes de temps pour obte ' un c « age,^. 
plus exact des micror 
en des points donnes. 
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RIASSUNTO 

Viene descritto un nuovo tipo di conta- 
tore con il quale e possibile determinare la 
quantita e la sede delle radiazioni gamma. 
Lo sti’umento e tuttore in via di perfezio- 


namento e si tenta di utilizzare un gruppi 
di tre cristalli in triangolazione alio scopo 
di ottenere una migliore localizzazione ed 
un pill preciso calcolo dei micro-roentgen 
per ora e in ogni singolo punto. 


I left the woods for as good a reason as I went there. Perhaps it seemed to 
me that I had several more lives lo live, and could not spare any more lime for that 
one. It is remarkable how easily and insensihly we fall into a particular route, and 
make a beaten track for ourselves. I had not lived there a week before my feet 
wore a path from my door to the pondside: and though il is five or six yfcars since 
I trod it. it is still quite distinct. Il is true. 1 fear, that others may have fallen into 
it, and so helped to keep it open. The surface of the earth is soft and imjiressihle 
by the feet of men; and so with the paths which the mind travels. How worn and 
dusty, then, must be the highwaj-s of the world, hoiv deep the ruts of tradition and 
conformity! I did not wish to take a cabin passage, but rather lo go before the mast 
and on the deck of the norld, for there I could best see the moonlight amid the 
rnountains. I do not wish to go below now. 

I learned this, at least, by my experiment: that if one advances confidently in 
the direction of his dreams, and endeavors to live the life which he has imagined, 
he will meet with a success unexpected in common hours. He will put some tilings 
behind, will pass an invisible boundary: new, universal, and more liberal laivs ivill 
begin to establish themselves around and within him: or the old laws be expanded, 
and interpreted in his favor in a more liberal sense, and he will live with the license 
of a higher order of beings. In proportion as he simplifies his life, the laws of the 
universe will appear less complex, and solitude will not be solitude, nor poverty 
povertj-, nor weakness weakness. If you have built castles in the air, your work need 
not be lost; that is where they should be. Now put the foundations under them. 

—Thoreau 
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Proctosigmoidoscopy as a Routine Procedure 
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O NE of the most interesting chapters 
in medical history is that which 
records the origin of the sigmoido¬ 
scope for performing proctosigmoido¬ 
scopy. Marion Sims in 1845 demonstrated 
the advantage of utilizing atmospheric 
pressure in examination of the vagina by 
means of the knee-chest position, but it 
was not until the latter part of the century 
that Kelly of Johns Hopkins Hospital used 
this principle in examining the lower part 
of the bowel by the introduction of the in¬ 
struments which are known by his name. 
Although Bodenheimer in 1863* was the 
first to pass a long tubular speculum into 
the rectum and sigmoid, it was Kelly who in¬ 
troduced the first practical sigmoidoscope. 
This instrument was 35 cm. long. It was 
introduced with the patient in the knee- 
chest position, and illumination was ob¬ 
tained by a reflected light from a head 
mirror. Kelly deserves credit for the in¬ 
troduction of this instrument, which first 
made possible adequate examination of the 
rectosigmoid portion of the colon. 

The purpose of this paper is to urge the 
more frequent use of proctosigmoidoscopic 
study as a routine procedure in all physi¬ 
cian's offices. If every doctor’s office is to 
be a cancer detection clinic, certainly this 
is a procedure that should be seriously 
considered. An examination that can be 
accomplished with little expense to the pa- 
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tient and with small consumption of the 
physician’s time and can render such im¬ 
portant information, should be seriously 
established as a routine measure in the 
examination of every patient over 40 years 
of age. When one realizes that cancer of 
the colon is the fourth most frequent ma¬ 
lignant tumor in women and is second in 
frequency only to cancer of the stomach 
in men, the importance of attempting to 
diagnose and eliminate this type of growth 
at an early, asymptomatic stage becomes 
obvious. Furthermore, it is a well-known 
fact that at least 75 per cent of all carci¬ 
nomas of the large bowel are within reach 
of the sigmoidoscope and also that 90 per 
cent of cancers of the sigmoid and rectum 
are visible through the same instrument. 
Since there is strong evidence to show that 
the majority of carcinomas of the large 
bowel are preceded by adenomas or pol¬ 
yps,- it becomes important to discover 
as many of these polypoid lesions as pos¬ 
sible, so that they can be eliminated by 
proper means. Early discovery of such 
precancerous lesions can be made by adopt¬ 
ing routine proctosigmoidoscopic study of 
asymptomatic persons past the age of 40. 

Young’ performed a routine examina¬ 
tion of the lower part of the bowel in 500 
asymptomatic persons and discovered one 
or more polyps of the large bowel in 44, 
or 8.8 per cent. He observed carcinoma 
of the bowel in 5 patients, or 1 per cent. 

It is interesting to note that all the pa¬ 
tients in this group were ^ . 
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instance had the growth spread beyond 
the bowel wall, and in no case were metas- 
tases to the lymph nodes or liver discov¬ 
ered. 

General practitioners of medicine prob¬ 
ably see more patients in their offices for 
complete routine annual physical exami¬ 
nations than do the members of any other 
group. We should like to urge them 
strongly to include both a digital and sig- 
moidoscopic study in their routine phys¬ 
ical examination. It is not amiss to state 
that no physical examination is complete 
without a proctosigmoidoscopic study in 
a patient over 40 years of age. Every 
physician who carries out routine physical 
examinations should acquire the necessary 
skill with the sigmoidoscope, so that it be¬ 
comes almost as easy as a throat examina¬ 
tion. He must practice this procedure so 
j that he can conduct it with great ease and 
with as little discomfort as possible to the 
patient. The unwillingness of the patient 
to undergo such a procedure must be over¬ 
come by an explanation of the importance 
of including it in the physical examination. 
Young graduates in medicine should not 
complete their internships without ade¬ 
quate instruction and practice in this field. 

Since we advocate the performance of 
routine sigmoidoscopic examinations on 
all clinical outpatients over 40 years of 
age (providing that there are no contra¬ 
indications) , we should like to point out 
that these patients could supply ample ma¬ 
terial for the training of a house staff and, 
at the same time, result in a more com¬ 
plete hospital service for the clinical out¬ 
patient. 

In performing a proctosigmoidoscopic 
examination, a definite plan must be fol¬ 
lowed. A digital examination should be 
done prior to the introduction of the in¬ 
strument. A digital examination aids in 
determination of the tone of the sphincter 
musculature, whether normal, relaxed or 
spastic. The finger is first gently inserted 


to the second joint, its tip is then at the 
anorectal line, so that this line can be pal¬ 
pated. In this area one should determine 
the absence or presence of hypertrophied 
papillae, infiamed crypts, anal polyps, stric¬ 
tures or contraction of the anal canal. The 
finger is next introduced to its full length 
and swept about in a circular motion to 
detect any change from the smooth sui’- 
face of the normal rectal mucosa. In the 
male, examination of the prostate gland 
and seminal vesicles is also carried out. 
In the female, examination with one finger 
in the vagina and one in the rectum will 
help to detect any pathologic change in the 
intervening wall. The next step is to pass 
the anoscope, and this maneuver is best 
accomplished with the patient in the left 
Sims position (Fig. lA). The obturator is 
removed and the anal canal carefully ex¬ 
amined for inflamed crypts, hypertrophied 
papillae or small thrombotic hemorrhoids. 
The final step is the introduction of the 
sigmoidoscope, preferably with the patient 
in the knee-chest position. We instruct the 
patient to take a cleansing enema of plain 
warm water, both the night before and on 
the morning of the examination. Some 
patients may require a laxative on the 
night prior to examination. The appre¬ 
hensive patient is given a seconal capsule, 
1)4 gr., about half an hour before the ex¬ 
amination. 

The patient may be examined in one of 
three different positions: 1. The left lat¬ 
eral or Sims position, with the hips ele¬ 
vated on a firm pillow or sandbag (Fig. 
lA). 2. The knee-elbow or knee-chest po¬ 
sition (Fig. IB). 3. The inverted position, 
with use of a special table (Hanes or Buie 
table). Because such tables are an addi¬ 
tional expense and are not absolutely nec¬ 
essary for a good examination, we have 
limited ourselves to the first two positions. 
The Eder table,‘‘ being easily convertible, 
is excellent for both combined physical ex¬ 
aminations and proctologic examinations. 
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Furthermore, one must be cautious in 
using the inverted position for a patient 
with cardiovascular disease or hyperten¬ 
sion. 

We have become accustomed to the sim¬ 
ple knee-chest position and have found it 
entirely satisfactory. The body is sup¬ 
ported on the elbows and knees; the upper 
parts of the arms and the thighs are per¬ 
pendicular to the table, and the forehead 
rests on a firm pillow. The relaxed abdom¬ 
inal muscles permit the pelvic viscera to 
descend toward the diaphragm, and the 
rectosigmoid curve or flexure tends to 
straighten itself out, owing to gravity. 
This position is easily maintained as long 
as necessary and is much more comfort¬ 
able than the knee-shoulder position fre¬ 
quently used. The Sims position is usually 
employed for the extremely ill patient, the 
very elderly patient or the patient with 
ankylosis or arthritis of the extremities. 

Draping is very important. The sim¬ 
plest drape is a sheet, the upper margin 
of which encircles the buttocks just below 
the anus and is clamped in the midline 
over the spine. This covers the genitals 
and the feet, thus preventing contact by 
the examiner with the patient’s shoes. 
Special drapes with a circular opening are 
probably most convenient (Fig. 2). 

After the patient is placed in the proper 
position and draped, the sigmoidoscope is 
warmed by immersion in warm water, fol¬ 
lowed by generous lubrication with jelly. 
After the tip has been inserted to just be¬ 
yond the anorectal juncture, the obturator 
is withdrawn in order to allow the atmos¬ 
pheric air to enter and maintain patency 
of the bowel and also to allow for direct 
vision of the advancing scope at all times. 
Inability to pass the scope at the rectosig¬ 
moid may be due to spasm, a short meso- 
sigmoid, adhesions of the sigmoid, a stric¬ 
ture or a growth. The maneuvers neces¬ 
sary to pass the sigmoidoscope successfully 
beyond the rectosigmoid into the pelvic 
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just below the anus and is clamped in the midline 
over the spine. 

portion of the colon are described in stand¬ 
ard books on proctology.” Observations of 
the rectosigmoid regions are usually more 
accurate and more easily made while the 
tube is being withdrawn. Of course, the 
sigmoidoscope is never inserted blindly, 
and some observations of necessity are 
made during the actual insertion. A more 
accurate evaluation of the lower portion 
of the rectosigmoid, however, is made 
when the tube is being withdrawn. At this 
point the patient is usually very coopera¬ 
tive, knowing that the procedure is near 
an end. 

In addition to its use for routine asymp¬ 
tomatic examinations, we would urge the 
more frequent use of proctoscope for those 
patients whose symptoms are referable to 
the distal portion of the bowel or the lower 
part of the abdomen. It should always be 
done prior to a roentgen study of the lower 
part of the abdomen or of the lower por¬ 
tion of the bowel. In the latter instance, 
small polyps may be and are frequently 
missed by roentgen e.xamiriation even by 
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the air contrast technic. No roentgenolo¬ 
gist will state with any degree of certainty 
that the terminal 6 inches (15 cm.) of the 
large bowel is or is not normal, because of 
the overlying bony pelvis, which prevents 
close inspection of this area. Some au¬ 
thorities on the subject have been strong 
advocates of the rule that a barium enema 
should not be given unless a sigmoido- 
scopic examination has been completed or 
unless there are definite contraindications 
to such a procedure. In a group of cases 
studied by Cooper,® one or more small 
polyps were seen on proctosigmoidoscopic 
examination in 79 patients in whom no 
polyps could be demonstrated by thorough 
roentgen study. Cooper concluded that the 
lesion must be at least 1 cm. in diameter 
before it can be visualized roentgenolog- 
ically. Many roentgenologists believe that 


failure to demonstrate small polyps or 
small lesions by means of the roentgen ray 
can be attributed to certain blind areas 
that exist in the rectum and sigmoid dur¬ 
ing roentgen examination of this particu¬ 
lar area. It is assumed that these blind 
areas are caused by a peculiar redundancy 
of the rectosigmoid in some patients and 
because of the overlying bony pelvis. 

Swinton and Hare" reported the results 
of roentgen studies of the rectum and co¬ 
lon, including air contrast studies. Of 150 
patients, polyps were observed sigmoido- 
scopically in 15 cases but could be demon¬ 
strated roentgenographically in only 5. 
Swinton and Hare expressed the opinion 
that it is not possible at present, with the 
roentgen technics currently available, to 
diagnose many of the lesions occurring in 
the ampulla of the rectum or the rectosig- 
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moid area. This is also true in certain in¬ 
stances in which the lesions exist in the 
distal portion of the sigmoid. 

Bacon® reported a series of 29 cases of 
adenomatous polyps in children, occurring 
between the ages of 11 months and 11 
years. Twenty-one of these were observed 
sigmoidoscopically, and only 8 were dis¬ 
closed by barium enema followed by air 
insufflation or contrast technic. 


We are convinced, as are many others, 
that hemorrhoidectomy should never be 
done unless sigmoidoscopic examination 
has been performed in order to rule out 
pathologic change above the operative site. 
Yeoman stated that hemorrhoids “should 
never be treated until sigmoidoscopy has 
been done, as the incidence of rectal can¬ 
cer in 15 per cent of patients treated for 
hemorrhoids within the year of the cancer 
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is convincing.”*’ 

All patients who exhibit doubtful lesions 
in the pelvic organs should have routine 
sigmoidoscopic studies. There have been 
several instances in which symptoms con¬ 
tinued after pelvic procedures, and fur¬ 
ther checkup with the sigmoidoscope dis¬ 
closed carcinoma of the pelvic portion of 
the colon as the original cause of symp¬ 
toms. 

Another instance in which sigmoido¬ 
scopic study may be urgently indicated is 
the case of a patient complaining of low 
back pain. This pain may be the only 
symptom of a low-lying carcinoma of the 
colon or the rectum. One must always be 
ready to combine examination of the low¬ 
er part of the bowel with investigation of 
the spine. We do not wish to overempha¬ 
size the importance of a proctoscopic ex¬ 
amination and to minimize the value of 
roentgen study. However, it is important 
to do a proctoscopic examination first. 
Roentgen studies without proctoscopic aid 
create a false sense of security while an 
overlooked lesion in the lower 25 cm. of 
the colon maj'’ be progressing and may re¬ 
sult in destruction of the host. 

Essential instruments to supplement the 
proctosigmoidoscope are a long alligator 
forceps and a biopsy punch. An auxiliary 
magnifying lens for close inspection re¬ 
cently described by Tashin^® appears to be 
an additional useful adjunct, as this lens 
allows ample room for biopsy under the 
same magnification as the glass window. 

A very useful addition to our armamen¬ 
tarium has been a long aspirating 14-inch 
(35 cm.) aspirating steel suction rod we 
have adopted from Dr. Swinton at the La- 
hey Clinic. It has been extremely valuable 
in keeping the lower portion of the bowel 
dry of secretions and liquids with a mini¬ 
mum of effort. A Crane hospital aspirator 
is connected to a sink in the examining 
room, and the entire apparatus can be con¬ 
cealed in a box on the wall adjacent to the 


sink (Fig. 3). Such a suction rod can also 
serve to aspirate the smoke that accumu¬ 
lates during fulguration of the bases of 
polyps. 

CONCLUSIONS 

1. The authors emphasize the great im¬ 
portance of sigmoidoscopic study as a rou¬ 
tine procedure in detecting cancer of the 
rectum, which is the second most frequent 
malignant disease in the male and the 
fourth most frequent in the female. 

2. Roentgen examination is totally in¬ 
adequate for lesions of the tei'minal 5 to 6 
inches (12.5 to 15 cm.) of the lai-ge bowel. 

3. The common positions for sigmoido¬ 
scopic study are described and the advan¬ 
tages of each pointed out. 

4. Reference is made to the apparatus 
used by Dr. Swinton, which facilitates 
sigmoidoscopic study and does away quick¬ 
ly with disagreeable fecal odor and fecal 
water in the large bowel. 

5. In the study of low back pain and pel¬ 
vic pain, the sigmoidoscopic procedure is 
of paramount importance. 

ZUSAMMENFASSUNG 

1. Die Verfasser heben die grosse Be- 
deutung der sigmoidoskopischen Unter- 
suchung als routinemassiges Verfahren in 
der Erkennung des Mastdarmkrebses her- 
vor, der bei Mannern die zweithiiufigste 
bosartige Erkrankung darstellt und bei 
Frauen an vierter Stelle steht. 

2. Die Rontgenuntersuchung ist zur 
Entdeckung von Erkrankungen innerhalb 
der letzten 12,5 bis 15 Zentimeter des 
Dickdarms durchaus unzuverlassig. 

3. Die verschiedenen Korperlagen, in 
denen die Sigmoidoskopie ausgefiihrt wer- 
den kann, werden beschrieben, und die 
Vorteile der verschiedenen Positionen 
werden hervorgehoben. 

4. Es wil'd auf den von Swinton ange- 
wedenten Apparat hingewiessen, der die 
sigmoidoskopiche Untersuching erleichtert 
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und den unangenehmen Kotgeruch und 
den wasserigen Kotinhalt des Dickdarms 
beseitigt. 

5. Bei der Untersuchung von Schmer- 
zen im unteren Riickenabschnitt und im 
kleinen Becken ist die Sigmoidoskopie von 
ausserordentlicher Wichtigkeit. 

RIASSUNTO 

1. La sigmoidoscopia e un metodo di 
grande importanza che deve entrare come 
pratica abituale nella diagnosi di cancro 
del retto; questo tumore sta al secondo 
posto come frequenza fra i tumori maligni 
del sesso niaschile e al quarto fra quelli di 
sesso femminile. 

2. La radiologia e assolutamente insuf- 
ficiente per scoprire le lesiioni delgi ultimi 
12-15 cm. di intestine. 

3. Viene descritta la tecnica della sig¬ 
moidoscopia nelle varie posizioni, con i 
relativi vantaggi. 

4. Si accena aU’apparecchio usato dal 
Dr. Swinton, che facilita I’esame sigmoido- 
scopico allontanando le feci dall’intestino. 

5. La sigmoidoscopia e di capitale im¬ 
portanza anche nello studio dei dolori sac- 
rali e di quelli pelvici. 

RESUMEN 

Los autores senalan la gran utilidad del 
estudio sigmoidoscopico rutinario en el 
descubrimiento del cancer del recto; que 
es el padecimiento raaligno en segundo lu- 
gar por su frecuencia en el hombre y en 
cuarto lugar en la mujer. 

2. El examen roentgenologico es com- 
pletamente inadecuado para las lesiones 
de colon terminal a 12.5 o 15 cm. de la 
morgen del ano. 

3. Se describen las posiciones mas fre- 
cuentes en los estudios sigmoidoscopicos y 
sus ventajas. 

4. Se hace referenda al aparato del Dr. 
Swinton que facilita el estudio sigmoido¬ 
scopico y elimina rapidamente el olor y 
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agua fecales tan desagradables. 

5. En el estudio del dolar lumbar y del 
dolor pelvico, la sigmoidoscopia es de gran 
importancia. 

SUMARIO 

1. Os autores salientam a importancia 
do estudo sigmoidoscopico como processo 
de rotina para a pesquiza do cancer do 
reto, que constitui a segunda afeccao ma¬ 
ligna em freqiiencia no homen e a quarta 
na mulher. 

2. 0 exame radiograflco e inteiramente 
inadequado para lesoes dos 12 a 15 cm. 
terminals do intestino grosso. 

3. As posigoes comuns para o estudo sig- 
moidoscdpico sao descritas e suas vanta- 
gens indicadas. 

4. E citado o aparelho usado pelo Dr. 
Swinton, o qual facilita o estudo sigmoido¬ 
scopico e rapidamente elimina o desagra- 
davel odor fecal e agua fecal do intestino 
grosso. 

5. A investigagao sigmoidoscopica e de 
maxima importancia no estudo das d6res 
lombares e p^lvicas. 

RESUMfi 

1. Les auteurs insistent sur Timpor- 
tance de Texamen proctosigmoidoscopique 
comme procedure commune pour decouv- 
rir le cancer du rectum qui prend la se- 
conde place de frequence parmi les mala- 
dignes des hommes et la quatrieme place 
parmi les femmes. 

2. L’examen des rayons-a est absolument 
insuflisant pour decouvrir les lesions des 
derniers 12.5 a 15 cm. du gros intestin. 

3. Les differentes positions pour Tex- 
amen sigmoidoscopique sont decrites et 
leurs advantages son expUquees. 

4. L’instrument du Dr. Sinton est re- 
commande, qui fait Texamen sigmoido¬ 
scopique facile et enleve en vitesse I'otleur 
desagreable et I’eau fecale du gr ^ ‘ tes- 
tin. 
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5. Dans I’etude des douleurs du bas du 
dos et du bassin la procedure sigmoido- 
scopique est d’une importance extraordi¬ 
naire. 
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We 

crowing 


think our civilization near its meridian, but we are yet only at the cock- 
and the morning star. 

—Emerson 


How can we expect a liarvest of thought who have not had a seed-time of 
character? 


—Thoreau 
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A Method for Control of Anorectal Hemorrhage 

GEORGE R. MARSHALL, M.D.. F.I.C.S., D.A.B. (Proctology), F.A.P.S. 

SEATTLE, WASHINGTON 


ANORECTAL hemorrhage may occur 
/LX at very inopportune times and 
^ places—in the home, in the hospital 

and at midnight when it is difficult to as¬ 
semble the operating room staff. Further¬ 
more, postoperative bleeding is one of the 
chief complications of anorectal surgical 
procedures. Hemorrhage occurring within 
the first few hours after an anorectal op¬ 
eration is almost always due to active 
bleeding from one or more small marginal 
vessels or from vessels of one of the typi¬ 
cal internal quadrants of the anorectum. 
Such bleeding usually saturates the dress¬ 
ings, and it is important that these be in¬ 
spected frequently during the immediate 
postoperative period. 

Bleeding of this type can be serious. In 
the past it has been necessary to return 
the patient to the operating room, to re¬ 
peat the anesthesia and to insert a gauze 
pack into the rectum through an anoscope 
or identify the bleeding point and ligate 
it. This is disturbing to everyone, and 
most of all to the patient. Having faced 
this problem on a number of occasions, I 
devised a simpler method for the manage¬ 
ment of such bleeding. The results of its 
use have been gratifying. 

A 16 F Bardex* urethral catheter with 
a 30 cc. balloon is lubricated and inserted 
into the rectal ampulla for a distance of 
about 4 inches (10 cm.). The balloon is 
inflated with either air or water by means 
of a Davol infant rectal syringe of 1 ounce 
capacity.** The inflation tube is clamped 
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off with a disposable V-Clipj as shown in 
Fig. 1. Downward traction is made upon 
the catheter so that pressure is exerted 
above the anorectal ring, and the catheter 
is taped to the buttock. Counterpressure 
from below is exerted by means of a peri¬ 
neal pad and T-binder (Fig. 2). The prin¬ 
ciple is similar to the Buie or Burrows 
gauze hemorrhage pack.* The catheter 
method, however, does not require inser¬ 
tion via an anoscope; its passage and in¬ 
flation are simple and can be done by the 
intern or the nurse. Return to the oper¬ 
ating room and reanesthetization are not 
required. 

The patency of the catheter permits the 
escape of gas or blood; the amount of fur- 



I 


Fig. 1.—Inflated catheter with bulb syringe and 
V Clip. The author prefers to use an infant rec» 
tal sjringe of 30 cc. capacity because it is much 
easier to manipulate than a glass syringe. 
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Fig. 2.—Catheter inserted and downward trac¬ 
tion applied and maintained by means of adhesive 
tape. 



Fig. 3.—Counterpressure applied by means of a 
perineal pad and an elastic T bindei'. 


ther bleeding thus can be observed if it 
occurs, permitting one to plan a transfu¬ 
sion if required. The procedure is atrau¬ 
matic, and the balloon is well tolerated by 
the patient. There is no stimulation of the 
bowel movement reflex, because the rectum 
is decompressed through the catheter. 
Should the catheter be blocked by feces, it 
may be cleared by means of gentle irriga¬ 
tion with a little water or air. Ordinarily, 
the balloon is deflated and the catheter 
slipped out in twenty-four hours. 


The balloon method has been used effec¬ 
tively for the control of vesical and eso¬ 
phageal hemorrhage. Its use is indicated 
for hemorrhage complicating hemorrhoid¬ 
ectomy, fistulectomy, fistulotomy, the in¬ 
jection treatment of internal hemorrhoids 
and other anorectal procedures. 

SUMMARY 

A simple, practical method of control¬ 
ling anorectal hemorrhage, especially of 
the postoperative type, is described. It 
utilizes a balloon catheter with traction 
and counterpressure. 

RESUME 

Une methode simple et pratique pour 
aiTeter les hemorrhagies anorectales, spe- 
cialement celles qui apparaissent apres 
une operation est decrite. La methode se 
sert d’un catheter ballon avec traction et 
contrepression. 

SUMARIO 

E apresentado um metodo simples e 
pratico para o controle da hemorragia ano¬ 
rectal, especialmente a que se da no pos- 
operatorio. 0 metodo compreende a utili- 
zaqao de um cateter com balao, com traqao 
e contra-pressao. 

RESUMEN 

Se describe un metodo simple y practice 
que se presenta particularmente despues 
de la operacion. El metodo se realiza con 
una sonda balonada con traccion y presion. 

ZUSAMMENFASSUNG 

Es wil’d ein einfaches praktisches Ver- 
fahren zur Stillung anorektaler besonders 
nach Operationen auftretender Blutungen 
beschrieben. Die Methode beruht auf der 
Anwendung eines Ballonkatheters, der 
durch Zug und Gegendruck wirkt. 
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RIASSUNTO 

Viene descritto un metodo pratico per 
dominare le emorragie anorettali, e in 
particolare quella post-operatorie. II me¬ 
todo consiste nelVimpiego di un catetere a 


palla con trazione e controtrazione. 
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The genius of humanity is the right point of view of history. The qualities 
abide; the men who exhibit them have now more, now less, anti pass away; the 
qualities remain on another brow. No experience is more familiar. Once you saw 
phoenixes: they are gone; tlie world is not therefore disenchanted. The vessels on 
which you read sacred emblems turn out to be common pottery; but the sense of 
the pictures is sacred, and you may still read them transferred to the w'alls of the 
world. For a time our teachers serve us personally, as metres or milestones of 
progress. Once they were angels of knowledge and their figures touched the sky. 
Then we drew near, saw llieir means, culture and limits; and they yielded their 
place to other geniuses. Happy, if a few names remain so high that we have not 
been able to read them nearer, and age and comparison have not robbed them of 
a ray. But at last we sliall cease to look in men for completeness, and shall content 
ourselves with their social and delegated quality. All that respects the individual 
is temporary and prospective, like the individual himself, wlio is ascending out of 
his limits into a calliolic existence. We have never come at the true and best benefit 
of any genius so long as we believe him an original force. In the moment when he 
ceases to help us as a cause, he begins to help us more as an effect. Then he appears 
as an exponent of a vaster mind and will. The opaque self becomes transparent with 
the light of the First Cause. 

Yet, within the limits of human education and agency, w’e may say great men 
exist that there may be greater men. The desiny of organized nature is ameliora¬ 
tion, and W'ho can tell its limit? It is for man to tame the chaos; on every side, 
whilst he lives, to scatter the seeds of science and of song, that climate, corn, animals, 
men, may be milder, and the germs of love and benefit may be multiplied. 

—Emerson 
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Primary Tuberculosis of the Stomach 
Associated with Intestinal Pneumatosis 

NIHAT DORKEN, M.D., F.I.C.S. 

ISTANBUL, TURKEY 


P RIMARY tuberculosis of the stomach 
is rarelj^ encountered except during 
the remissions of its evolution, when 
gastrointestinal manifestations may be 
observed, apparently due to secondary gas¬ 
tric tuberculosis resulting from tubercu¬ 
losis of an adjacent organ. Primary tuber¬ 
culosis of the stomach is unusual. For a 
long time its very existence was regarded 
as doubtful, but many reported observa¬ 
tions have eliminated this doubt. Clanbitt 
has observed tuberculosis of the stomach 
in 48 of 12,000 necropsies (0.4 per cent). 
Goode observed 0.2 per cent in 71,874 
necropsies. In the Mayo clinic the inci¬ 
dence rate recorded in 7,416 gastric opera¬ 
tions was 0.35 per cent. 

In the presence of pulmonary tubercu¬ 
losis, bacilli can be detected in the gastric 
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Fig. 1.—Noinial roentgenogram taken initially in 
case of F. G. (see text). 


juice in almost eveiT case. Nevertheless 
it is difficult to understand the low inci¬ 
dence of tuberculosis localized to the stom¬ 
ach. These authors expressed the opinion 
that tuberculous infection is disseminated 
by the blood stream, for the Koch bacillus, 
being acid-resistant, can survive exposure 
to the gastric juice. 

Tuberculosis of the stomach can be di¬ 
vided into two main types, primary infec¬ 
tion and secondary infection. In the sec¬ 
ondary type, in addition to infection of the 
stomach, the lungs, peritoneum, bone and 
joints are usually involved. This type of 
tuberculosis may be either acute or sub¬ 
acute. 

In the case here reported, primary tu¬ 
berculosis of the stomach was not associ¬ 
ated with lesions of other parts of the 
body. The condition occurs predominantly 
in young adults. My patient was 25 years 
old. Chiray and his colleagues have ex¬ 
pressed the conviction that in such cases 
the site of primary inoculation is the 
stomach. 

Arloing and Lee have observed in their 
experimental woi'k that intravenous injec¬ 
tion of the bacillus caused the ulcerative 
t 5 '-pe of tuberculous lesion in the stomach. 
It can be deduced from this experience 
that involvement occurs in a circulatory 
system. The same authors have found the 
toxins as effective as the bacillus itself. 
They have noted that injection of the tox¬ 
ins also was followed by the ulcerative 
type of gastric tuberculosis. 

As a matter of fact, the pathogenesis of 
gastric tuberculosis has not yet been de- 
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termined. It is assumed that in the great 
majority of cases the pathologic agents are 
carried by the blood stream, though in 
some instances they may be carried by the 
lymphatics. Unfortunately, there are no 
pathognomonic signs in the clinical picture 
of gastric tuberculosis. In some cases it 
stimulates carcinoma of the stomach. In 
some others, as in the case here reported, 
the signs are due to pyloric stenosis. The 
clinical diagnosis is most difficult. 

Again, as in this case, the diagnosis can 
be understood only on the basis of his¬ 
tologic examination. In this instance the 
gastric tuberculosis was associated with 
intestinal pneumatosis, and for this reason 
it is doubly interesting. As is well known, 
intestinal pneumatosis is characterized by 
gas-containing multiple cysts located in 
the mesentery and in the intestinal walls. 
Many theories have been set forth to ex¬ 
plain this pathologic picture. Some au¬ 
thors accept it, hut others do not. 

It has been shown by the experimental 
studies that, if tension in the alimentary 
tract is elevated, gas can pass through the 
intestinal walls. As a rule intestinal pneu¬ 
matosis is associated with gastric ulcer, 
pyloric stenosis or tuberculosis of the 





Fig. 2.—Normal roentgenogram of lungs in case 
of patient F. G. (sec text). 



Fig- 3.—Photograph taken at laparotomy, reveal¬ 
ing small intestine and mesentery covered with 
pneumatoid masses. 



Fig, 4,—Resected stomach. Both macroscopically 
and microscopically the specimen confirmed the 
diagnosis of tuberculosis (see text). 


stomach; in this case there was pyloric 
stenosis. In Yenerman's opinion, the py¬ 
lorus in a case of organic pyloric stenosis 
can he completely occluded by some spastic 
mechanism, and this causes the accumula¬ 
tion of secretions in the stomach. If the 
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Fig. 5.—Photograph of F. G. seven months after 
the operation, at which time no signs of recui-- 
rence were evident. 


spasm that keeps the pylorus occluded re¬ 
duces the secretions of gastric juice, the 
intestines are rapidly drained, and, as a 
result, gas in the intestines is under pres¬ 
sure and is forced to leave the intestinal 
tract. The same author has proved his 
thesis by his experimental studies. 

REPORT OF CASE 

F. G., a man 25 years old, came to the clinic 
complaining of loss of weight, distention of 
the epigastrium and vomiting. These com¬ 
plaints had started three yeai’s earlier, with 
slight and nonperiodic pain. No abnormalities 
could be observed on roentgen examination 
(Fig. 1). Two years after onset of the initial 
symptoms the pain and distention increased. 
An appendectomy was performed, but vomit¬ 
ing and loss of weight continued to increase. 
No hematemesis or melena had been observed. 
No pathologic changes were observed in 
roentgenograms of the lungs (Fig. 2). The 
liver and spleen could not be palpated. 
Roentgen examination showed that the stom¬ 
ach was below the iliac spine, and no defect 
was obsei'ved. The Wassermann and Kahn re¬ 
actions were negative. The ei-ythrocyte count 
was 3,600,000 per cubic millimeter of blood, 
with 75 per cent hemoglobin. The leukocyte 


count was 7,200 per cubic millimeter. Exami¬ 
nation of the urine showed no pathologic 
change. 

The patient was operated on for pyloric 
stenosis on March 4, 1951. Laparotomy was 
performed through a supraumbilical medial 
incision. When the peritoneum was opened, 
the small intestine and the mesentery were 
covered with pneumatoid masses varying in 
size (Fig. 3). The stomach was pushed back 
by these masses. On exploration of the stom¬ 
ach it was observed that the pylorus was 
almost completely obstructed. There wei’e no 
signs of cicatrization due to peptic ulceration. 
Gastrectomy by Billroth’s technic was per¬ 
formed. Microscopic and macroscopic ex¬ 
amination of the stomach confirmed the diag¬ 
nosis of tuberculosis (Fig. 4). The b'mph 
nodules removed with the stomach showed 
tuberculous pathologic changes. 

No complication appeared during the post¬ 
operative stage, and the patient left the clinic 
fourteen days later, in good condition. He was 
examined seven months after the operation, 
and there was no sign of the svmptoms. He 
had gained 13 Kg. in weight (Fig. 5). 


SUMMARY 

A case of primary tuberculosis of the 
stomach associated with intestinal pneu¬ 
matosis is reported. The rarity of the con¬ 
dition and the difficulty of clinical diag¬ 
nosis of diseases of the stomach are 
considered adequate reasons for reporting 
the case. 


ZUSAMMENFASSUNG 

Es wird ein Fall von mit Pneumatose 
des Darmes vergesellschafteter primarer 
Magentuberkulose berichtet. Die Selten- 
heit der Erkrankung und die Schwierig- 
keiten klinischer Erkennung von Magen- 
krankheiten lassen die Veroffentlichung 
des Falles als hinreichend gerechtfertigt 
erscheinen. 


SUMARIO 

E apresentado um caso de tuberculose 
primaria do estomago, associada a pneu¬ 
matose intestinal. A raridade desta afec- 
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gao e a dificuldade do diagnostico cimico 
das molestias do estomago sao considera- 
das razoes suficientes para a apresenta$ao 
do caso. 

RIASSUNTO 

Vienne descritto un caso di tubercolosi 
primitiva dello stomaco associata a pneu- 
matosi intestinale. La rarita dell’afFezione 
e la difRcolta della diagnosi clinica giusti- 


ficano la segnalazione di questo nuovo caso. 

RESUME 

Un cas de tuberculoase primaire de Tes- 
tomac, associee a une pneumatose intes- 
tinale, est rapporte. On considere que la 
rarete de cet etat et la difficulte du diag¬ 
nostic Clinique sont des raisons suffisantes 
pour rapporter le cas. 


. . , Aversion to noise I shall explain as follows: If you cut up a large diamond 
into little bits, it will entirely lose the value it had as a whole; and an army divided 
up into small bodies of soldiers, loses all its strength. So a great intellect sinks to 
the level of an ordinary one, as soon as it is interrupted and disturbed, its attention 
distracted and drawn off from the matter in hand: for its superiority depends upon 
its power of concentration—of bringing all its strength to bear upon one theme, 
in the same way as a concave mirror collects into one point all the rays of light that 
strike upon it. Noisy interruption is a hindrance to this concentration. That is uhy 
distinguished minds have always shown such an extreme dislike to disturbance in 
any form, as something that breaks in upon and distracts their thoughts. Above all 
have they been averse to that violent interruption that comes from noise. Ordinary 
people are not much put out by anylliing of the sort. The most sensible and 
intelligent of all nations in Europe lays dowm the rule, Never Interrupt! as 
the eleventh commandment. Noise is the most impertinent of all forms of inlerrup* 
lion. It is not only an interruption, but also a disruption of thought. Of course, 
where there is nothing to interrupt, noise will not be so particularly painful. Oc¬ 
casionally it happens that some slight but constant noise continues to bother and 
distract me for a time before I become distinctly conscious of it. All I feel is a 
steady increase in the labor of thinking—just as though I were trying to walk with 
a weight on my foot. At last I find out what it is. 

—Schopenhauer 
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The Surgical Treatment of Pilonidal Disease 

KARL ZIMMERMAN, B.S., M.D., F.A.C.S., F.I.C.S.* 

PITTSBURGH, PENNSYLVANIA 


T he surgical treatment of pilonidal 
cysts and sinuses has always been a 
controversial subject. Every conceiv¬ 
able method of closing or partially closing 
pilonidal wounds has been tried and re¬ 
ported. The height of interest in pilonidal 
disease was probably reached during the 
second and third j’-ears of the second World 
War, because of the large number of pa¬ 
tients with this condition who were being 
treated in Armed Service hospitals. At 
the San Antonio Aviation Cadet Center 
Regional Hospital during 1943 and 1944, 
there were several times when 50 patients 
with pilonidal disease were being treated 
at one time. This concentration of cases 
gave excellent opportunity for the study 
of surgical procedures. It was during this 
period that the present method of treat¬ 
ment was evolved. 

None of the methods used up to that 
time seemed satisfactory. If the wounds 
were closed, there were about 12 per cent 
of known recurrences. If they were left 
open after a wide excision, a period vary¬ 
ing from two to six months was required 
for healing. In search of a better opera¬ 
tive procedure for this condition, it was 
decided to review the anatomic, pathologic 
and bacteriologic factors and the surgical 
principles involved. This review was not 
verj’’ revealing. Nothing anatomically dif¬ 
ferent was observed in the sacrococcygeal 
region. The bacteria observed in the cysts 
were the same as those usually found on 
the skin. Pathologic sections showed that 
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the congenital sinus tracts and varying 
amounts of the cyst cavities were lined 
with stratified squamous epithelium, while 
the remaining wall was chronic inflamma¬ 
tory tissue. 

One of the basic principles accepted at 
that time was that all of the cyst and sinus 
must be removed or the wound would not 
heal because epithelium was left in the 
granulations. This was questioned. Why 
remove all the cyst if it is lined with strati¬ 
fied squamous epithelium? Why not leave 
the epithelial lining of the bottom of the 
cyst in place; remove the top, and allow 
the stratified squamous epithelium of the 
cyst to join that of the skin? This might 
leave some deformity, but it would cer¬ 
tainly free the patient of symptoms. The 
difficulty with this reasoning was that not 
one of my pathologic sections showed a 
pilonidal cyst cavity completely lined with 
epithelium. 

Another condition that demanded atten¬ 
tion was the presence of foreign bodies in 
infected wounds. Most war wounds have 
foreign material in them. Flying metal 
carries clothing and dirt into the wounds 
and infects them. These infected wounds 
do not heal until the foreign material is 
removed. The same principle applies to 
the use of nonabsorbable sutures. If the 
wound in which nonabsorbable sutures 
have been used becomes infected, it will 
not heal until the sutures involved are re¬ 
moved. About one-half of pilonidal cysts 
contain hair, and all of them must cer¬ 
tainly contain sloughed-off cornified epi¬ 
thelium. 

With these two principles in mind, it 
was decided to unroof a few pilonidal 
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Treatment of pilonidal disease. A, preoperative photograph. B, probe in congenital sinus. C, over- 
lying tissue separated. D, tract wped clean. epinephrine cotton in place. F, photograph taken 
four days after the operation. G, H and I, photographs taken respectively seventeen, eighteen and 
Uventy-two days after the operation. 

cysts, wipe out the cavities with gauze and could be differentiated easily from the 
watch the healing. Each wound was ex- granulations of the rest of the wound by 
amined every day. Areas of epithelium gross examination. The chronically in- 
remaining in the sinuses or cyst cavities flamed tissue became clean, firm, healthy 
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granulation tissue in a week to ten days. 
When these granulations were healthy and 
had partially filled the defect, epithelium 
from both the pilonidal cyst and the skin 
began to cover them. Occasionally an area 
in the wound would not heal as usual. The 
granulations would remain dirty and soft, 
and there would be an excess amount of 
drainage. When this condition was pres¬ 
ent, the area was probed for the presence 
of a tract that had been missed. If such a 
tract was found, the tissue over it was in¬ 
cised and the cavity wiped clean with 
gauze. When no tract was found, the area 
was wiped clean or cauterized bj’’ electric 
coagulation or stick silver nitrate. Coag¬ 
ulation was used in these cases in the ex¬ 
pectation that any foreign material would 
come away with the slough. While more 
information about the healing of these 
wounds was being accumulated, less and 
less of the roof was removed, until the 
present method was evolved. 

The surgical procedure now used is the 
outcome of these observations, and is a 
simple one. Local, spinal or general anes¬ 
thesia may be employed. A probe is passed 
into the opening or openings to the cyst. 
Whether the openings are the congenital 
ones of the sinus tracts or openings ac¬ 
quired because of infection makes no dif¬ 
ference. All openings are probed and the 
overlying tissue divided. Overhanging tis¬ 
sue is lifted up, and the linings of the cyst 
and sinuses are wiped clean with gauze. 
The lining is then explored for any side 
tracts, and the area around the incisions 
is palpated for induration that might in¬ 
dicate another tract. If one is found, it is 
unroofed in the same manner as the pre¬ 
vious ones. The only time any tissue is re¬ 
moved is when the cavity is small but deep 
and there is danger that the top of the 
wound will close over before it is filled 
with granulations. In these instances-the 
outer edges of the wound are cut away so 
as to “saucerize” it. Bleeding points are 


not tied, but only clamped, until the oper¬ 
ation is finished. At this time the clamps 
are removed, and a piece of gauze satu¬ 
rated with 1:5000 epinephrine solution is 
inserted into the wound. A pressure dress¬ 
ing is then applied. 

After six hours the pressure dressing is 
removed, and wet dressings of boric acid 
or saline solution are placed over the epi¬ 
nephrine gauze. The next day the epineph¬ 
rine-saturated gauze is removed and the 
wet dressings continued. If there is bleed¬ 
ing, another epinephrine-saturated piece 
of gauze is inserted. If not, the patient is 
discharged on the second postoperative 
day and returns to the office daily for in¬ 
spection and dressings. Wet dressings are 
continued at home until the wound is free 
from gross signs of infection and the 
granulations are healthy. This requires 
from eight to ten days. When this degree 
of healing is reached, the wet dressings 
are replaced by dressings of a water-solu¬ 
ble preparation such as Furacin, and the 
wound is examined every two or three 
days. 

This method has now been used in my 
service in more than 500 cases. The aver¬ 
age time required for complete epitheliza- 
tion is twenty-three days. The known re¬ 
currence rate is less than 2 per cent. 

Since this method is contraiy to the long 
accepted principle that all the lining of 
pilonidal cysts must be removed if they 
are to heal, some pictures of the surgical 
procedure and the healing are presented. 

SUMMARY 

A simple and effective surgical method 
of treating pilonidal disease is presented. 
Although this method has been used suc¬ 
cessfully in more than 500 cases, it contro¬ 
verts the long-accepted belief that all the 
lining of a pilonidal cyst must be removed 
if a cure is to be expected. 

Photographs are presented to substan¬ 
tiate the statements made. 
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ZUSAMMENFASSUNG 

Der Verfasser beschreibt eine Methode 
der Behandlung pilonidaler Zysten, bei der 
weniger als zwei Prozent Riickfalle beo- 
bachtet werden. Das Verfahren erfordert 
nicht, wie allgemein empfohlen wird, eine 
vollige Entfernung der Zyste. Zur volligen 
Epithelisierung sind im Durchschnitt 23 
Tage erforderlich. 

RfiSUMfi 

L’auteur presente une methode de 
traitement des cystes pilonidales avec 
moins de 2% de recidives. Elle ne de- 
mande pas I’enlievement total de la cyste 
comme c’est recommande en general. Le 
temps moyen pour I’epithelisation com¬ 
plete est 23 jours. 

RIASSUNTO 

L’autore presenta un metodo di cura 
delle cisti sacrococcigee che consente una 


riduzione delle recidive a meno del 2%. 
Tale metodo non comporta Tasportazione 
totale della cisti come di solito si racco- 
manda. II tempo medio necessario per la 
complete epitelizzazione e di 23 giorni. 

RESUMEN 

El autor presenta un metodo para tratar 
los quistes pilonidales, que se conoce re- 
cidivan en menos de dos por ciento. No 
extirpa completamente al quiste como se 
recomienda comunmente. El tiempo pro- 
medio que se requiere para la epitelizacion 
completa es de veintitres dias. 

SUMARIO 

0 autor apresenta um metodo de trata- 
mento dos cistos pilonidais, com recidiva 
corhecida de menos de 2%, que nao im- 
plica na retirada de todo o cisto, conforme 
em geral e recomendado. 0 tempo medio 
necessario para a epitelizagao completa 4 
de 23 dias. 


The one outstanding thing which science cannot do is to control human beings. 
It has discovered no secret whereby greed, cruelty and lust can be exorcised. It lias 
not abolished fear. When it has done its utmost to make life comfortable, easy and 
well ordered, the deeper hungers of human beings remain unsatisfied—the hunger 
for love and the hunger for spiritual life. 


—Gray 



Experimental Studies on the Ideal Fabric for 

Plaster of Paris Casts 

GASTAO D. VELLOSO, M.D., F.I.C.S * 

RIO DE JANEIRO, BRAZIL 


P LASTER of paris is accepted the 
world over as a standard material 
for making casts for the retention of 
fractured bones and for various correc¬ 
tive orthopedic procedures. The most con¬ 
venient means of applying plaster of pai'is 
to a patient is by bandages impregnated 
with the material. The investigation re¬ 
ported in this paper was prompted by the 
wide divergence of opinions with regard 
to the fabrics used to contain the plaster. 

Luck (1944) pointed out that the final 
quality of a plaster cast is determined 
more by the technic of applying the plas¬ 
ter bandages than by any other single fac¬ 
tor. In spite of this investigation, almost 
every gi’oup of orthopedic surgeons has a 
preference in materials that apparently 
has been determined bj* custom rather 
than by the results of scientific tests. 

As far as the plaster itself is concerned, 
several papers have dealt with the size 
of the grain and the factors and mecha¬ 
nism of setting. On the other hand, little 
attention has been directed toward the 
gauze or crinoline used to support the plas¬ 
ter on the bandages. IMathysen (cited by 
IMonro, 1935) even avoided starched fab¬ 
rics altogether. ]\Iost specialists contend 
that a starchless gauze does not provide 
sufficient “skeleton” to allow the bandage 
and plaster to become uniformly wet. Ta¬ 
ble 1 summarizes current opinions about 
this problem. 
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Another point of variability relates to 
the number of meshes per square centi¬ 
meter of the fabric. Different sizes of plas¬ 
ter grain would appear to be related to the 
requirements for construction of the fab¬ 
ric, except that the plaster grain varies 
within narrow limits. Table 2 summarizes 
recommendations on construction of the 
gauze mesh. 

The purpose of this paper is to find out 
how far the conclusions drawn from every¬ 
day work in the plaster-room agree with 
the results of some standardized mechan¬ 
ical tests on cjdinders prepared with the 
same plaster of paris but with various 
types of fabric, both starched and un¬ 
starched. 

The experiments dealt with eleven types 
of gauze and crinoline. 

Experiments. — The data recorded on 
the experiments have no direct bearing on 
clinical use; they are given as a record of 
the experimental conditions. Therefore, it 
should be clear that I do not imply that it 


Table 1 .—Game Preferred by Vario7ts Authors 

Mathvsen (1854) . 

Rtarp.hlpss 

Eoffa (1900) . ’. 


Eedard' (1907) . 

.starched 

Serra (1923) . 

Calot (1926) . 

Matti (1934) . 

.Starched 

.Starched 

■Starched or starchless 

Hass (i934) . 

Ducroquet (1937) . 

..Starched 

Starched 

Campbell (1939) . 

McLin (1940) . 

Schneck (1942) . 

Key, Con-vrell (1942). 

Dickson, Lee, Speed (1943) 

Geckeler (1944) . 

Quigley (1945) . 

Watson-Jones (1945) 

.Starched 

.Starched 

.Starchless 

.Starched 

.Starched 

.Starched 

Starched or starchless 
Starchless 

Zucchi (1945) .. 

.Starched 
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Types of gauze and crinoline (sq. cm.) commercially available in Brazil (see text). 
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Table 2.— Mesh Preferred by Various Authors 

HofFa (1900).Fine mesh 

Eedard (1907) .Fine mesh 

Serra (1923).9 threads (sq. cm.) 

Calot (1926).7 or 8 threads (sq. cm.) 

Speed (1935) .Wide mesh 

McLin (1940).28 by 32 (sq. in.)=^ 

McCauley (1940).Preferably 28 by 32 

(sq. in.)*; 24 by 28 also good** 

Schneck (1942) .Wide mesh 

Key, Conivell (1942). 

.24 to 20 meshes (sq. in.),t or even Mured 

Dickson, Lee, Speed (1943)....32 meshes (sq. in.) 

Geckeler (1944).32 to 28 threads (sq. in.) 

Quigley (1945).24 meshes (sq. in.) 

Watson-Jones (1945).Wide mesh 

Zucchi (1945).9 or 10 threads (sq. cm.) 


*About 11 by 13 meshes (sq. cm.) 

**About 10 by 11 meshes (sq. cm.) 
tAbout 10 by 8 meshes (sq. cm.) 

is necessary to have standard conditions 
of temperature and time of soaking in the 
practical application of plaster casts to pa¬ 
tients. 

With minor differences the technic was 
the same as that employed by Luck (1944) 
for his studies on the “critical point,” the 
effect on the cast of soaking the bandages 
in water at different temperatures, etc. 
According to Luck, the result of a com¬ 
pression-test was considered the most re¬ 
liable indication of the strength of the 
plaster-fabric combination. 

Various ti’pes of fabric commercially 
available in Brazil (see illustration) were 
cut into strips 450 cm. long and 10 cm. 
wide. The plaster bandages were hand¬ 
made by the same person. Any bandage 
made of the same fabric was rejected if it 
presented a weight variance above 3 per 
cent. The plaster of paris Avas of the type 
that has been in satisfactory use for clin¬ 
ical purposes at this hospital for a long 
time. The plaster was uniform and came 
from the same box. It sets in about ten 
minutes, under the conditions of the fairly 
stable climate here. 

The plaster bandages were immersed for 
four minutes in a basin containing 4 liters 
of water at 30 degrees Centigrade. The 
excess water was squeezed out of the ban¬ 
dages by light manual compression at the 


ends. Each Avas then rolled on a three- 
piece cylindric Avooden form. Each plaster 
cjdinder AA'as made of three plaster ban¬ 
dages rolled evenly. After the ends had 
been saAved square and polished they Avere 
15 cm. long and 12.5 cm. in internal diam¬ 
eter. The Aveight of the cjdinders vai’ied, 
because all types of fabric did not hold the 
same amount of plaster of paris. The 
cylinders Avere dried for seven days at 
room temperature before testing. 

The longitudinal compression tests were 
made AAuth an Amsler press of 100 tons, 
of the type used by engineers to measure 
the compression resistanc:. of materials in 
the construction industrjL 

Results. — The results are presented in 
Table 3. Figures indicating the percent¬ 
age of the ingredients are tabulated, and 
the Aveight of the cylinders as Avell. The 
Aveight should indicate the relation be- 
tAveen plaster mass and compression re¬ 
sistance. The “index” expresses the calcu¬ 
lated resistance of 1 Gm. of the plaster- 
fabric combination under the conditions 
of the experiment. The resistance read¬ 
ings obtained Avere the average of at least 
tAVo experiments for each kind of fabric. 

It is interesting to obserA’^e that crino¬ 
line No. 10 gaA'^e the loAvest resistance. This 
AA’as the only fabric employed in the ex- 


Table 3. — Experimental Results 

JU 

Stnrch 

•5? 

S U 

V 

ll 

C ^ 

® fct 

II 

>> 

£ 

*.4 

® 05 

b. 

^.5 

O 

c 

e; 

s 

*5 vt 
& t( 
CiW 

Index 

1 

No 

8x5 

93^1 

345 

562 

1:62 

2 

No 

10.x7 

91^0 

338 

650 

1:92 

3 

No 

11x8 

90% 

458 

925 

2:16 

4 

No 

11x8 

85% 

377 

641 

1:70 

5 

No 

12.x9 

86% 

450 

716 

1:59 

6 

No 

15x13 

84% 

387 

800 

2:11 

7 

451'c 

10.x7 

89% 

513 

1633 

3:18 

8 

Yes 

11x8 

87% 

415 

1666 

4:01 

9 

28‘ro 

12x9 

86% 

547 

1566 

2:86 

10 

Yes 

12x10 

78% 

554 

290 

0:52 

11 

Yes 

15x11 

84% 

437 

1450 

3:31 
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periments that was generally used in 
clothing manufacture. Since it was very 
heavily starched, this observation corrob¬ 
orates an opinion previously expressed by 
Mathysen, that such fabrics are not suit¬ 
able for medical use. 

There was a very clear-cut difference 
between starched and unstarched fabrics. 
Starchless fabric makes a plaster cast that 
is not as strong for a given weight as is a 
similar cast of starched fabric. 

The variation of resistance of cylinders 
of fabric of a given type — starched or 
starchless •— is not proportionate to the 
percentage of plaster in the plaster ban¬ 
dage, nor does the resistance increase with 
the number of threads to the square centi¬ 
meter. The results of the tests indicate 
clearly that a starched fabric 11 by 8 
threads to the square centimeter makes 
the strongest experimental cylinders. 

In a separate series of experiments, sev¬ 
eral types of fabric alone were tested for 
traction-resistance on a Goodbrand ap¬ 
paratus. No relation could be found be¬ 
tween the traction resistance alone and the 
compression resistance of the plaster-fab¬ 
ric combination. 

SUMMARY 

The author reports certain experimen¬ 
tal studies of his own, performed in the 
attempt to discover the ideal fabric for 
plaster of paris casts. The results obtained 
are tabulated. Starched and unstarched 
fabrics were compared. It was observed 
that starchless fabric makes a plaster cast 
that is less strong (for a given weight) 
than does starched fabric. The strongest 
experimental cylinders were made of a 
starched fabric with 11 by 8 threads to the 
square centimeter. 

SUMARIO 

0 autor apresenta seus estudos experi- 
mentais feitos com o objetivo de descobrir 
o tecido ideal para aparelhos gessados. Os 


resultados obtidos sao apresentados em 
quadros. Sao comparados tecidos amida- 
dos e nao amidados. Foi observado que o 
tecido amidado resulta num aparelho me- 
nos resistente (para um dado peso) do 
que 0 amidado. Os cilindros experimentais 
mais fortes foram feitos com tecido ami¬ 
dado com 11 por 8 fios por centimetre 
quadrado. 

ZUSAMMENFASSUNG 

Der Verfasser berichtet iiber von ihm 
selbst ausgefiihrte experimentelle Unter- 
suchungen mit dem Ziel, das ideale Mate¬ 
rial zur Anlegung von Gipsverbanden zu 
finden. Die Ergebnisse sind in Tabellen- 
form dargestellt. Gestarkte und unge- 
starkte Stoife wurden verglichen, und es 
zeigte sich, dass das ungestarkte Material 
(fur ein gegebenes Gewicht) einen weni- 
ger festen Gipsverband ergibt als das ge¬ 
starkte Material. Die stahksten experi- 
mentellen Zylinder bestanden aus einem 
11 mal 8-fadigen (pro Quadratzentimeter) 
gestarkten Stoff. 

EIASSUNTO 

L’autore riferisce sulle sue ricerche spe- 
rimentali condotte alio scopo di trovare il 
tessuto pill adatto per gli apparecchi ges- 
sati. Egli ha paragonato tessuti amidati 
e non amidati; con questi ultimi si otten- 
gono deglistampi che sono meno resistenti 
(a parita di peso) di quelliche si ottengono 
con tessuti amidati. I cilindri sperimen- 
tali piii resistenti sono quelli ottenuti con 
tessuti amidati aventi una trama di 11 per 
8 fili per centimetro quadrate. 

RESUMEN 

El autor comunica ciertos estudios ex- 
perimentales realizados por el, con el in- 
tento de descubrir una manufactura ideal 
para el yeso de Paris; sus resultados se 
encuentran en una tabla. Se encuentran 
comparadas las fabricas con almiddn y las 
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sin almidon; se observe que estas ultimas 
hacen un yeso menos resistente (con re- 
lacio a un peso dado). Los cilindros mas 
resistentes fueron hechos con un numero 
de 8 a 11 fibras por centimetro cudrado. 
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Men are helpful through the intellect and the affections. Other help I find a 
false appearance. If you affect to give me bread and fire, I perceive that I pay for it 
the full price, and at last it leaves me as it found me, neitlier better nor worse: but 
all mental and moral force is a positive good. It goes out from you, whether you 
will or not, and profits me whom you never thought of. I cannot even hear of per¬ 
sonal vigor of any kind, great power of performance, without fresh resolution. We 
are emulous of all that man can do. Cecil’s saying of Sir Walter Raleigh, “I know 
that he can toil terribly,” is an electric touch. So are Clarendon’s portraits—of 
Hampden, “who was of an industry and vigilance not to be tired out or wearied 
by the most laborious, and of parts not to be imposed on by the most subtle and 
sharp, and of a personal courage equal to his best parts”—of Falkland, “who was 
so severe an adorer of truth, that he could as easily have given himself leave to 
steal, as to dissemble.” We cannot read Plutarch without a tingling of the blood; 
and I accept the saying of the Chinese Mencius: “A sage is the instructor of a 
hundred ages. Wlien the manners of Loo are heard of, the stupid become intelligent, 
and the wavering, determined.” 

—Emerson 
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brane is pushed down like a cuff into the 
frontal ostium, and the osteoplastic flap 
is replaced. The sinus is thus obliterated. 
The size of the osteoplastic flap is prede¬ 
termined by the roentgen film or by use of 
mesh wire placed against the film and the 
size of the flap measured with the number 
of meshes on the wire. It sounds like an 
interesting procedure. 

This I believe is the approximate state 
of the sinus surgery as it is practiced. 

SUMMARY 

The author analyzes the bases of surgi¬ 
cal treatment of the sinuses, with mention 
of the influence of antibiotics- and recog¬ 
nition of allergy as a significant factor. 
The maxillary, sphenoid and ethmoid si¬ 
nuses are discussed separately, with the 
author’s recommendations for the treat¬ 
ment of each. 

RESUMEN 

El autor analiza las bases del trata- 
miento quirurgico de los senos, mencion- 
ando la influencia de los antibioticos y 
reconociendo a la alergia como un factor 
significativo. Se discuten separadamente 
los senos maxilar y etmoidal, con las reco- 
mendaciones del autor para el tratamiento 
de cada uno. 

ZUSAMMENFASSUNG 

Der Verfasser untersucht die Grund- 
lagen der chirurgischen Behandlung der 


Nasennebenhohlen. Er erwahnt den Ein- 
fluss der Antibiotika und beriicksichtigt 
die Allergie als einen wesentlichen Faktor. 
Die Kieferhohlen, die Keilbeinhohlen und 
die Siebbenzellen werden getrennt eror- 
tert, und der Verfasser gibt seine Emp- 
fehlungen fiir die Behandlung in jedem 
einzelnen Fall. 

RESUME 

L’auteur analyse le traitement chirur- 
gical de base des sinus, en mentionnant 
I’influence des antibiotiques et le facteur 
allei’gique. II discute separement thera- 
peutique des sinus maxillaires, des sinus 
sphenoidaux et des sinus ethmoidaux. 

SUMARIO 

Studio analitico dei fondamenti della 
terapia chirurgica delle malattie dei seni 
paranasali con menzioni all’influenza degli 
antibiotici e del valore dell’allergia quale 
fattore etiopatogenetico. I diversi seni, 
mascellari, sfenoidei ed etmoidei, vengono 
separatamente presi in considerazione, e 
I’autore da per ognuno di essi suggeri- 
menti terapeutici. 
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No man, for any considerable period, can wear one face to himself and another 
to the multitude, without finally getting bewildered as to which may be true. 

—Hmvthorne 
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A LCOHOL administered by mouth in 
the form of wines, whiskeys and 
brandies has been recognized as a 
useful therapeutic agent in medicine and 
surgery for many centuries. Prom pre- 
biblical times to the Napoleonic era the 
great epic poems, dramas, stories, novels 
and historical records are replete with ac¬ 
counts of the dependence of the early 
physicians and bonesetters and the later 
military surgeons on the alcohol-contain¬ 
ing liquids for nourishing and sedating 
their patients. 

Although alcohol given intravenously 
has been used intermittently for many 
years, it has been only during the last 
decade that substantial and adequate stud¬ 
ies have been made for full exploration of 
its potentialities as an adjunct to the man¬ 
agement of the operative patient. Of spe¬ 
cial interest are the effects on nutrition, 
fluid intake, respiration, sedation and 
analgesia. 

Moore and Karp' in 1945 stated that 5 
to 10 per cent alcohol, given intravenously, 
increases the caloric intake and is a po¬ 
tent sedative and analgesic which can be 
substituted for the opiates and other forms 
of sedation, and that it is not attended 
with a depression of respiration, 

Behan= wrote that alcohol given intra¬ 
venously may be used with benefit as a 
narcotic, taking the place of morphine as 
a routine postoperative sedative. 


From the Department of OtolarynBology, Dlinois Masonic 
Hospital. Chicaso. 

Submitted for publication Oct. 31, 1954. 


Reimann® reported that analgesia with¬ 
out narcosis is obtained when intravenous 
alcohol is properly administered. 

Rice and others^ in 1948 reported that 
in 300 cases they had completely eliminated 
periods of starvation by the parenteral use 
of dextrose, amino acids and alcohol. Alco¬ 
hol, they also said, can provide sufficient 
postoperative sedation to eliminate most 
of the need for narcotics. 

Rice® later wrote that a mixture of dex¬ 
trose, amino acids and alcohol had been 
used in 800 surgical cases without any 
harmful effects. 

Grabil! and others’'* showed that a 7.5 
per cent solution of alcohol, given intra¬ 
venously, is a safe, potent analgesic and 
sedative, not accompanied by respiratory 
depression. The sedative and analgesic 
properties were reported as dramatic in 
those patients upon whom operation had 
been performed with regional anesthesia, 
including caudal epidural spinal and nerve 
blocks, and with local infiltration. Pa¬ 
tients exhibiting preoperative apprehen¬ 
sion relaxed, dozed, became euphoric and 
often were amnesic as to the surgical pro- 
cedui'e. 

Rice, Orr and Ernquisf^ in 1950 stated 
that a solution of dextrose, amino acids 
and alcohol supplemented with Vitamins B 
and C can provide parenterally the essen¬ 
tial elements of nutrition and that electro¬ 
lytes can be added as needed. 

Karp and Sokol® in 1951 reported the 
effects of 5 to 10 per cent alcohol in iso¬ 
tonic sodium chloride or 5 per cent dex- 
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trose solutions, with or without amino 
acids and vitamins, on 2,000 patients. 
With its use the need for preoperative se¬ 
dation by narcotics was reduced 30 to 50 
per cent. 

Rice, Strickler and Erwin^ in 1952 re¬ 
ported the use of a solution containing 
1,000 calories per liter, in which there is 
a ph 3 ’-siologicallj'^ balanced proportion of 
carboh 3 "drates, amino acids and additional 
calories from ethanol. 

Alcohol is primaril 3 ’’ a depressant of the 
centi'al nervous s 3 ’-stem and not a stimu¬ 
lant as it is often thought to be. It affects 
the respiratoiy center last, whereas mor¬ 
phine depresses the cerebrum and the re- 
spiratoiT center simultaneousbL An in¬ 
travenous infusion of alcohol, when given 
in therapeutic controlled amounts, pro¬ 
duces euphoria, sedation, hypnosis, anal¬ 
gesia, vasodilation and other mild effects. 
It gives the patient a sense of well-being 
and a loss of anxiety, b 3 ’- causing mental 
sedation and dulling the power of concen¬ 
tration. 

Seven to twelve cc. of 95 per cent alco¬ 
hol diluted to 3 to 8 per cent solutions can 
be administered parenteral^’’ to the avei'- 
age-sized adult every hour without pro¬ 
ducing the undesirable s 3 ’mptoms of in¬ 
toxication. At this rate of administration, 
the blood alcohol level rises slowb’’ to about 
0.05 to O.OS Gm. per hundred cubic centi¬ 
meters, after which it has a tendenc 3 ’‘ to 
remain stationaiT- Ninet 3 ^ to 95 per cent 
of the alcohol is utilized as energ 3 ’, and 
the remainder is excreted rapidly through 
the skin, kidne 3 ’’s and lungs. 

At the suggestion and with the assist¬ 
ance of our chief anesthetist, Mr. Law¬ 
rence Cicio, we administered a 5 per cent 
solution of eth 3 d alcohol mixed with 5 per 
cent dextrose and Vitamins B and C (Bec- 
lys 3 'l, Abbott^) to 127 patients on whom 
nasal operations were to be performed 
with local anesthesia. Fift 3 '-four of these 
required rhinoplastic procedures, and 46 


others underwent similar operations com¬ 
bined with surgical treatment of the sep¬ 
tum. Eight underwent septum and sinus 
operations; 2, extensive intranasal sinus 
operations; 6, nasal and tonsil operations; 
2, nasal and adenoid operations. There 
were four extensive operations for atro¬ 
phic rhinitis, and in 2 cases cancellous 
bone grafts were applied to the nasal 
dorsum from the iliac crest. Three pa¬ 
tients had cancers about the lobule requir¬ 
ing considerable plastic repair. 

In all cases, one hour before operation, 
10 gr. of veronal was given to the patient 
by mouth. At the same time the alcohol 
drip was started into a vein of a foot, hand 
or arm. The rate of flow varied, but as 
much as 7 to 12 cc. of alcohol or 100 to 240 
cc. of solution per hour was given. Most of 
the patients, especially those under 16 and 
over 60 years of age, did especially well 
on less I'ather than on more. 

At the time of taking the patient to the 
operating room we administered 50 to 100 
mg. of demerol or &i’. of morphine hypo¬ 
dermically. This and the veronal (given 
an hour earlier) had been used by us 
(without the alcohol) in over 4,000 cases 
during the past twenty years, with much 
satisfaction. Unfortunately, however, not 
too infrequenth’^ a patient would become 
iri'itable and excitable, or even frankly 
hysterical and completely unmanageable. 
Under these circumstances we resorted to 
morphine, gr. given intravenously, 
sometimes to be repeated only too soon— 
and also to sodium pentobarbital and 
other sedatives, administered intrave- 
nousl 3 L We were sure that some of our 
patients were deflnitely sensitive to the 
alkaloids, while others became disoriented 
when other barbiturates were substituted 
for the veronal which we preferred. 

With the addition of the alcohol this has 
changed. No patient prepared as described 
has presented an 3 ’^ appreciable problem—3 
patients in whose cases the timing and 
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barbiturates were changed were harder 
to manage. One to whom nembutal was 
given preoperatively was almost hope¬ 
lessly unmanageable, but alcohol admin¬ 
istered an hour afterward made the per¬ 
formance of the operation (in a demon- 
tration clinic) possible, though attended 
with difficulties. 

During the operations the rate of flow, 
40 to 80 drops per minute, is adjusted and 
varied according to the reactions of the 
patient. Children and young adults ex¬ 
hibit flushing and euphoria quickly. Older 
persons may fall asleep quite promptly. 
Such signs call for a marked diminution 
in the amount of alcohol administered. 
Three young patients had urgency to uri¬ 
nate. About 10 patients became very quiet 
and fell asleep but were easily aroused. If 
too much alcohol is given too quickly and a 
mild inebriation occurs, the patient be¬ 
comes somewhat irritable and boisterous 
when surgical manipulation is started but 
rests quietly when left alone. A short 
waiting period usually suffices to make it 
possible to resume the operation. To aid 
in the effectiveness of the alcohol solution, 
especially in young persons, stress is 
placed upon quiet and calm in the oper¬ 
ating room. 

Most of the operations lasted from one 
and one-half to two and one-half hours. 
The local anesthetic used for infiltration 
was either 1)^ pcr cent monocaine or 2 
per cent procaine, each mixed with epi¬ 
nephrine and hyaluronidase, as previously 
reported.*” Cocaine fiakes on applicators 
moistened with epinephrine were used for 
topical anesthesia of the nasal mucous 
membrane. 

Some slight difficulties in keeping the 
solution running into the veins are pro¬ 
duced by: 

1. The kinking of the tube—especiallj' 
at the hand when it is introduced 
there. Clutching the fist also ob¬ 
structs easy fiow into a hand vein. 


COTTLE ET AL; ALCOHOL IN NASAL SURGERY 

2. The pressure of sterile drapes on the 
tubing. 

3. The development of negative pres¬ 
sure in the supply bottle. Blowing 
air into the bottle solves this prob¬ 
lem easily. 

In our operative set-up it is most con¬ 
venient for the alcohol to be delivered into 
a vein of a foot or into the hand or arm 
on the side on which the surgeon stands. 

Two further notes will round out the 
operating room picture. After local anes¬ 
thesia has been effected and the operation 
proper begun, music (soft but classical) 
is presented to the patient via ear phones. 
At the conclusion of the operation the pa¬ 
tient is shown a Polaroid camera photo¬ 
graph of his nose and face and then the 
eyes, nose and face are covered with a 
foam rubber pressure dressing. 

The infusion is continued postopera- 
tively after the patient has been returned 
to his room. Usually one liter suffices, and 
then nutritional demands can be met by 
oral feedings. Postoperative analgesia has 
been so definitely increased that the need 
for narcotics and analgesics has been re¬ 
duced 30 to 70 per cent. Patients often 
rest quietly throughout the operative day 
and night, requiring little additional fluid 
and food. There may be decreased tissue 
reaction in and about the nose, though 
there is no apparent difference in the 
amount of bleeding, either at the opera¬ 
tion or after it. 

From an analysis by Mrs. Frances 
Nizenkoff, surgical nurse for one of us 
(M. H. G.) of 100 consecutive cases, the 
following items are presented; 

1. Sex of patients; female, 47; male, 
53. 

2. Age of patients: 13 to 15, 10; IG to 
20, 14; 21 to 30, 25; 31 to 40, 17; 41 to 
50, 21; 51 to 60, 8, and 61 to 70, 5. 

3. In the first 55 cases medication was 
varied as follows; 


119 



JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


JULY, 1955 


Preoperative Demerol Postoperative Medications 

Not given.17 Morphine .22 

Given .38 Empirin .18 

Empirin and 

codeine . 5 

Demerol . 1 

Nothing. 9 

4. Some excerpts from notations are 
here given: 


Patient 

Sex 

Age 

Operations and Notes; 

Use of Alcohol Solution 


F 

56 

Septum operation; patient very 
calm; did not react violently to any 
of the procedures. 

F 

M 

15 

Rhinoplasty-septum operation; rheu¬ 
matic heart disease. 

P 

M 

50 

Rhinoplasty; 250 cc. given preop¬ 
eratively, 100 cc. during operation; 
moderate bleeding; patient coopera¬ 
tive. 

F 

F 

14 

Septum-adenoid procedure; 250 cc. 
given preoperatively, 100 cc. during 
operation; very moderate bleeding; 
patient calm and cooperative. 

F 

F 

25 

Rhinoplasty; 175 cc. given preopera¬ 
tively, 225 cc. during operation; 
moderate bleeding; patient coopera¬ 
tive but talkative; anxious to ‘‘be¬ 
have.*’ 

C 

F 

37 

Rhinoplasty; 350 cc. given preop¬ 
eratively, 160 cc. during operation; 
patient very cooperative and quiet; 
moderate bleeding. 

A 

M 

16 

Bilateral antrotomy; 176 cc. given 
preoperatively, 25 cc. during opera¬ 
tion; patient cooperative; sleeping. 

E 

M 

70 

Rhinoplasty-septum procedure; 300 
cc. given preoperatively, 90 cc. dur¬ 
ing operation; preoperatively, pa¬ 
tient anxious to go to sleep because 
of low pain threshold; patient sleep¬ 
ing shortly after beginning of op¬ 
eration; cooperative; minimal bleed¬ 
ing; postoperatively (in operating 
room) stated he had no pain. 

S 

M 

47 

Plastic repair of right nostril; 350 
cc. given preoperatively, 175 cc. 
during operation; patient quiet; 
moderate bleeding. 

V 

M 

15 

Intranasal reduction of fracture; 
350 cc. given preoperatively, (short 
procedure); patient sleepy; no pain. 

H 

F 

46 

Rhinoplasty-septum-adenoxd p roce- 
dure; 250 cc, given preoperatively, 
100 cc. during operation; minimal 
bleeding; patient quiet, cooperative; 
very relaxed and lethargic at end of 
operation. 

R 

F 

30 

Rhinoplasty; 200 cc. given preop¬ 
eratively, 60 cc. during operation: 
patient sleeping; became highly ex¬ 
cited when anesthetic was given; 
I.V. run rapidly for 2 minutes, with 
no improvement in behavior; I.V. 
stopped for remainder of operation; 
patient quiet and sleeping; I.V, con¬ 
tinued postoperatively; M.S. 1/G 1 
hr, postoperatively; patient com¬ 
plained of severe headache; no other 
complaints; minimal reaction. 

B 

U 

27 

Removal of polyps; bilateral antrot¬ 
omy; septum procedure: 560 cc. 
given preoperatively, 40 cc. during 
operation; patient a little irritable 
during anesthesia, then quiet. 

S 

U 

29 

Rhinoplasty; septum procedure; 360 
cc. given preoperatively, 275 cc. dur¬ 
ing operation; patient unable to 
settle self, complaining of pain in 


back; apparent loss of breathing; 
controlled after cocainization and 
first injection: patient urjjed to blow 
out of mouth; pulse moderate and 


pood; music turned on; alcohol I.V. 
speeded up; infiltration completed 
(pause) nose packed; 240 cc. given; 
patient ready for operation, not 
restless, fairly cooperative; postop- 
eratively patient stated he had pain 
only once during: operation (out- 
fracture of turbinates); moderate 
bleedinp; routine morphine sulphate 
Vt pr.; empirin with codeine pr. 
TID for three days; patient com- 
plaininp of pain._ 


c 

M 

13 

Septum procedure, rhinoplasty; 200 
cc. given preoperatively, 250 cc. dur¬ 
ing operation; patient quiet; bleed¬ 
ing moderately (some bright red 
P.O. bleeding, restless P.O. night, 
then no complaints). 

E 

M 

17 

Septum procedure, rhinoplasty; 100 
cc. given preoperatively, 260 cc. dur¬ 
ing operation; minimal bleeding; pa¬ 
tient quiet. 

S 

M 

30 

Rhinoplasty; 350 cc. given preop¬ 
eratively, 100 cc. during operation; 
practically no bleeding 

F 

F 

17 

Rhinoplasty, septum procedure; 400 
cc. given preoperatively, 50 cc. dur- 
ing operation; patient slightly ir¬ 
ritable during anesthesia, rather 
restless and moaning during opera¬ 
tion; moderate bleeding. 

S 

F 

13 

Lobule and upper lateral cartilage 
repair; 300 cc. given preoperatively, 
26 cc. during operation (lasted 15 
minutes); patient frightened and 
upset during anesthesia; moderately 
excessive bleeding; scar tissue; pa¬ 
tient quiet and cooperative during 
operation. 

L 

F 


Polypectomy, bilateral antrotomy, 
mobilization of septum; patient 
sleeping; cooperative, not disturbed 
by procedure of anesthesia. 


SUMMARY 

The intravenous use of 5 per cent alco¬ 
hol is offered as an adjunct but not a sub¬ 
stitute in the management of nasal sur¬ 
gical therapy. Preoperatively it is of 
considerable value in allaying nervousness 
and apprehension. During the operation 
it markedly diminishes irritability, espe¬ 
cially that produced by the sedatives and 
hypnotics themselves. Postoperatively it 
helps relieve restlessness and pain, dimin¬ 
ishing the need for narcotics, and contrib¬ 
utes to the fluid and caloric intake re¬ 
quirements. Young adolescents respond 
dramatically to its administration, which 
helps make the surgical procedure possible 
with local anesthesia. In elderly persons 
and those with other illnesses the surgical 
episode becomes an experience without 
strain. Narcotic and analgesic effects are 
obtained without further depression of 
the respiratory center. Inebriation must 
be avoided. Veronal is the barbiturate of 
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choice and should be administered with 
the alcohol one hour before the operation. 

ZUSAMMENFASSUNG 

Die intravenbse Verabreichung fiinf- 
prozentigen Alkohols wird als ein zusatz- 
liches Hilfsmittel, wenn auch nicht als ein 
Ersatzmittel, in der Ausfiihrung chirur- 
gischer Eingriffe an der Nase vorge- 
schlagen. Vor der Operation erweist sich 
der Alkohol von erheblichem Nutzun zur 
Linderung der Angst und Nervositat. 
Wahrend des Eingriffes setzt er die Reiz- 
barkeit, besonders wenn sie durch die ver- 
abreichten Beruhigungs- und Schlafmittel 
hervorgerufen wird, bedeutend herab. 
Nach der Operation tragt er zur Linder¬ 
ung von Schmerzen und Schlaflosigkeit 
bei, setzt den Bedarf an Narkotika herab 
und fordert die Aufnahme von Fliissig- 
keit und Kalorien. Junge heranwachsende 
Individuen sprechen auffallig gut auf die 
Alkoholverabreichung an, was die Moglich- 
keit der AusfUhrung des chirurgischen 
Eingriffs in ortlicher Betaubung erleich- 
tert. Bei hlteren Personen und bei solchen, 
die noch unter anderen Krankheitszu- 
standen leiden, verliert der chirurgische 
Eingriff an Gewicht. Betaubung und 
Schmerzlosigkeit lassen sich ohne grossere 
Depression des Atemzentrums erzielen. 
Ein Zustand der Trunkenheit muss ver- 
naieden werden. Das Barbitursaurepra- 
parat der Wahl ist das Veronal, das niit 
dem Alkohol eine Stunde vor der Opera¬ 
tion verabreicht werden sollte. 

EESUMEN 

Se ofrece como coadyuvante pero no 
sustitutivo de la terapeutica quirurgica 
nasal el uso intravenoso de alcohol al 5 por 
ciento. Preoperatoriamente es de valor 
considerable para la nerviosidad. Perop- 
eratoriamente disminuye notablement la 
irritabilidad, producida especialmente por 
sedantes e hipnoticos. Postoperatoriamen- 
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te alivia la inquietud y el dolor, disminuye 
la necesidad de narcotico y contribuye e 
llenar los requerlmientos caloricos. Los 
adolescentes jovenes responden dramoti- 
camente a su administracion, que ayuda 
a hacer posibles procedimientos quirurgi- 
cos con anestesia local. En las personas 
de edad avanzada y aquellos con otras en- 
fermedades se lleva a cabo el episodic 
quiriirgico sin mayor repercusidn. Se ob- 
tienen efectos narcoticos y analgesicos sin 
depresion del centro respiratorio. Debe 
evitarse la ebriedad. El veronal es de 
eleccion y debe administi-arse con el al¬ 
cohol una hora antes de la operacion. 

SUMARIO 

0 uso endovenoso de alcool a 5 fc e pro- 
posto como um coadjuvante, mas nao como 
substitute no tratamento cirurgico do 
nariz. Pre-operatoriamente e de consid- 
erdvel val or no que diz respeito ao nervo 
sismo e apreensao. Durante aoperasao 
diminui acentuadamente a irritabilidade, 
especialmente a produzida pelos proprios 
sedatives e hipnoticos. No p6s-operat6rio 
auxilia o alivio do desassossego e dor, 
diminuindo a necessidade de narcoticos e 
contribui para as necessidades liquidas e 
caloricas. Os adolescentes jovens respon- 
dem dramaticamente a sua administraqao, 
que torna possivel o ato cirurgico sob 
anestesia local. Nas pessdas mans idosas 
a nas portadoras de outras afreejoes, o ato 
cirurgico torna-se um acontecimento sem 
tensao. Os efeitos narcoticos e analgesicos 
sao obtidos sem maior depressao do centro 
respiratorio. 0 embriagamento deve ser 
evitado. 0 veronal e o barbiturico de 
escolha e deve ser administrado junta- 
mente com o alcool uma hora antes da 
opera?ao. 

Ensuing 

L’empoli de I’alcool intraveineux B^a 
est presente comme un adjuvant mais non 
comme substitutif dans la con lite d 
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therapeutique chirurgicale nasale. Avant 
Toperatioii, il a une valeur considerable 
eii apaisant la nervosite et I’apprehension. 
Pendant I’operation, il diminue notable- 
ment I’excitabilite, specialement celle pro- 
duite par les sedatifs et les hypnotiques 
eux-memes. Apres I’operation, il aide a 
soulager I’agitation et la douleur, diminu- 
ant le besoin en narcotiques, et contribue 
aux besoins en liquides et calories. Les 
jeunes adolescents repondent energique- 
ment a son administration, ce qui aide a 
rendre I’acte chirurgical possible en anes- 
thesie locale. Chez les personnes d’un cer¬ 
tain age et les malades, I’episode opera- 
toire devient une experience sans fatigue. 
Les effets narcotique et analgesique sont 
^ obtenus sans depression ulterieure du 
centre respiratoire. On doit eviter Tebri- 
■) ete. Le veronal, qui est le barbiturique 
/ de choix, sera administre avec I’alcool une 
heure avant I’operation. 

RIASSUNTO 

Viene consigliato I’uso dell’alcool en- 
dovena in soluzione al 5%. Nel perido 
pre-operatorio esso e di grande efficacia 
per calmare I’agitazione e I’apprensione. 
Durante lo intervento diminuisce I’iiTita- 
bilita, sopratutto quelle causata dai seda- 
tivi e dagli ipnotici. Nel periodo post- 
operatorio calma I’agitazione e il dolore, 
diminuisce le richieste di narcotic! e con- 
tribuisce a coprire le richieste caloriche. 


Sopratutto i giovani sono sensibilissimi 
ad esso, tanto che e possibile operarli in 
anestesia locale. Nelle persone anziane e 
nei malati toglie all’intervento ogni effetto 
nocivo sulla psiche; consente che i nar¬ 
cotic! e gli analgesic! agiscano senza de- 
primere i centri respirator!. 

Bisogna, naturalmente, evitare Tebbrez- 
za. Il veronal e il barbiturico di scelta e 
deve essere somministrato con I’alcool 
un’ora prima dell’intervento. 
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If a man says he abvays sees eye to eye with his wife, he simply means that his 


vision lias been corrected. 


—Anonymous 
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Spontaneous Formation of Endolaryngeal 
Hematomas 

G. YANNOULI, M.D., F.I.C.S. 

THESSALONIKA, GREECE 


H AJEK, describing laryngeal hemor¬ 
rhages, distinguishes them, accord¬ 
ing to their severity, as ecchymoses 
and hematomas. 

In my own opinion, the usual condition 
is a combination of free hemorrhages and 
infiltrating hemorrhages. 

In a first case, I observed an endolaryn- 
geal hematoma without hematemesis, due 
to a violent embrace on the arrival of a 
train in a railway station. The hematoma 
occupied the left pyriform sinus and 
caused hoarseness, coughing and difficulty 
in respiration. Swallowing was normal. 

According to the degree of the rupture, 
there may be either hematemesis or for¬ 
mation of important submucous hemato¬ 
mas. The latter usually subside during the 
following days as a result of rest, the suck¬ 
ing of small pieces of ice and the taking 
of fluid food and sedatives. These hema¬ 
tomas do not leave any invalidism, and 
it is seldom necessary to resort to trach¬ 
eotomy. 

In a second case, a man 60 years old, 
with high blood pressure, was seized by 
sudden dyspnea after an attack of irritat¬ 
ing cough. In this condition he was ad¬ 
mitted to the hospital. 

Laryngoscopic examination revealed 
symmetric hematomas at the level of the 
subhyoid fossa and in the vicinity of the 
arytenoid cartilages. Speaking was im¬ 
possible; dyspneic symptoms were very 
severe and the general condition poor. The 
circumference of the neck, normalls' 32 
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cm., increased to 3Y cm. after the attack, 
an important difference considering the 
thinness of the patient. 

For better investigation of the extent 
and the depth of both the hematoma and 
the swelling, I made a tomographic exam¬ 
ination of the larynx. This proved that 
the hematoma occupied simultaneously the 
two halves of both the larynx and the 
trachea and allowed a thin air passage, 
about the width of a toothpick. 

I therefore concluded that tracheotomy 
would be helpful and efficacious. Unfortu¬ 
nately I met the opposition of the patient’s 
parents. 

On examination of the mouth, per¬ 
formed on the following day, I discovered 
an internal hemorrhage and a walnut¬ 
sized hematoma of the nasopharyn,x. Upon 
investigating these hematomas laryngo- 
scopically I noticed that they were violet- 
colored. 

I then injected, subcutaneously and sub- 
mucously, 40 cc. of physiologic solution of 
sodium chloride with hyaluronidase Evans 
Rondase. The result was restoration of 
respiration, swallowing and speech. The 
patient was then able to take food. It is 
important to add that the circumference 
of the neck was decreased to 34 cm. 

Nevertheless, the patient’s general con¬ 
dition remains severe, with the blood urea 
content constantly increasing from 1.7 to 
2.6 per cent and the blood pressure falling 
to 7. The probable diagnosis is a cardiac 
infarct. 
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Fig. 1.—Artist’s sketch of endolaryngeal hema¬ 
toma. 


COMMENT 

In the 2 cases reported, three points 
need special emphasis: (1) the fact that 
hematomas of the extent described, fol¬ 
lowing cough and an embrace, are very 
rare; (2) that tomographic study has not 
until now been used for investigation of 
these conditions, and (3) the successful 
administration of hyaluronidase, which 
opens new therapeutic paths. 

SUMMARY 

The author reports 2 cases of endolaryn¬ 
geal hematoma, in one of which the hema¬ 
toma was the result of a violent embrace 
of greeting. He emphasizes (1) that hema¬ 
tomas of the type and extent described are 
rare; (2) that tomogi'aphic examination, 
not hitherto used for this purpose, was a 
valuable aid in diagnosis, and (3) that 
hyaluronidase was administered and re¬ 
sulted in success, a fact that opens new 
therapeutic possibilities. 


ZUSAMMENFASSUNG 

Der Verfasser berichtet uber zwei Falle 
von Blutergiissen innerhalb des Kehlkopfs. 
Einer davon war das Resultat einer hefti- 
gen Begriissungsumarmung. Der Verfas- 



Fig. 2.—Tomogram showing hematoma of the 
larynx (see text). 





Fig. 3.—Tomogi-am showing hematoma of the 
larynx (see text). 
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ser hebt hervor, class 1.) Hamatome der 
hier beschriebenen Art und Ausdehnun^ 
selten sind, 2.) die zu diesem Zweck bisher 
ungebrauchliche tomographische ^Untersu- 
chung sich als ein wertvolles diagnostis- 
ches Hilfsmittel erwies und 3.) die hier 
angewandte Hyaluronidase erfolgreich 
war, woraus sich Hinweise auf neue ther- 
apeutische Moglichkeiten ergeben. 

RESUME 

L’auteur reporte 2 cas d’hematome en- 
dolaryngeal. Dans I’un des deux I’hema- 
tome etait la consequence d’un baiser vio¬ 
lent. II insiste que des hematomes du type 
et etendue decrit sont rares. 2) que 1, 
examen topographique autrefois pas en 
usage pour de telles cas, a donne de l,aide 
valable pour faire le diagnose et 3) que 
Hyaluronidase etatit donnee et resulta en 
succes, unfaitqui ouvre de nouvelles pos- 
sibilit^s therapeutiques. 

EIASSUNTO 

Vengono riferiti 2 casi di ematoma en- 
dolaringeo, uno del quali causato do un 
abbraccio violento. L’autore afferma: 1- 
che ematoml di questo tipo e ampiezza sono 


rari; 2-che I’lndagine tomografica, mai 
usata prima d’ora a questo scopo, e di 
grande aiuto nella diagnosi; 3-che la som- 
ministrazione di ialuronidasi fu efficace. 

EESUMEN 

El autor comunica dos casos de hema¬ 
toma endolaringeo, uno de ellos resultante 
de un fuerte abrazo de felicitacion; el 
senala que: (1) los hematomas descritos 
son raros en relacinn a su tipo y exten¬ 
sion; (2) que el examen tomografico usado 
para este proposito fue un coadyuvante 
litil para el diagnostico; y (3) que la hia- 
luronidasa fue usada con buenos resulta- 
dos, hecho que abre posibilidades terapeu- 
ticas. 

SUMAKIO 

0 autor apresenta dois casos de hemato¬ 
ma endolaringeo, um dos quais conseqiien- 
cia de um violento abraqo de congratulaqoes. 
Salienta (1) que sao raros os hematomas 
do tipo e extensao descritos; (2) que o 
exame tomografico, atd agora nao usado 
para este fim, foi de valor para o diagnds- 
tico e (3) que a hialuromidase foi admin- 
istrada e resultou em sucesso, fata que 
abre novas possibilidades terapeuticas. 


Most men are slaves, for the same reason that the Spartans gave for the servitude 
of the Persians, namely, for want of knowing how to pronounce the syllable no. To be 
able to say this word and to be able to live alone, are the only two ways to preserve 
one’s liberty and one’s character. 

— Chnnijort 
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A Landmark in Surgical History 


R arely has one the privilege of hail¬ 
ing a masterpiece as it issues from 
“ the press. No less a word, however, 
can be used of the volume Surgery'^ in the 
British medical history of the Second 
World War. 

The prospectus for this series calls for 
clinical volumes on Medicine-Pathology- 
and Surgery,^ administrative volumes on 
the fighting services, a set on the civilian 
services and a statistical volume. The sur¬ 
gical volume now completes the clinical 
pair, and the trilogy they form with the 
additional volume on civilian medical re¬ 
search® is a monument to medical achieve¬ 
ment in our day. 

In its own right, however. Surgery de¬ 
serves to be recognized as a classic of our 
time. That it is an official document and 
a product of collaborators once again 
bears witness to that British genius for 
collaboration which produced the Author¬ 
ized Version out of a committee of 
officials. 

In scientific writing, too, we can recog¬ 
nize the stamp of inspiration; and it is 
here. It is very near the surface in 
Heneage Ogilvie’s introductory essay. 
Surgery in Wartime, which may well find 
a place in anthologies of the future. The 
statement is straightforward : the surgeon 

1. Surgery. Ed. by Sir Zachary Cope. London: 
Her ^Majesty's Stationery Office, 1953. Pp. 772. 
Illustrated. 

2. ^ledicine and Pathology. Ed. by V. Zachary 
Cope. 1952. 

3. Medical Research. Ed. by F. H. K. Green 
and Sir Gordon Covell. 1953. (History of the 
Second World War. United Kingdom Medical 
Series) 


achieves finer things in war than he ever 
could in peace, both in his results and in 
himself. This was never more evident than 
during the great tragedy of our time, and 
the author affirms it in words of humility 
and pride. And not the surgeon only, but 
the research scientist, driven to achieve in 
two years the results of ten. The idea runs 
like a burden through the book. Thus, a 
surgical histoiy has brought us face to 
face with the great moral problem of our 
day; this is one reason for its greatness. 

As a history, too, it is distinguished. 
Admittedly, of course, it is the “authorized 
version,” yet it bears the mark of great 
and painstaking effort. As ive know from 
the introduction to the previous medical 
volume, the members of the medical his¬ 
torians’ liaison committee were drawn 
from the United Kingdom, the dominions, 
and the United States of America, and the 
resulting volumes are worthy refiections 
of this wide source material. Its wealth of 
case histories affords insight into the ex¬ 
perience of men and states that rivals the 
vision of a Thucydides. Indeed, as a record 
of experience it maj'^ well put to shame 
other types of recording that have made 
such a stir in the press. This is a second 
reason for its gi'eatness. 

Its third claim to greatness, and the 
most important, is its record of therapeu¬ 
tic advances. In this it is a model of pres¬ 
entation as to both form and content. Its 
plates, manj' in color, are profuse and 
have been selected with great care for use¬ 
fulness and quality. Some of the best ap¬ 
peared in the war supplements of the 
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British Journal of Surgery — which, it 
should be noted, contain some of the finest 
examples of surgical photography to ap¬ 
pear anywhere. 

There are twenty-five chapters in all, 
many containing excellent resumes of 
treatment in combatting specific surgical 
problems. Authorship is often shared by 
many contributing specialists, and this 
should be understood in the following cita¬ 
tions : 

Chapter 1, on war wounds, presents a 
brief technical manual on wound treat¬ 
ment, including excision. A section on field 
conditions describes the various deploy¬ 
ments of surgical tactics. It is reported 
that fitted mobile operating theaters 
proved less manageable than were simple 
lean-tos alongside a supply truck. The 
mobile caravan, however, was useful in 
casualty clearing stations. 

The chapter on abdominal and thoraco¬ 
abdominal injuries, in itself a brief mono¬ 
graph, is by Sir Gordon Gordon-Taylor. 
He points out that the recovery rate from 
abdominal wounds rose steadily, reaching 
80 per cent in some field hospitals. The 
reasons for this record, he states, lie less 
in improved operative technics than in the 
surgical adjuvants: limitless transfusion 
supplies, chemotherapy, proper use of gas¬ 
tric suction and parenteral feeding, and 
proper postoperative care and environ¬ 
ment for nineteen to twenty-four days 
after abdominal operations. The one im¬ 
portant technical advance noted is exte¬ 
riorization of wounds of the colon, as 
recommended by Sir Heneage Ogilvie in 
the East African campaign. This, it is 
claimed, saved thousands of lives. There 
are sections on evacuation of the wounded, 
resuscitation and preoperative treat¬ 
ment, transfusion, diagnosis, operative 
technic, postoperative treatment and 
chemotherapy. Treatment of various re¬ 
gions and organs is discussed in detail, 
with numerous brief case records. 


The chapter on orthopedics points out 
that this specialty assumes a particularly 
crucial role in wartime, owing to the inci¬ 
dence of fractures and wounds of the ex¬ 
tremities. Chemotherapy played a central 
part in determining the most effective 
orthopedic treatment. An example is seen 
in the management of amputations. It is 
said that from an orthopedic point of view 
one of the most notable features of the 
Second World War as compared with the 
First was the great reduction in the num¬ 
ber of amputations. This was due to 
greater conservatism as to indications. 
Irreparable interruption of the main blood 
vessels being almost the only indication 
for immediate amputation after injury to 
the limbs. This attitude in turn is attrib¬ 
uted to an altered prognosis based on im¬ 
proved surgical technic, general wound 
management and chemotherapy. The so- 
called closed plaster treatment of wounds 
is also discussed. It is said that by the 
end of the war it was the practice in the 
British Army to immobilize in plaster any 
major soft tissue wound of an extremity, 
irrespective of fracture. 

The chapter on burns traces the trial- 
and-error progress from the use of tannic 
acid, picric acid and triple dye to a sim¬ 
pler treatment utilizing the newer chemo¬ 
therapy. For first aid, petrolatum or 
sulfanilamide-petrolatum gauze proved 
sufficient. For definite treatment, after 
cleansing of the area under an anesthetic, 
application of one of the same dressings 
or, better still, the use of a penicillin oint¬ 
ment or sulfanilamide-penicillin ointment, 
gave best results. At the Birmingham 
accident hospital, Colebrook and his col¬ 
leagues proved that the surface of a burn 
could be rendered aseptic until healing 
took place. His method, fully described, 
involves plasma replacement, local appli¬ 
cation of penicillin-sulfonamide cream, 
change of dressings in a special aseptic 
chamber and protection from pathogens 
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bj'^ a layer of cellophane. An important 
section of this chapter is G. H. Morley’s 
detailed description of the saline bath 
treatment of extensive burns, which was 
particularlj'' helpful in treating aviators’ 
burns. 

The chapter on plastic and maxillo¬ 
facial surgery lists the new technics in 
these fields: advances in replacing skin 
loss over an open fracture, the use of metal 
pins to control the mobile fragments of a 
fractured mandible, and bone grafts by 
the use of chips of cancellous tissue. It is 
said that by the latter method, gaps from 
one-fourth to one-half of the jaw were 
successfully filled. The year 1943 was 
noted for the successful use of tissue glues 
and thrombin for the fixation of skin 
grafts. A great war lesson was the im- 
J portance of associating maxillofacial units 
J with other specialized units, notably neu¬ 
rosurgical and ophthalmic. Anesthesia in 
practicallj’' eveiy case was induced with 
pentothal followed by intubation, though 
eventually pentothal came to be avoided in 
cases of burns. R. J. V. Battle states that 
there is no evidence that inhalation anes¬ 
thesia in the maxillofacial units carried 
any mortality, a record, he adds, “prob¬ 
ably unmatched by any army in the 
world.” 

The chapter on neurosurgery will un¬ 
doubtedly be recognized as a classic in the 
history of military medicine. The im¬ 
proved outlooks and methods here listed 
include: formation of special neurosur¬ 
gical units and treatment centers; high 
priority to head injuries for prompt air 
evacuation; emphasis on psychological fac¬ 
tors in the relief of post-traumatic syn¬ 
dromes (including pain) ; timely introduc¬ 
tion of penicillin for preventing infection 
of head wounds, and preoperative blood 
transfusion when required. It is reported 
that one of the outstanding lessons of the 
war was that men with head injuries could 
be moved without any decline in condition. 


Again, the Sicilian and Italian campaigns 
proved that adequate local use of penicillin 
provided a measure of control of the se¬ 
vere infected head wound never before 
attained, 4,000 units, given intrathecally, 
being curative in cases of meningitis from 
susceptible organisms. The first part of 
the chapter, by Zachary Cope, is followed 
by a separate monograph by Ludwig Gutt- 
mann on the treatment and rehabilitation 
of patients with injuries of the spinal cord. 
This, it is stated, is the first published re¬ 
port of the fundamental changes of treat¬ 
ment undertaken in the Second World 
War. In addition to the measures afore¬ 
mentioned, these included a more conser¬ 
vative attitude on the part of neuro¬ 
surgeons toward immediate and early 
laminectomies, and the employment of 
emergency suprapubic cystostomy in the 
eai’ly management of the paralyzed bladder 
under battlefield conditions. Here are re¬ 
ported the details of surgical management, 
conservation of intestinal, urinary and 
sexual function, psychic aspects, physio¬ 
therapy and rehabilitation. 

Citing selected cases, the author con¬ 
cludes that perhaps the most gratifying 
result was the complete change in the men¬ 
tal attitude of most of these disabled per¬ 
sons toward work, and their realization 
that regular work is an important factor 
in human happiness. 

In the important chapter on thoracic 
surgery, R. C. Brock says that the period 
between the two World Wars saw a dra¬ 
matic development of this specialty, large¬ 
ly fostered by the experiences of the first 
war. Listed as milestones in this develop¬ 
ment are: the introduction of the one- 
stage lobectomy by the tourniquet method, 
leading to wider practice and development 
of lung resection; the remarkable advance 
in anesthesia for intrathoracic operations, 
and the development of blood transfusion 
and blood banks. Thus, by the time of the 
Second World War, thoracic surgeons 
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were much better equipped to deal with 
wartime problems. The author has no 
doubt that the great contribution of war¬ 
time thoracic surgery to civilian work was 
the evolution of surgical principles in the 
treatment of clotted hemothorax, devel¬ 
oped independently in England and Amer¬ 
ica. These indicated the extended appli¬ 
cation of decortication — stripping off of 
the layer of fibrin that begins to organize 
in a few days and compresses the lung. 
Decortication is best performed early, as 
the cortex rapidly thickens with delay, en¬ 
trapping the lung and preventing it from 
expanding. It has been found essential to 
decorticate the whole lung from top to bot¬ 
tom, including the mediastinal as well as 
the costal surfaces. The distorted lung is 
then immediately converted into a freely 
aerating, normal-sized organ. In this op¬ 
eration, during the war, lay the secret of 
success in treating severe anaerobic infec¬ 
tion of a hemothorax, which had hitherto 
proved so difficult. It was also remarkable 
that the thoracotomy, even when per¬ 
formed in the presence of heavy infection 
and high fever, would always heal by pri¬ 
mary intention provided proper after-care 
maintained expansion of the lung. 

Other chapters, all excellent, discuss 
peripheral nerve and blood vessel injuries, 
radiology, ophthalmology, otorhinolaryn¬ 
gology, genitourinary progress, blast, 
crush syndrome, immersion foot, amputa¬ 
tion and artificial limbs, physiotherapy 
and rehabilitation, nonpulmonary tuber¬ 
culosis and effects of the atom bomb. Es¬ 
pecially important is an account of the 
British system of blood banks, so basic to 
modern surgery in the field. 


We should not close without referring 
to the final chapter, by Julian Taylor, on 
surgery at war prison camps in Singapore. 
Here is retold what must and can be done 
when the surgeon is cut off from the usual 
technics and equipment. It is surely a 
high point of medical history when the 
author pays this tribute to the devotion 
and skill of his nursing orderlies: “Lami¬ 
nectomy for war wounds, craniotomy, ex¬ 
cision of cerebral abscess, bone grafting, 
fascial grafting, joint operations, resec¬ 
tions of bowel, drainage of hepatic ab¬ 
scesses, large numbers of appendectomies, 
cholecystectomy and gastrectomy were all 
carried out with confidence, success, and 
greater likelihood of healing by first in¬ 
tention than is seen in some centers in the 
East. This was largely due to the compe¬ 
tent, conscientious and skillful work of the 
operating-room attendants ... In the end 
the nursing cannot be described as other 
than extremely good by any standard.” 
With antibiotics and bed linen lacking, 
dietary supplies low, and soap and water 
pressed into service in place of antiseptics, 
the prime needs boiled down to human re¬ 
sources — the character of orderlies and 
theater nurses, and “the devotion to their 
work and their fellows which character¬ 
izes nearly all young medical officers and 
which fortunateiy remains with them as 
part of their characters throughout their 
professional lives.” 

We have learned much from wartime 
surgery, yet this may be the greatest les¬ 
son of all, to which we must look for the 
remedies we shall need in fearful times 
yet facing us. 

M. T. 
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Books Received.—The following books 
have been received by the Editor; they 
will be reviewed critically as space and 
facilities permit. Omission of more ex¬ 
tended review, however, is not to be 
taken as criticism of the merit of the 
book. 

I_ 

Legal Medicine, Pathology and Toxicology. 
By Thomas A. Gonzales, Morgan Vance, Mil- 
ton Helpern, and Charles J. Umberger. 2nd 
ed. New York, Appleton-Century-Crofts, Inc., 
1954. Pp. 1349. Profusely illustrated. 

Les Vomissements du Nourisson; Etude 
critique. Diagnostic etiologique. Indications 
therapeutiques. Par Emilio Roviralta. Edi¬ 
tion revue et angmentee par Tauteur en 1952. 
Adaptation fx'angaise de Bernard Duhamel, 
d’apres la traduction de Edouard Del Castil¬ 
lo Japuolot. Paris, Editions Medicales Flam- 
marion, 1952. Pp. 236. Ulus. 

Technique de la Chirurgie du Sj^mpathique 
et de ses Infiltrations. Par 0. Lambert, P. 
Razemon, et P. Decoulx, 4e ed. Paris, G. 
Doin & Cie., 1953. 115 figures et 4 planches. 

Cystites Inveferees et Algies Pelviennes, 
leur Traitement par Infiltrations Anesthesi- 
ques et Neurotomies Chirurgicales. Par Ray¬ 
mond Darget et Rolland Ballanger. Paris, 
Masson & Cie., 1954. Pp. 118. Ulus. 

El Dranaje en Cirugia. For Domingo Pi'at. 
Montevideo, Imprenta Rosgal, 1955. Pp. 166. 
Ulus. 

Aspectos Quirurgicos de la Estasis Biliar. 
For J. Pi-Figueras, con V. Artigas y A. 
Llaurado. Madrid, Asociacion Espanola de 
Cirujanos, n.d. Pp. 155. Ulus. (Ill Congreso 
Nacional de Cirugia, Granada, Septiembre 
de 1953). 

La Aortografia Abdominal. For Ramon 
Carillo, Raul F. Matera, y Juan de Dulacska. 
Buenos Aires, Lopez & Etchogoyen, S.R.L., 
1954. Pp. 114. Ulus. 

Sindromi Dolorose dopo Inters'enti Gastri- 
ci e loro Terapia Chirurgica. Per Luigi Leo- 
poldo Bracco. Torino, Minerva Medica, 1952. 
Pp. ITS. Plates. 

Thorakoskopische Eingriffe am Nerven- 
system. Von E. Kux. Stuttgart, Georg Thie- 
me. 1954. Pp. 130. 48 Teils mehrfarbigen 
-Abbildungen. 


Pratique de L’intubation intra-tracheale 
en Anesthesia. Par Henri Gibert. Paris, G. 
Doin & Cie., 1953. Pp. 188. 39 figures. 

Pheochromocytoma and the General Prac¬ 
titioner. By Joseph L. DeCourcy and Cor¬ 
nelius B. DeCourcy. Cincinnati, DeCourcy 
Clinic, 1952. Pp. 165. 

The Year Book of Obstetrics and Gynecol¬ 
ogy, 1954-1955. Ed. by J. P. Greenhill. Chi¬ 
cago, Year Book Publishers, 1954. Pp. 544. 
Abstracts. 

Anuario Bibliografico Peruano de 1949- 
1950. Ed. by Alberto Tauro. Lima, Biblioteca 
Nacional, 1954. Pp. 427. (Ediciones de la 
Biblioteca Nacional-IX.) 

A general bibliography. I. Books and pam¬ 
phlets. II. Periodicals. III. Bio-bibliogi'a- 
phies. IV. Bib. of librarianship. Fully in¬ 
dexed, with cumulative contents of the 
series. 

Part I contains a section on medical 
sciences. 

Hugh Roy Cullen, a story of American 
Opportunity. By Ed Kilman and Theon 
Wright. New York, Prentice-Hall, 1954. Pp. 
376. Ulus. Biography of a distinguished 
medical benefactor. 

Diseases of the Skin, for Pi’actitioners and 
Students. By George Clinton Andrews. 4th 
ed. Phil, and London, W. B. Saunders Co., 
1954. Pp. 877. 777 illus. 

La Valvola Mitrale: Aspetti anatomic!, 
fisiologici, clinic! e chii’urgici. Per Michele 
A. Chiechi e Charles P. Bailey (sic). Roma, 
Pensiero Scientifico Ed., 1954. Pp. 561. Illus. 

The History of the Samaritan Free Hospi¬ 
tal, with an Appendix on the London Hos¬ 
pitals and Infirmaries. By Arnold Whitaker 
Oxfoi’d. Cambridge, W. Heffer & Sons, Ltd.. 
1931. Pp. 96. 

Patologia del Estomago Operado; II Con¬ 
greso Argentino de Gastroentoerologia, Mar 
del Plata, 13-18 de Abril de 1953. Contribu¬ 
tors from Sociedad de Gastroenterologia de 
Buenos Aires, Asociacion Argentina de Ra- 
diologia, and Sociedad Medica de Mendoza. 
Buenos Aires, Ed. Unicersitaria, 1954. Pp. 
482. Illus. 

Verhandlungen der Deutschen Gesell- 
schaft fiir Chirurgie, 70 Tagung, 7-11 April 
1953. Berlin, Springer Verlag, 1953. Pp. 768. 
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Ulus. (Langenbecks Archiv fur Klinische 
Chirurgie, Band 276.') 

The Antiseptic (Madras), Golden Jubilee 
Number, April, 1954. Pp. 233-732. 

Harofe Haivri, the Hebrew Medical Jour¬ 
nal (New York), Vol. I, 1954. Pp. 256. 

BOOKS REVIEWED 

Correlative Neurosurgery. By E. A. Kahn, 
L. C. Bassett, R. C, Schneider and E. C. 
Crosby. Springfield, Illinois: Charles C 
Thomas, Publisher, 1953. Pp. 413. 

Every once in a while a book is published 
which seems to answer a definite need, and 
after reading Correlative Neurosurgery my 
impression is that it can be recommended to 
anyone who is looking for a brief but com¬ 
prehensive presentation of this subject. 

This book represents the combined efforts 
of the different departments at the University 
of Michigan. It is dedicated to Dr. Max Minor 
Peet, and throughout the book one can find 
evidence of his teaching. Some of the most 
interesting and valuable sections have been 
contributed by departments other than neuro¬ 
surgery and fit in admirably with the over¬ 
all coverage. Electroencephalography is pre¬ 
sented by the Head of the Department of Elec¬ 
troencephalography in an excellent manner. 
The endocrine phase of neurologic surgery is 
presented by a member of the Department of 
Internal Medicine. The excellent chapter on 
scalp wounds and repair is by a member of 
the Department of Plastic Surgery. Through¬ 
out the book the anatomic presentation has 
been made by a member of the Department 
of Anatomy and is excellent for a review as 
a practical reference. The chapter on pre¬ 
frontal lobotomy, covering both the historical 
and practical aspects, has been written by a 
former member of the Department of Neuro¬ 
surgery. From the Department of Neurology 
comes a thorough discussion of aphasia, ag¬ 
nosia and apraxia. In addition to this, the 
chapters on pain, cerebral trauma, brain tu¬ 
mors, congenital anomalies and vascular le¬ 
sions are presented in an informative, brief 
and comprehensive manner by a member of 
the Department of Neurosurgery. 

This is the type of book which should be 
on the shelves of every neurosurgeon. It would 
be helpful to the general practitioner and the 
medical student, as it is an excellent refer¬ 
ence volume for a refresher course or for in¬ 
formation on controversial subjects. 

WINCHELL McK. CRMG, M.D. 


Clinical Neurosurgery: Proceedings of the 
Congress of Neurological Surgeons. Balti¬ 
more: The Williams and Wilkins Company, 
1955. Pp. 201. 

This 201-page book is the initial presenta¬ 
tion of the proceedings of the Congress of 
Neurological Surgeons. It covers their meet¬ 
ing at New Orleans in 1954. The six chapters 
include three papers by Sir Geoffrey Jeffer¬ 
son; one concerning changing views on the 
integration of the brain; two on trigeminal 
neuromas and malignant invasion of the gas¬ 
serian ganglion, and three on compression of 
the optic pathways by intracranial aneurysm. 
This last paper was presented as the Charles 
A. Elsberg Lecture in New York and was 
substituted for another paper by Sir Geoffrey, 
Invasive Adenomas of the Pituitary, which 
was read at the New Orleans Meeting and 
published later. 

The final three chapters of the book consist 
of three panel discussions: The Anatomy and 
Physiology of the Frontal Lobe; Psychosur- 
gery: Indications and Sequelae, and The Use 
of Fluids and Electrolytes m the Management 
of the Neurosurgical Patient. This last-men¬ 
tioned chapter brings together much that is 
new in the important field of fluid and electro¬ 
lyte balance, but since new information is con¬ 
tinually appearing on this subject, the au¬ 
thors would probably now wish to modify 
some of their statements. 

The members of the editorial committee, 
headed byRajTnond K. Thompson, M.D., are to 
be congratulated on the manner in which they 
have edited the panel discussions and retained 
the original flavor of the material. The reader 
of this volume will be impressed not only by 
Sir Geoffrey’s three papers but by the many 
pertinent and searching comments he contrib¬ 
utes to the panel discussions. Neurosurgeons 
will be especially gratified by a statement he 
made at the end of the meeting: “I do want to 
say one last thing and that is that I can never 
forget that we are the surgeons of the master 
system of the human body. Eveiything ehc 
that exists, all the rest of our body exists, as 
something to maintain and to move about and 
increase the opportunity of our nervous sy.s- 
tem of doing its functions. And all people 
who deal with stomach, lungs, heart or gall¬ 
bladder are the kind of maintenance engineers 
fully able to deal with the thing that makes 
us men and women. Some people at some 
times said to me, some of ore us 

friends, 'Of course you t . ' 

glamour has gone out r 
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boys aren’t where you were. The heart people 
have stolen it from you.’ Well, my answer to 
that is that if any other branch of surgery is 
doing work which is in any way comparable 
to our own, we welcome their development. 
We have grown up and in time they will do 
so too.” 

Harold C. Voris, M.D. 

Proceedings of the German Surgical So¬ 
ciety. Volume 70, 1953, pp. 768, with 332 
illustrations, and Volume 71, 1954, pp. 834, 
with 364 illustrations. Berlin: Springer, 
1953 and 1954. 

The annual proceedings of the German Sur¬ 
gical Society is awaited and appreciated by a 
worldwide audience, for it is unsurpassed as 
a record of the national practice and research. 
Furthermore, it is not without international 
significance, regularly including papers by 
outstanding visitors from other nations. This 
would seem to be in keeping with the earliest 
traditions of the Society, for the roster of its 
membership has included surgical personali¬ 
ties of several lands and schools. 

The latest volumes, now available, continue 
these traditions as well as the high standards 
of former editors. Here one may seek and 
find contributions by the outstanding figures 
in German surgery today, covering the widest 
field of general and special surgery. A feature 
of this publication is the careful preparation 
of the leading papers, the excellence of illus¬ 
tration, the fullness of bibliography, and the 
authority of commentary and discussions from 
the fioor. 

In the presence of such a wealth of contri¬ 
butions, it would serve little to cite individual 
papers. It must suffice to say that the proto¬ 
cols as a body form one of the most important 
contributions to contemporary surgical litera¬ 
ture. For this achievement the present editor. 
Dr. Arthur Hiibner, deserves his share of 
commendation. 

It should be noted that this annual conven¬ 
tion includes the meeting of the German So¬ 
ciety for Anesthesiology, one section being 
devoted to papei's on this specialty. In addi¬ 
tion. the 1954 convention included a joint 
meeting with the German Society for Internal 
Medicine, the proceedings of which are pre¬ 
sented in full. 

Max Thorek, M.D. 

'Treatment of the Surgical Patient. By 
Luigi Torracca. 


This excellent book is written in four main 
divisions. In thirty-five chapters the author 
depicts the preoperative and postoperative 
care of a surgical patient. There are 116 
halftones and color plates to enhance clarity. 

In Part 1 the author discusses, in great 
detail, the physiochemical aspects, the pro¬ 
tein, sugar and fat metabolism. Toward the 
end of this presentation he stresses the value 
of vitamins, water balance and the impor¬ 
tance of laboratory investigation as related 
to biochemical alterations associated with 
surgical diseases. Moreover, he emphasizes 
the most pertinent drugs advantageous 
toward rehabilitation of the patients’ elec¬ 
trolytic imbalance. 

In Part 2 are presented the various meth¬ 
ods of anesthesia; the physiopathogenesis of 
shock; the hepatorenal syndrome, and meta¬ 
bolic and endocrinopathic problems as they 
confront the modern surgeon. Acidosis and 
alkalosis are also discussed, with special 
emphasis on pediatric and geriatric surgery. 

Part 3 covers surgical complications of 
the respiratory and vascular systems; pro- 
phylaxsis and treatment of wound dehis¬ 
cence; wound infection; pulmonary atelec¬ 
tasis; cardiac arrest; shock; thromboembolic 
phenomena; acute gastric dilatation; anu¬ 
ria; ileus; diarrhea; hiccough, and neuro¬ 
psychiatric complications. 

Part 4 deals with the care and preparation 
of the thyroid surgical patient; pneumonec¬ 
tomy; gastrointestinal and hepatobiliary 
surgery; genitourinary surgery; the manage¬ 
ment of the gynecologic patient, and trau¬ 
matic surgery. 

Last but not least. Dr. Gindetti contributes 
a clear, precise description of the preopera¬ 
tive and postoperative management of a 
neurosurgical patient. Abundant Amei’ican 
bibliographic material and pertinent refer¬ 
ences complete the work. 

The translator heartily recommends the 
reading of this book, especially to those with 
some reading knowledge of the Italian lan¬ 
guage. 

S. L. Governale, M.D. 

Blood Groups In Men. by R. R. Race, and 
Ruth Sanger. Charles C Thomas, Publisher, 
Springfield, Ill; Pp. 400, 1954. 

The second edition of Blood Groups in Men 
will be well received. It contains all the 
essential features of the first edition 11950). 
In addition, the authors have added to each 
chapter recently improved knowledge of the 
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subject. A new chapter has been added, dis¬ 
cussing “Kidd” blood groups. 

The difficult subject is clearly discussed, 
and again one can only admire the object¬ 
ivity of the authors, who, without prejudice, 
discuss opinions contrary to the results of 
their own experience. This quality unfortu¬ 
nately is lacking in some contemporary books. 

The book is an absolute "must'* in the 
library of every pathologist and every physi¬ 
cian interested in the practical as well as 
the theoretical aspects of blood groups. 

Werner F. Eisenstaedt, M.D. 

Introduction to Surgical Treatment of the 
Hip. By Jean Cheynel. Paris: G. Doin et Cie, 
Paris, 1955. 

The author, formerly in charge of the 
Clinic of Surgery of Mont-Pelier, and laureate 
of the Academy of Surgery of Paris, has 
already to his credit many publications on the 
hip, as is shown by the bibliographic list in¬ 
cluded in his index of publications. This small 
(100-page) book summarizes data from re¬ 
search work and experience which the author 
has acquired through the last fifteen years of 
his orthopedic practice. His activities in this 
field are focused upon the circulation of the 
hip and upon the normal and pathologic vas¬ 
cularization of the femoral head. 

The development of the vascular bed during 
infancy, at the time of ossification of the fe¬ 
moral head, is emphasized, with particular 
stress on the part played by the ligamentum 
teres. The author’s observations agree with 
those of Trueta and Harrison of Oxford. With 
the aged, the arterial bed of the femoral head 
shows reduced permeability, and the part 


played by the ligamentum teres is greatly 
reduced. 

The chapter on congenital dysplasia of the 
hip contains interesting studies on compara¬ 
tive embryology and anatomy. Measurements 
have shown that the acetabulum of the white 
newborn child is at a critical stage, because 
of the marked anteversion of the neck and the 
shallowness of the acetabulum; these features 
correct themselves spontaneously during the 
first years of life. The hip of the newborn 
Negro of Africa, howevei*, has such character¬ 
istics that its stability is better assured. The 
author draws conclusions on these facts: the 
known scarcity of congenital dislocation 
(maJadie Juxante) in the latter and the 
greater narrowness of the pelvis in adults of 
the same color. 

From a practical point of view’, however, 
these results do not change the ordinaiy ortho¬ 
pedic treatment by manipulation and arthrot- 
omy. 

The second part of the book is devoted to 
considerations on current surgical treatment 
of the hip. The author reviews briefly the 
various interventions now practiced, starting 
from the simplest (neurectomy, capsulotomy) 
and ending with arthrodesis and arthroplastic 
reconstruction. 

From this too brief enumeration of diversi¬ 
fied technics the reader realizes that the 
author has a sound knowledge of his subject, 
although he does not have the occasion to de¬ 
velop it in detail. The statistics show a cer¬ 
tain number of failures. This gives the author 
his opportunity to advise caution in dealing 
with the indications for reconstruction. 

Roger Gariepy, M.D. 

AndrS Dekosie, M.D. 


When, on the occasion of the celebration of his seventieth birthday, Freud w 
greeted as the ‘'discoverer of the unconscious, he corrected the speaker and d 
claimed the title. “The poets and philosophers before me discovered the unconsciouj 
he said. “What I discovered was the scientific method by wliicii the unconscious c; 
be studied.” 

lUin 



Abstracts from Current Literature 


Insensible Fluid Loss During Operations. 
Reeser, L. D. J.: Arch. Chir. Neerlandicum 
6:313, 1954. 

There are many reports in the literature on 
the increase of insensible fluid loss during 
operations. Data could be obtained only from 
an investigation carried out twenty years ago 
on 18 patients. With more modern apparatus 
this investigation was repeated in a series of 
100 patients. The loss during operation, even 
in patients undergoing extensive abdominal or 
thoracic procedures, amounted to about 80 
Gm. per hour. 

Intermittent Claudication. Ejrys, B., and 
Hiertown, T., Acta. Chir. Scand. 108:217, 
1954. 

Intermittent claudication is a classic pain 
syndrome in medicine. The pain appears in 
the working muscle and subsides rapidly with 
rest. The cause is inadequacy of the arterial 
blood flow when a temporary increase is re¬ 
quired. The pain is usually localized to the 
calf, sometimes to the arch of the foot and 
occasionally to the thigh. In cases of mild in¬ 
volvement there is only a sensation of stiffness 
or a feeling of intense fatigue. The under¬ 
lying morbid condition is in most cases athero¬ 
matosis of the large arteries of the extremi¬ 
ties, together with thrombosis. Emboli at the 
bifurcation of the aorta or peripheral to this 
also produces typical claudication. 

The case history and the conventional clin¬ 
ical examination do not reveal the degree of 
involvement, but exercise oscillography and 
arteriography do. The purpose of arterio- 
graphic examination is to show whether a 
circumscribed or a diffuse arterial obstruction 
is present, and to detei’mine the appearance of 
the artery above and below the obstruction 
and the state of the collaterals. 

Three cases are presented in detail. 

Segmental arterial stenosis accessible to re¬ 
section and vein graft is not common. In or¬ 
der to find cases suitable for such treatment 
it is necessary to make a thorough investiga¬ 
tion in every case of intermittent claudication. 
The prognosis after a local operation of this 
kind is uncertain in cases of arteriosclerosis 
but should be good in cases of traumatic le¬ 
sions without generalized changes in the ar¬ 
terial walls. 

Experience with vein grafts performed for 
aneurysms and traumatic arterial lesions 


shows that the venous wall undergoes hyper¬ 
trophy and satisfactorily withstands the ar¬ 
terial pressure, besides maintaining the func¬ 
tion, though how long these good results will 
last is unknown. 

The diameter of the collaterals decreases if 
a good passage is obtained, but they should be 
spared at operation owing to the risk of new 
thromboses. 

In the authors’ opinion, prolonged treat¬ 
ment with anticoagulants is indicated. In fu¬ 
ture they intend to give dicumarol or similar 
drugs in all their surgical cases; for two to 
three months for traumatic lesions, and two 
to three years or longer for arteriosclerosis. 

William E. North, M.D. 

Growth Characteristics in Tissue Culture 
of Controversial Lesions of the Uterine Cer¬ 
vix. Moore, J, G., West. J. Surg., Obst. & 
Gynec. 63:1, 1955. 

Widespread employment of the vaginal 
smear as a routine office procedure has led to 
the detection of increasing numbers of early 
and controversial lesions of the uterine cervix. 

In the author’s abstract he states that ob¬ 
servations on growth in vitro are utilized in 
the investigation of early cervical lesions. The 
proliferative capacity of cervical epidermoid 
carcinoma in tissue culture is greatly in¬ 
creased over that of the normal cervical epi¬ 
thelium. Squamous intraepithelium carcinoma 
grows with vigor equal to that of invasive 
carcinoma. Autologous normal epithelium in a 
cervix containing carcinoma shows a surpris¬ 
ing proliferative capacity in vitro. The criteria 
necessary for the establishment of the diag¬ 
nosis of carcinoma in situ are discussed. The 
importance of diagnosing carcinoma in situ, of 
the cervix only after thorough study of a cer¬ 
vical cone, considering it as a diagnosis of 
exclusion, is emphasized. 

The author gives an illustration of the Max¬ 
imow double coverslip preparation and the 
roller tube preparation (after Gey). He pre¬ 
sents photomicrographs of stained histologic 
sections of invasive epidermoid cai’cinoma and 
also of unstained tissue culture growth of the 
same tissue. The usual tei’m of “precancei’ous 
tissue” includes the degrees of cellular pleo- 
morphism and anaplasia referred to by such 
names as basal cell hj'pei-plasia, squamous 
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dyskeratosis, atypical squamous hyperplasia 
and reserve cell hyperplasia. Other photomi¬ 
crographs show the minimally invasive epider¬ 
moid carcinoma in (a) stained histologic sec¬ 
tion and (b) stained tissue culture growth. 

There are photomicrographs showing the 
carcinoma in situ (a) in histologic section 
and (b) in stained tissue culture growth. 

The author states that recently Dr. George 
Gey has grown a strain of malignant cervical 
epithelium in vitro for more than a year. This 
strain (HeLa) has become a standing source 
of malignant epithelium for tissue culture and 
has been used in propagation of poliomyelitis 
virus and in the study of immunologic re¬ 
sponses to cancer. 

The author states that, in cultures of tissue 
from the 27 patients with unquestionably ma¬ 
lignant lesions, a good growth response was 
noted in 23. He states that this restricted 
growth was in marked contrast to the lush 
and extensive gro^vth of the malignant tissue. 
Of the 8 pregnant patients only 1 showed 
moderate growth, and this patient is still 
under study. 

The author comments that the tissue culture 
study of cervical lesions has obvious draw¬ 
backs. It is tedious and expensive, and it re¬ 
quires considerable patience. Moreover, a 
negative response does not necessarily mean 
that the malignant process is absent; not all 
cancers grow every time. 

The author states that the obvious break¬ 
down of the basement membranous barrier 
usually indicates invasion, but this point may 
be confused by inflammatory changes and “re¬ 
serve cell” hyperplasia. His conclusion is that 
“it would seem wise, therefore, to treat these 
patients with questionable invasion by the 
standard methods for cervical cancer rather 
than risk inadequate therapy with the thought 
that it is only minimal invasion.” 

Gilbert F. Douglas, M.D. 

Some Aspects of Obstetrics in the African. 
Montgomery, J., Central African 1:10, 1955. 

The author presents information from 
twenty years of obstetric service in Africa. 

Pregnancy and labor are not regarded by 
the African as illnessess except when compli¬ 
cations arise. The author’s district was the 
eastern border, at Umtali. Difficulties in labor 
are common. An obstetric unit is maintained, 
which attracts African women in large 
numbers. 

The majority of deliveries are assisted by 
a native midwife—the Mbuya. In the author’s 


experience this is inadequate delivery, the last 
two months of pregnancy the vagina is di¬ 
lated, a lubricant called Nhanza being used. 
In confinement the Mbuya, or midwife, takes 
up her residence at the kraul of the expectant 
mother. She collects her equipment, which in¬ 
cludes a light winnowing basket, which is used 
to fan the newborn child if he is slow to 
breathe or cry. After delivery the cord is not 
cut until the placenta has been delivered, as 
it is believed that earlier cutting would cause 
retention. As a rule the MbuTja is conserva¬ 
tive. After the delivery of the placenta the 
Mbuya raises a cry of joy so as to explain, “I 
did my work well.” 

Difficulty in labor is regarded as pos¬ 
sible evidence of adultery on the part of the 
patient. If the mother denies the accusation 
the Nganga (witchdoctor) “throws the bones” 
to determine the cause of the difficulty. 

In 3,275 deliveries, 45 destructive opera¬ 
tions were performed in a period of five years. 

The author expresses the opinion that 
evolution is gradual in African obstetrics and 
that “the African learns slowly.” 

Of the 3,275 deliveries, 88 per cent were 
“normal vertex.” It is often accepted that 96 
per cent is the normal rate. 

The author deals with two types of abnor¬ 
malities of pregnancy: 

1. Those arising during pregnancy. 

2. Those arising during labor. 

Toxemia of pregnancy is rare in the primi¬ 
tive races. The author has not encountered a 
case of hj'peremesis gravidarum. 

Eclampsia is not so uncommon. There were 
5 cases among 655 hospital deliveries in five 
years. Solomons, during his mastership of 
Rotunda, recorded an incidence of 1 in 187. 
Hamlin of Sydney, in 1953, recorded 5,000 
consecutive deliveries without eclampsia. 

The African woman ignores minor ante¬ 
partum hemorrhage. There were 21 cases of 
placenta praevia in the series. 

Abnormalities arising during labor were as 
follows; (a) obstructed labor and (b) trans¬ 
verse presentation and its sequel (prolapsed 
arm). 

There "were 34 cases of shoulder presenta¬ 
tion, including a prolapsed arm in this series, 
just over 1 per cent of all deliveries. 

Of the 3,275 deliveries, 91 were achi 
cesarean section (2.7 per cent). Th' 
segment operation was done except 
case of tranverse position with rol. r»«e 
hand and in certain cases o 


136 



JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


JULY, 1955 


From 1947 to 1951 there were 11 cases of 
rupture of the uterus, an incidence of approxi¬ 
mately 1 in 300. The author states that this is 
high—^three to four times the rate reported in 
European practice. The mortality rate was 
veiy high; 7 of the 11 died. 

Gilbert F. Douglas, M.D. 

Sequelles generates de la gastrectomie 
pour ulcere et perturbations du volume san- 
guin: ElScacite du retablissement de la 
masse sanguine (General Sequelae of Gas¬ 
trectomy for Ulcer and Disturbances of 
Blood Volume: Efficiency of Blood Replace¬ 
ment). Mallet-Guy, P.; Devic, G., and 
Richard, A.: Lyon Chir. 49:913-930, 1954. 

This paper reports an investigation of the 
late general sequelae (loss of weight and 
persistent asthenia) following gastrectomy 
for peptic ulcer. Excluded from the study 
are such complications as the dumping syn¬ 
drome, anastomotic disturbances, afferent 
loop reflux and stomal ulcers. 

Sixty gastrectomized patients were studied 
biochemically to determine the role played by 
the blood volume in the general postgastrec¬ 
tomy asthenia syndrome. All the subjects 
had undergone a Finsterer type of gas¬ 
trectomy, and local complications were elimi¬ 
nated by repeated radiologic and other inves¬ 
tigations. On the whole, the authors noted a 
direct relation between the postoperative as¬ 
thenia and the blood picture, whether immedi¬ 


ate or late. Other than replacement of blood 
for loss at operation or by hematemesis, it is 
stressed that the blood volume must be cor¬ 
rected in all cases, and preferably before the 
patient is discharged from hospital. For the 
authors, herein lies the assurance of a short 
convalescence and smooth rehabilitation, not 
without social and economic repercussions. 

Blood deficiency may be either “vertical”— 
that is, a simultaneous fall in the plasmatic 
and cellular elements, or a dissociated effect— 
that is, a low cell count to a normal plasma 
volume with resulting dilution, but not to the 
extent of the “anemic syndrome” of Castle. 

Social environment, nutritional difficulties 
and psychic maladjustment all play important 
roles in the postgastrectomy asthenia syn¬ 
drome, but for the authors the fundamental 
element in the disturbance is the deficit in 
blood volume. Indeed, blood transfusion alone 
will usually correct most of the other compli¬ 
cations. Blood replacement acts simulta¬ 
neously on weight loss, fatigability and even 
on certain subjective gastric abnormalities 
that one might consider, d priori, to be the 
cause, while in reality they are effects. 

It is suggested that to the postgastrectomy 
syndrome of asthenia and weight loss should 
be added a third fundamental element, namely, 
fall in blood volume. 

All assertions in this very serious and 
thorough study are backed by detailed case 
histories and laboratory records. 

S. A. Gueukdjian, M.D. 


Be sad if you will, there is always reason for sadness, since the good which the 
■world brings forlli is so fugitive and bought at so great a price: but be brave. If 
vou tbink happiness worth enjoying, think it worth defending. Nothing you can lose 
bv dving is half so precious as the readiness to die, which is man’s charter of no¬ 
bility; life would not be worth having without the freedom of soul and the friendship 
ivith nature which that readiness brings. 

—Santayana 
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Supracondylar Fractures of the Femur 

EUGENE L. JEWETT, M.D., F.A.C.S., F.I.C.S. 

F. Dewitt Stanford, m.d. 

W. RUSSELL WILLIS, M.D., AND 
LOUIS P. BRADY, M.D. 

ORLANDO, FLORIDA 


S UPRACONDYLAR fractures of the 
femur are a real challenge to the bone 
and joint surgeon because of the dif¬ 
ficulty in securing accurate reduction and 
maintaining firm fixation of the fracture. 
As a result of prolonged immobilization 
the quadriceps mechanism becomes bound 
down at the fracture site; contractures in 
and about the knee joint occur, and marked 
limitation of the knee joint follows. A 
great step toward the preservation of knee 
motion was made with the advocation of 
open reduction of these fractures, internal 
fixation with a blade plate and early mo¬ 


bilization of the knee. This paper presents 
a similar method of treatment of supra¬ 
condylar fractures of the femur which, in 
our hands, has given us the most satisfac¬ 
tory end results. 

Since 1950 we have treated 17 patients 
with supracondylar fractures of the femur 
by open reduction, securing accurate re¬ 
placement of the fractured fragments un¬ 
der direct vision and using the senior 
author’s hip nail for internal fixation. The 
tri-finned nail, put through the condyles of 
the femur, with the flange of the nn’’ ’ 
to fit the contour of the shaft of the 
and affixed to this bond with-Inng s 
afforded such rigid intv, -ii 
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fracture that no other method of immo¬ 
bilization was needed. No plaster casts, 
splints or traction were used in this series. 
Immediate mobilization of the knee was 
started as soon as postoperative pain 
would permit. Iliac bone chips were put 
around the fracture site in 7 cases. 

Of the 17 cases, 16 involved fresh frac¬ 
tures and 1 a nonunion of a supracondylar 
fracture treated elsewhere with a blade 
plate. Eight of these fractures were sus¬ 
tained in automobile or motor-scooter acci¬ 
dents; 2 were industrial accidents, 1 pa¬ 
tient falling from a ladder and another 
receiving a blow on his thigh from a fall¬ 
ing oil drum; 3 occurred in invalids falling 
from wheelchairs or out of bed; 3 occurred 
as home accidents, and 1 patient was shot 
with a 38 caliber pistol. Of these fractures, 
11 were intercondylar or T fractures and 
6 were transverse fractures involving only 
the shaft of the femur in the supracondy¬ 
lar region. Nearly all were badly com¬ 
minuted. The average age of the patients 
was 54 years. Twelve were female and 5 
were male. 



Fip. 1.—Case of R. H., a 15-year-old school boy 
who crashed into the side of a building while 
riding his motor scooter. In addition to the fem¬ 
oral fracture he had a closed fracture of the right 
radius and ulna and closed fractures of the tarsal 
and metatarsal bones of the right foot. There 
was also a laceration of two flexor tendons to the 
fingers and the median nerve at the wrist. 



Fig. 2.—Case of R. H. In reduction of this frac¬ 
ture, the two large fragments of the lower fem¬ 
oral shaft were immobilized by two transfixion 
screws. The intercondylar fracture was reduced 
and fixed with one long screw. The guide wire 
tvas put across the condyle. A small amount of 
cortex was reamed from around the wire on the 
lateral condyle. The Jewett nail was then driven 
into place and fixed to the shaft of the femur 
with eight screws. Iliac bone chips were put 
around the fracture site. The patient began full 
weight bearing three months after the operation. 

The operative procedure is the one so 
well described by Scuderi and others. It 
is carried out through an anterolateral in¬ 
cision 6 to 8 inches (2.7 to 3.6 cm.) long, 
depending upon the character and extent 
of the fracture. The rectus femoris muscle 
is retracted medially, and the vastus lat¬ 
eralis is retracted laterally and posteriorly 
to expose the vastus intermedius. This 
muscle is then separated along the course 
of its fibers dovm to the fracture site. The 
periosteum is stripped from the fracture 
fragments only when it is absolutely nec¬ 
essary to get accurate reduction. In an 
intercondylar fracture the incision is car¬ 
ried distally into the knee joint with the 
patella retracted medially. This does no 
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Fig. 3.—Case of F. Y., a man 68 years old. This 
comminuted T fracture was sustained m an in- 
dustriai accident; the patient fell from an 8-foot 
ladder. 



Fig. 4.—Case of F. Y. Full weight bearing was 
begun four and one-half months after the opera¬ 
tion. 


harm and is necessary in order to get an 
accurate reduction of the condylar frag¬ 
ments under direct vision. The intercon¬ 


dylar fracture is reduced and held with a 
bone-holding clamp while a long screw is 
put across the condyles for fixation of this 
fracture. Then a guide wire is put through 
the condyles, piercing the skin on the me¬ 
dial aspect of the knee joint. Roentgeno¬ 
grams are taken to verify the position of 
the guide wire if there is any doubt in 
the surgeon’s mind. Then a reamer is 
placed ov'er the guide wire and a .small 
portion of the lateral cortex is reamed out 
to permit close coaptation of the nail. 
Next, the senior author's nail, which has 
been bent to fit the contour of the condyles 
and shaft of the femur, is placed over the 
guide wire and driven through so that it 
just passes through the cortex of the me¬ 
dial condyle. By pulling distally with the 
hands on the guide wire or by use of the 
Kirschner bow the major fragments are 
brought into correct alignment and held by 
the flange of the nail and screws as needed. 
The guide wire is then taken on through 
the femur and removed on the media! side. 
Bone chips are next taken from the ante¬ 
rior superior iliac crest and are packed in 
and around the fracture site. This, in our 



Fig. 6.—Case of M. B., a woman age 
fell from a flight of ste in her 
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Fig. 6.—Case of M. B. Full weight bearing was 
begun after this roentgenogram was taken, five 
months after the operation. Range of motion in 
the knee was 125 degrees. 


opinion, greatly shortens the healing time 
of the fracture. The knee joint and the 
operative incision are then closed in the 
usual manner. The use of a pneumatic 
tourniquet will produce a bloodless field 
and greatlj' reduce the operating time, 
thereby reducing also the chances of oper¬ 
ative shock. A sterile dressing is applied 
to the operative incision, after which one 
or more ace bandages from the toes to the 
groin are applied. No form of external 
immobilization is used. Passive motion of 
the knee is started the next day and is in¬ 
creased daily, depending upon the patient’s 
reaction to the pain. Active knee motion 
is started as soon as the patient can tol¬ 
erate it. By this method we have secured 
an average range of motion in the knee of 
91 degrees in these 17 cases. 

We encountered complications in 1 case. 
Mr. W. M. C. fell from a ladder in his 
home on Oct. 3, 1951. The next day an 
open reduction was performed and the 


fracture was immobilized. The senior au¬ 
thor’s dual flanged nail was used, together 
with a supplementary bone plate. Without 
our permission the patient began full 
weight bearing at four months, and roent¬ 
genograms taken four and one-half months 
after the operation showed that the nail 
had broken at the neck. The fracture went 
on to a nonunion. On July 1,1952, a second 



Fig. 7 .—Case of L. Z., a woman aged 69. Frac¬ 
ture was incurred in a motor accident on Aug. 1, 


1953. 



Fig. 8.—Case of L. Z. Fracture was so badly 
comminuted that circumferential wires also were 
used for immobilization. Full weight bearing was 
not permitted until ten months after the opera¬ 
tion. 
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operation was performed. The nail and 
plate were removed. An intramedullary 
nail was introduced into the femur. The 
distal fragment of the femoral shaft was 
securely fixed to the intramedullary nail 
by four screws put in on each side of the 
intramedullary nail in two planes. This 
was the senior author’s original idea and 
was very successful in giving the '.lecile.l 
immobilization to the fracture. A double 
strand of No. 20 wire was then put .iroiiud 
the fracture site in a figure-of-eight man¬ 
ner in order to prevent rotation of the 
distal fragment of the femur. This pro¬ 
cedure was described to us by Dr. Ilorschel 
Penn of Knoxville, Tennessee, several 
years ago and has been used in all of our 
intramedullary nailings of the femur and 
a few times in nailings of the humerus. 
This figure-of-eight wire not only prevents 
rotation but eliminates distraction with 
possible Interposition of soft parts or bony 
fragments. 

Iliac bone was then placed around the 
fracture site. One month later the patient 
was bearing full weight on this femur. 
Nine months after the bone graft the pa¬ 
tient had good solid union of the fracture, 
and ten months after the bone graft the 
intramedullary nail was removed. 

In all other cases the treatment has re¬ 
sulted in good bony union. After the open 
reduction the average interval from the 
time of operation until the patient was 
walking without any external support was 
six and one-half months. The average 
duration of hospitalization was twenty- 
eight days. 

SUMMARY 

A report of 17 consecutive cases of 
supracond 5 dar fractures of the femur 
treated in the authors’ clinic since 1950 
is presented. Each of these fractures was 
treated b 3 ' open reduction and internal fix¬ 
ation with the senior author’s nail, without 
nnj' type of postoperative immobilization. 


Excellent range of motion in the kneo was 
obtained, the average range of motion be¬ 
ing 91 degrees. Good bony union wa.s ob¬ 
tained in all cases except 1, in which the 
nail broke, but good bony union was ob¬ 
tained in that case after a bone graft was 
performed and an intramedullary nail wa.s 
used. The average time required for bony 
union, excluding the case of the broken 
nail, was six and one-half months. The 
period of hospitalization was greatly re- 
ifuced. In the hands of the authors this 
method has been the most satisfactory of 
all they have used in the treatment of 
■supracondylar fractures of the femur. 

RIASSUNTO 

Studio di 17 fratture sovracondiloideo 
del femore, curate nella Clinica degli Au- 
tori dal 1950 a tutt’oggi. 

Ciascuna frattura fu curata con ridu- 
zione cruenta e inchiodamento, senza alcun 
tipo di immobilizzazione post-operatoria. 
Fu ottenuta un’eccellonte moblizzazlono 
del ginocchio (in media 91 gradi). Fu pure 
ottenuto un ottimo consolidamonto dei 
fraramenti ossei in tutti i casi, cccetto uno 
in cui si ruppe il chiodo; tuttavia, anche 
in questo caso, si raggiun.se lo scopo con 
un innesto osseo e un inchiodamento endo- 
midollare. 

La durata media del tempo neccs.sario 
per il consolidamento osseo, e.scluso il caso 
in cui si ruppe il ehiodo, fu di sei me.si e 
mezzo. La durata della degenza in ospe- 
dale risulto grandemente ridotta. Nelle 
mani degli Autori tale metodo si dimo.stro 
il migliore di ogni altro nella cura delle 
fratture sovracondiloidee del femore. 

zusamme:.ta.ssu.v 

Es wird fiber eine fortlau 
von 17 Fallen von supraVondyl 
Hchenkelfraktur, 

Klinik des Verfa 
bcrichlet. Alle 



Xanthogranulomatosis of the Colon 
Causing Obstruction 

EMIL SCHWARZMANN, M.D. 

AND 

WOLF ELKAN, M.D., F.I.C.S. 

NEW YORK CITY, NEW YORK 


X ANTHOGRANULOMA is the name 
given to a condition that appears to 
be a combination of chronic inflam¬ 
matory granulomatous changes with a 
disturbance of the fat and cholesterol 
metabolism. 

In its extreme manifestations it may 
produce j'^ellowdsh tumor-like masses that 
appear neoplastic and can, by their size, 
cause mechanical pressure and symptoms 
of obstruction. They also have invasive 
and “metastasizing” tendencies and may 
extend from the retroperitoneal space to 
surround the kidneys, the aorta, the vena 
cava and the liver; they may extend up¬ 
ward toward the pericardium as well as 
downward into the pelvic cavity and even 
the scrotum. In this w^ay they have caused 
death in several instances and have there¬ 
fore often been described as neoplastic.’ 

Their true nature is still open to con¬ 
troversy and apparentlj”^ has not yet been 
fully explained. This is due principally to 
the compai*ative rarity of the condition. 
Only about 17 such cases have been re¬ 
ported in the international literature, but 
in view of the uncertain pathologic nature 
and causation of the lesion it is of course 
probable that many more cases exist and 
have been described in the literature under 
a different diagnosis. 

Histolofjicallii xanthogranulomas are 
granulomatous lesions, giving the appear¬ 
ance of chronic inflammation, with macro- 


Subrr.ittc\! for puMicatier. April 1C. 


phages, lymphocytes and plasma cells 
present in abundance. Marked polymor¬ 
phism of the cells is characteristic. In 
addition, sclerosis with proliferation of 
histiocytes and fibrocytes is noted, which 
has often suggested neoplastic rather than 
inflammatory change. 

Typical throughout are the many lipo- 
phages, large pale cells with granular 
cytoplasm, also called “foam cells,” which 
are loaded with neutral fat, cholesterol 
and cholesterol esters. These cells are his¬ 
tiocytes, with one or more small hyper- 
chromic nuclei and many small phago- 
cytized lipid droplets in their cytoplasm, 
and are scattered throughout the lesions, 

Macroscopically these lesions are nodu¬ 
lar, ranging in diameter from a few milli¬ 
meters to several centimeters. In some 
cases confluent lesions have produced large 
masses of irregular outline up to 20 or 30 
cm. in diameter. 

The point of origin of these lesions is 
sometimes found in the retroperitoneal 
space. They grow slowly and are rarely 
invasive, they frequently recur, however, 
after inadequate excision and may at one 
time become generalized, causing symp¬ 
toms of pressure and interfering with 
normal circulation in the organs involved. 
Ample excision, when possible, followed 
by roentgen therapy, is considered the 
treatment of choice. 

Etiologic Factors. — The cause of 
xanthogranuloma is not clear and is sub¬ 
ject to speculation. Two factors are 
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thought to be responsible in the patho¬ 
genesis: (1) inflammation from various 
causes, with subsequent fat necrosis, and 
(2) disturbance of the cholesterol metab¬ 
olism. 

Two main views are entertained by 
various authors. The first is that a pri¬ 
mary disturbance of the fat metabolj.sm 
has taken place causing an increase of 
fatty substances, lipids, cholesterol and 
cholesterol esters in the blood with pre¬ 
cipitation of these substances in different 
regions of the body. These precipitates 
act as foreign bodies, causing an inflam¬ 
matory granulomatous reaction of the 
host tissue.® 

The second theory is that local irrita¬ 
tions and inflammatory lesions from vari¬ 
ous causes take place first, and, in the 
presence of a disturbed fat metabolism, 
the precipitation of fatty substances takes 
place subsequently.® 

We do not propose to take sides in this 
controversy, which properly belongs in 
the field of the pathologist. We should like, 
however, to give a short summary of cases 
reported in the literature and add 1 case 
of our own, which, as far as we have been 
able to ascertain, is the first such case re¬ 
ported. 

The earliest report we have found was 
made by A. Dietrich in 1913.*' 

His patient was a 29-year-old man in 
whom a yellowish retroperitoneal mass 
surrounded both kidneys, the adrenals, the 
pancreas and the inferior vena cava 
Scattered yellow nodes were observed in 
the peritoneum, especially at the dia¬ 
phragm and also infiltrating the liver and 
pericardium. There was found an accu¬ 
mulation of lipoids and cholesterin esters 
in foam cells. Dietrich’s diagnosis was 
fibroxanthosarcoma. 

A similar case was reported by Noethen 
in 1920.*' In 1933 Noel and Bechet*' re¬ 
ported a case of perirenal xanthogranu- 
loma which extended as far down as the 


scrotum. This tumor mass was resected 
but four years later a massive local recur¬ 
rence occurred, leading to uremia and to 
death of the patient. In the same year 
Baumgartner** reported the case of a 32- 
year-old woman with anorexia and vomit¬ 
ing, in whom the roentgen ray showed a 
ring-like constriction narrowing the stom¬ 
ach down to 2 cm. in diameter. On ex¬ 
ploration, lymphogranulomatous masses 
with an accumulation of yellowish lipoid 
material and cholesterol were observed to 
invade the wall of the stomach, while the 
mesentery of the jejunum was covered 
with yellowish and brownish nodules, 
ranging from a few millimeters to the size 
of a hen’s egg. Autopsy revealed granu¬ 
lation tissue with macrophages and giant 
cells and deposits of lipoids and cholesterin 
and fatty acid mixtures. 

In 1931, Chester,*' in his article about 
lipoid granulomatosis, discussed the causa¬ 
tion and manifestations of this disease 
complex. The condition is best known to 
occur in the skin and tendon sheaths in 
patients with diabetes or icterus. Accord¬ 
ing to his report, Murchison was the first 
to show the presence of lipoid granulomas 
in inner organs (spleen and kidney), and 
since then many other reports have come 
out. A survey of the literature has been 
made by C. Oberling,*'' who reported 3 
cases in 1935’ 

1. A 31-year-old man had a retroperi¬ 
toneal mass, 20 by 8 by 7 cm., in the right 
iliac fossa. It was removed surgically but 
recurred two years later, requiring a 
secondary removal. 

2. A 29-year-old man had a mass weigh¬ 
ing 3 Kg. and extending from the eleventh 
rib to the right iliac fossa anteriorly and 
to the right of the right kidney. 

3. A 37-year-old woman had a 
year history of tumor^in the rig 
pressing against the k’ 

Melicow®' in 1953 
xanthogranuloma. 
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wei'e men aged 51, 54 and 63 years respec¬ 
tively; 1 was a woman aged 44. All of 
the tumors originated in the retroperito¬ 
neal space, surrounding the kidneys and 
adjacent structures. In 1 case the lesions 
extended along the aorta, involving the 
pericardium, the liver, the pancreas and 
the pelvic peritoneum. Two of the patients 
died. 

Pack and Tabah,^ in their survey of 120 
primary retroperitoneal tumors, also re¬ 
ported 2 cases of xanthogranuloma. 

The following case report may serve to 
direct new attention to this rare condition, 
especially since no case with similar fea¬ 
tures has, to our knowledge, been reported 
in the international literature. 

REPORT OF CASE 

The patient, a 72-year-old German-born 
white man, complained of progressive abdomi¬ 
nal cramps and pain especially after taking 
laxatives, since July 1954. He had also noticed 
distention of the right side of the abdomen, 
which occurred whenever the cramps and colic 
appeared. A physician in Miami was con¬ 
sulted and ordered barium enema studies. The 
results were intei'preted as negative at the 
time, although the observations were in our 
opinion, not entirely normal. There was a 
peculiar screw-like appearance of the descend¬ 
ing colon, the significance of which we shall 
discuss later. After his return to New York 
on August 23, 1954, the patient had a sudden 
attack of obstipation with severe pain in the 
left lower abdominal quadrant, followed by 
less severe pain in the right lower quadrant. 
He also had lost 5 pounds (2.3 Kg-l in weight 
during the preceding weeks. The local phy¬ 
sician obseiwed a hard, nodular, nonfluctuat¬ 
ing, oval, barely movable, slightly tender mass 
in the left lower quadrant and referred the 
patient to the Presbyterian Jledical Center for 
study. There his past history was found to be 
essentially normal except for several opera¬ 
tions on the left eye for cataracts and com¬ 
plete blindness of the right eye for about ten 
years. 

Lahoraforii Tests .—The urine was within 
nomi.al limits. The 3Iazzini test of the blood 
gave negative results. The sedimentation rate 
w;is 27 mm. in one hour. The stools revealed 



Fig. 1. — Transverse section of the descending 
colon and mesocolon, showing the latter thickened 
to 8-10 cm. and completely replaced by yellowish 
masses, suri-ounding and compressing the colon 
on three sides. 

no occult blood. The erythrocyte count was 
4,410,000 per cubic millimeter of blood, with 
13.2 Gm. of hemoglobin. The leukocyte count 
was 11,950 per cubic millimeter, with 72 per 
cent neutrophils, 3 per cent eosinophils, 1 per 
cent basophils, 22 per cent lymphocytes and 2 
per cent monocytes. 

Roentgen Data .—Examination of the large 
intestine by means of a barium enema showed 
a filling defect in the distal portion of the 
sigmoid. This was demonstrated on most of 
the films, although it was not seen on fluoro¬ 
scopic examination. It was oval and appeared 
to have a pedicle in the film of the entire ab¬ 
domen during the full phase of the study. This 
area was considered distal enough to allow 
proctoscopic examination. No intimate rela¬ 
tionship mas observed between the mass pal¬ 
pated in the left lower quadrant and the lumen 
of the sigmoid. The remainder of the large 
intestine appeared normal. The terminal por¬ 
tion of the ileum was visualized and was 
normal. 

A two-meter examination of the chest for 
heart size revealed the heart to be at the 
upper limit of normal size. Its configuration 
was suggestive of prominence of the left 
ventricle. 

The impression was that of (1) a question¬ 
able polyp in the sigmoid area that necessi¬ 
tated further stud.v and (2) a heart at the 
upper limits of normal size.” 

Proctoscopic Study .—The instrument could 
be passed only to 14 cm. at which point 
angulation of the colon and i-esistance by the 
patient prevented further progress. The 
mucosal folds appeared somewhat edematous. 
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through normal transverse colon at least 15 
cm. proximal to the lesion and through rather 
edematous rectum about 10 cm. distal to the 
lesion. No gross pathologic changes of the 
mesenteric vessels was encountered. An end- 
to-end anastomosis was done with interrupted 
silk and No. 00 atraumatic chromic sutures 
between the transverse colon and the upper 
part of the rectum, with some difficulty due to 
the edematous and friable wall of the rectum. 
The suture line was secured with epiploic fat. 
Two Peni'ose drains were placed near the 
anastomosis, and the abdomen was closed in 
layei’s. In view of the questionable safety of 
the anastomosis, the cecum was bi’ought up 
through a McBurney incision for cecostomy. 

Immediate postoperative recovei'y was un¬ 
eventful. On October IS, after removel of 
alternating sutures, partial wound dehiscence 
occurred, with prolapse of the small intestine. 
The abdomen was again closed with through- 
and-thx’ough heavy silk sutures. 

On October 25 all sutures were removed. 
The patient was discharged from the hospital 
in good condition and had a surprisingly 
rapid recovery. At the time of writing his 
appetite is excellent; and he has gained 15 
pounds (6.8 Kg.) and has daily regular bowel 
movements with well-formed stools. 

A total cholesterol determination was done 
on Dec. 16, 1954 and showed a level of 196 mg. 
per cent. 

Pathologic Data. —The pathological obser¬ 
vations were as follows: 

Gross: The specimen consists of a portion 
of the transverse, descending and sigmoid 
colon (Fig. 2). The overall length of the 
specimen was about 50 cm. The proximal 15 
cm. resembled transverse colon because of the 
portions of greater omental tissue attached to 
it. The proximal 15 cm. of the specimen and 
the distal 10 cm. of the specimen were not 
obviously grossly diseased, either on the 
mucosal aspect of the bowel or in the mesen¬ 
teric portions of the specimen. The midpor¬ 
tion, represented by a segment about 25 cm. 
in length, was obviously diseased. There was 
diffuse stenosis of the bowel wall, with reduc¬ 
tion of the lumen to a collapsed slit. The bowel 
wall was thickened to as much as 1 cm. owing 
to this collapse, but on cross section the layers 
of the bowel w.all were clearly discernible. The 
principal cha.nge appeared to consist of a tre¬ 
mendous thickening of the mesenterj', which 
had gro'.wi around two thirds of the circum¬ 


ference of the bowel wall. The mesentery 
achieved a maximum thickness of about 5 cm. 
in the middle of this diseased segment. The 
cut sui-face of the mesenteric tissues showed 
what appeared to be rather pale yellowish- 
white, rather opaque fat, crisscrossed by thin 
strands of fibrous connective tissue. A number 
of blood vessels were seen in the mesenteidc 
tissue, and these were later carefully ex¬ 
amined microscopically by multiple sections. 
No diverticula were noted, and there was no 
evident mucosal lesion. The mucosal folds in 
the diseased segment were thickened and ex¬ 
tremely pale and soft, as though caused to as¬ 
sume this appearance by edema. The mucous 
membrane proximally and distally was darker 
and the mucosal folds of the usual size. Where 
the diseased segment of bowel joined the non- 
thickened proximal and distal portions, the 
transition from thickened mesentery to rela¬ 
tively normal mesentery was fairly abrupt. 
The peritoneal surface of the thickened mesen¬ 
tery was pale and showed no evidence of acute 
inflammation. 

Microscopic: A large number of sections 
from grossly-diseased areas and from the 
areas of junction with the normal bowel wall 
showed that the principal seat of disease was 
apparently in the mesocolon, and not in the 
bowel wall or the mucous membrane. The 
mucous membrane was intact and was ele¬ 
vated from the muscularis owing to extensive 
edema of the submucosa. The musculai’is con¬ 
tained a few small mononuclear inflammatory 
cells, apparently derived from the inflam¬ 
matory process in the mesosigmoid to be 
described. 

The involved mesosigmoid throughout 
showed changes suggestive of fat necrosis. 
This was evidenced by disruption of fat cells 
which had coalesced to form vacuoles, which 
varied in size but were larger than fat cells. 
In all of these areas there were huge numbers 
of histiocytes with copious foamy cytoplasm, 
no doubt rich in lipoid and presumably repre¬ 
senting phagocj'tosis of the breaking-doxvn 
adipose tissue. As is often obseiwed in fat, 
IjTnphoid elements were present as well. 

Corresponding to the grossly noted firm con¬ 
sistency of the mesosigmoid and to the manner 
in which the mesosigmoid surrounded and 
compressed the bowel wall, there was present 
microscopically a moderate degree of fibrosis, 
which appeared to run crisscross through the 
tissue and which may be interpreted as part of 
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the reparative process provoked by the fat 
necrosis. Some of the peritoneal surfaces 
showed a slight fibrinous exudate. 

The arterial vessels did not appear remark¬ 
able. Some of the veins showed a noticeable 
degree of intimal fibrosis. No thrombosis was 
noted. 

COMMENT 

No clearcut answer can be given as to 
the cause of this lesion. The fairly abrupt 
termination at the splenic flexure and rec¬ 
tosigmoid juncture may suggest the possi¬ 
bility that a vascular change was respon¬ 
sible for this process. Most of the arteries 
in the specimen, however, were of nor¬ 
mal appearance, with minor sclerotic 
changes consistent with the age of the 
patient. The only noticeable deviation was 
an occasional thickening of some veins, 
while in many other parts veins of normal 
size prevailed. This thickening of the 
veins should therefore be considered as a 
change secondary to hyperemia. It cannot 
explain the presence of fat necrosis. 

One might also consider observations 
by Schnitzler and others’ of inflammatory 
involvement of the left colonic mesentery, 
resulting from previous pancreatitis. In 
such circumstances the pancreatic juice 
would find its way from the tail of the 
pancreas into the retroperitoneal space of 
the descending mesocolon, causing marked 
inflammation and fat necrosis with sub¬ 
sequent granulation, fibrosis and invasion 
by lipophages. 

The slight elevation of the blood choles¬ 
terol level to 196 mg. hundred cubic 
centimeters, noted subsequently on post¬ 
operative investigation (Dec. 16, 1954), 
may also be significant in the causation of 
this condition. 

A point of great interest in this case 
was the constant roentgen appearance 
after a barium enema on two occasions 
(Fig. 3). The involved descending colon 
is not properly filled and shows a regular 
spiral pattern, almost like that of an old 


wooden screw such as were used in medie¬ 
val presses. This pattern begins abruptly 
at the splenic flexure and ends more grad¬ 
ually at the rectosigmoid juncture. Prox¬ 
imal and distal to this area the colon is 
well filled. In our opinion, this pattern is 
not present in other conditions. It is 
probably produced by the extrinsic stiffen¬ 
ing and shortening of the bowel wall 
caused by involvement with the granulo¬ 
matous lesions, while the mucosa, not 
being involved and not shortened, is com¬ 
pressed into this spiral pattern. It seems 
worth while to remember these roentgen 



Fig. 3. — Roentgenogram taken after a barium 
enema, showing transverse colon well filled, while 
descending and sigmoid colon are narrowed to 
about one quarter of the nndth of the uninvolved 
colon. Its outline shows a peculiar scrcwllkc con¬ 
figuration, but no destruction of the mucosa is 
apparent. 
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observations, which might help in estab¬ 
lishing a preoperative diagnosis in similar 
cases in the future. 

SUMMARY 

The term “xanthogranuloma” is defined 
and its causation and pathologic picture 
are discussed. A brief review of the lit¬ 
erature is given. An unusual case of 
xanthogranuloma causing obstruction of 
the descending portion of the colon and 
involving the mesocolon is reported. 

ZUSAM MEXFASSUKG 

Der Begi'iff des Xanthogranuloms wird 
definiert und seine Pathologie und Her- 
kunft werden besprochen. Eine Zusam- 
menfassung der Literatur wird gegeben. 
Ein ungewoehnlicher Fall wird beschrie- 
ben, in dem ein Xanthogi-anulom in das 
]\Ieso-colon einwaechst und eine Obsti-uk- 
tion des Colon descendens verursacht. 

niASSUXTO 

La definizione di Xanto-granuloma e 
data e la sua patologia ed eziologia vengono 
discusse. La bibliografia e passato in 
ri^ista. Un caso straordinario e presen- 
tato, nell quale un Xantogranuloma dell’ 
mesocolon sinistro ha causato un’ ostru- 
zione dell’colon descendente. 

RESUME 

La definition du Xanthogranulome est 
donne et la pathologie et etiologie sont dis- 
cutes. La literature est passee en re\me. 
Un cas extraordinaire de Xanthogranu- 
lorae est presente, ou les masses xantho- 
granulomateuses du meso-colon ont causees 
une obstruction du colon gauche. 

RESUMEN 

Se define el termino de “Xantogranu- 
lomn.” comentandose la etiologia y la im- 


agen patologica. Se da un breve revision 
de la literatura. Se comunica un caso raro 
de Xantogranuloma que produjo una ob- 
struccion de la porcidn descendente del 
colon, complicando el mesocolon. 
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Biopsy Studies of Vascular Response in 
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T he increasing use of skin and 
muscle biopsies as diagnostic pro¬ 
cedures has revealed some alterations 
that exhibit a rather common pattern in 
the presence of arteriolar diseases. This 
method has been used in the diagnosis of 
periarteritis nodosa,' malignant nephro¬ 
sclerosis or necrotizing arteriolitis,” rheu¬ 
matic arteritis’ and other conditions. 

In previous papers* we have described 
the results of our investigations on arteri¬ 
olar lesions detached by muscle and skin 
biopsies in patients with arterial lesions 
producing ischemic necrosis and gangrene 
of the extremities (arteriosclerosis obli¬ 
terans, thrombo-angitis obliterans). Dur¬ 
ing those investigations we also had the 
opportunity to study muscle and skin 
biopsy specimens from patients with 
various other vascular diseases, such as 
arteriosclerosis, malignant nephrosclero¬ 
sis, diabetes, rheumatic and infectious 
arteritis, periarteritis nodosa, allergic dis¬ 
ease and arteritis due to overdosage with 
desoxycorticosterone acetate. 

In this paper we shall describe the 
arteriolar lesions observed in muscle and 
skin biopsy operations from patients with 
the above mentioned vascular diseases and 
try to correlate the different lesions into 
a pathologic classification, since classifica- 
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tion has been hitherto quite confused. 

Method .—Our investigations have been 
made on 40 patients. Biopsies were per¬ 
formed with the following technic: 

Biopsy specimens were taken, as a rule, 
from the calf or shoulder region. The 
specimens consisted of small fragments of 
skin and a fragment of muscle (gastroc¬ 
nemius or deltoid). When possible, more 
than one specimen was taken from the 
same patient. The specimens were fixed in 
solution of formaldehyde, embedded in 
paraflln and the sections stained with 
either hematoxylin and eosin, van Gieson’s 
stain or Weigert's for elastic fibers. 

These methods were deemed satisfactory 
for diagnosis as well as for prognostic 
evaluation of the patient's condition. 

Hesults. —1. Arteriolar Lesion in Arte¬ 
riosclerosis (Fig. 2D): The walls of the 
arterioles are thickened, the lumen mark¬ 
edly reduced in diameter, eccentrically due 
to the one-sided location of the atheroma¬ 
tous process. The media and the adventi¬ 
tia showed areas of hyalinization and foci 
of exudation, with a preponderance of 
granulocytes and macrophages and a mod¬ 
erate number of lymphocytes. Collapse of 
the wall or the presence of thrombi some¬ 
times completely obliterated,_the lumen. 
The elastica showed ivregul i 
with occasional fragmentat' 
servation in - '^y'me 
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previously described bj^ Caillau, Geiy, Fon¬ 
taine, Branzen, Benda, Jores, and Jaeger.^ 

2. Malignant Nephrosclerosis or Necro¬ 
tizing Arteriolitis (Fig. 2E) : At first the 
arterioles showed foci of hyaline degen¬ 
eration, which gradually involved the en¬ 
tire wall, with disappearance of the smooth 
muscle cells and the elastica. Areas of 
fibrinoid necrosis were frequent; the ves¬ 
sel wall was sometimes broken with sub¬ 
sequent hemorrhagic extravasation and 
clotting of blood even in the lumen (thi'om- 
bonecrosis). Such necrotizing arteriolitis 
is nowadays considered a morphologic 
characteristic of malignant hypertension. 
In the smallest arterioles, a musculo-elastic 
hyperplasia of the intima which greatlj’’ 
narrowed the lumen eccentrically, was 
often present in the smallest arterioles. 
Furthermore, granulomatous lesions of 
the periarteritic type were not infrequent, 
owing to the necrotizing arteriolitis, a 
striking aspect of an inflammatoiy lesion. 
Similar observations have been reported 
by Kernohan and others, Andrus, and Gull 
and Sutton.- 

3. Diabetic Arteritis (Fig. 2CF) : The 
intima of the arterioles Avas markedly 
thickened and loaded with fat droplets. 
The elastica interna was dissociated and 
infiltrated with leukoc.vtes. There AA’as also 
fragmentation of the media, Avhile the ad¬ 
ventitia was relatively spared, though foci 
of perivascular l.vmphoc.vtic exudation 
could be found. Thrombi were infrequent. 
These observations are in agreement with 
those previou.sly reported by Letulle, 
Labbe. Heitz. Xepveux. Bowen, Koenig. 
Paupert-Ravanet and Rich.= 

-1. Thromho-Angitis Obliterans {Buer¬ 
ger's Disease) Chronic Stage (Fig. IF. 
Fig. 2.4F) : Eccentric narrowing of the 
lumen was present, due to one-sided inti- 
mal proliferations made up of cellular 
connective tissue. In the media, the elastic 
fibers were fused while the subendothelial 
tissue of the intima was increased, though 


irregularly. Small thrombi Avere frequent- 
l.v observed, AA'ith subsequent obliteration 
of the lumen and eventual organization. 
The adA^entitia shoAved small foci of exuda¬ 
tion consisting of Ij^mphocytes and macro¬ 
phages. Similar observations have been 
described by WiniAA^arter, Buerger, Jores, 
Scala, Benda, Leriche, Vanzetti, Goecke, 
Barney, Cole and Gammel.*’ 

5. Rheumatic Arteritis (Fig. ICE) : 
The arterioles Avere iiiA'olved by an exten- 
siA’e endoA'asculitis and periA'^asculitis Avith 
preA^ailing periAmscular exudation (lym¬ 
phocytes, plasma cells, polymorphonuclear 
neutrophiles, macrophages). Such inflam¬ 
matory foci maj" undergo sclerosis AAuth 
formation of small fibrotic nodules and 
fragmentation of the elastica. Prolifera¬ 
tive changes rich in elastic and precollage¬ 
nous fibers Avere observed in all stages 
from fibrinoid necrosis to the formation 
of small granulomas. A similar picture has 
been reported b.v Klinge, Glahan, Pau, 
Papenheim, Clenahan, Eiman, Gouley, 
Geipel, Broetsch, Traut and others.'^ 

6. Arteritis in the Cojirse of Sepsis 
fFig SAC) : It is a Avell-knoAAm fact that 
in the presence of different septic condi¬ 
tions the reticuloendothelial system is 
often involved, especiall.v at the level of 
the s.A'stemic arterioles. Sepsis due to Amri- 
ous bacterial agents (streptococci, staphy¬ 
lococci, enterococci, pneumococci, menin¬ 
gococci, gonococci, Pfeifer bacilli, tj’^phoid 
bacilli, brucellosis) often produced arte¬ 
riolar lesions in the form of circumscribed 
inflammatoiy changes (arteriolitis, throm- 
boarteriolitis). Such lesions are the mor¬ 
phologic expression of a biologic phenom¬ 
enon similar to the Arthus and Koch 
phenomena. Similar lesions are present 
AA'ith A'irus diseases and especially Avith 
scarlet fever. Histologically, as has been 
pointed out by Berger, IMerklen, Wolf, 
Siegmund, Dietrich, Duerck, Wiesel, War- 
traut, DaA'idonski, and Redaelli,'^ the arte¬ 
rioles shoAved proliferative and desquama- 
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tive changes of the intima with mural external circumference of the arterioles 
necrosis, formation of small thrombi and was increased, but the lumen was narrow 
perivascular exudation. or even completely obliterated by intimal 

7. Periarteritis Nodosa (Fig. 3D) : The hyperplasia and by thrombi in different 



Fiu. —.*1 n, Buerfrer’s arteriolopathy; muscle specimens from men aRed 20 and 05 respectively. 

tiUmatoxylin and eosin; X 050.) C and F, diabetic microvasculitis: muscle specimens from a woman 
aeiHi 40 a:;d a ma’’. acred 50. (Hematoxylin and eosin; X 520.) E, malignant hypertensive micro- 
vasculitis: .'hin specin-.e:', from a man aped 54. (Weipert’s stain: X 200.) D, arteriosclerotic ar- 
terio’.opatny: muscle specimen from a man aped 71. (Weipert’s stain; X 000.) 


154 



VOL XXIV, NO. 2 


SCALABRINO AND BIANCHI: VASCULAR RESPONSE 



Fig. 3.— A, infectious microvasculitis in the course of typhoid enteritis. (X 260) B, rheumatic 
microvascuUtis; skin and muscle specimens from a man aged 24. (X 300) C, Infectious micro¬ 
vasculitis in the course of brucellosis infection. (X 250) D, pannrterltic arteriolopathy; muscle 
specimen. (X 520) E and F, arteriosclerotic and Buerger’s microvasculitis; muscle specimens 
( X 500) Hematoxylin and cosin stain. 

stages of organization. New capillary was invaded and replaced by connective 
formations were present in the center of tissue cells; the intima was thickened by 
an occluded vessel. The arteriolar wall irregular proliferation; the clastic fibers 
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were fragmented and destroyed, and areas 
of fibrinoid necrosis were often observed. 
Similar observations have been described 
by Kussmaul, Maier, Forster, Keit and 
Baggenstoss, Grueber, Harris, Lynch and 
O’Hare, Speigel, Sweeney, Page, Zeek and 
Nicand.® 

8. Arteritis Due to Overdosage with 
Desoxycorticosterone Acetate (Fig. ID) : 
The arterioles were uniformly thickened, 
the lumen was narrow and even occluded; 
there were also foci of perivascular exuda¬ 
tion, which in some places showed a gi*an- 
uloma-like picture. The arteriolar walls 
were often hyalinized, the elastic fibers 
fragmented and degenerated. The picture 
was similar to that previous^'’ described 
'} by Selye, Pentz, Paschel, Black, Schaffer, 
■■ Schlayer, Smith, Schrader, Pricket, Sal¬ 
mon, Kornberg, Carey.^° 

COMMENT 

A comparative study of the above de¬ 
scribed histologic pictures permits the 
following conclusions: 

1. In most of the diseases considered, 
the histologic pictures are much alike, so 
that a diagnosis based only on microscopic 
data is often difficult. 

2. Such constant histologic pattern may 
suggest that the arterioles respond with 
the same basic mechanism to the different 
noxae. 

3. It is therefore likely that the initial 
alterations are the same for most of the 
arteriolar lesions, the different picture in 
late stages being due to superimposed con¬ 
ditions. such as hormonal disturbances, 
vitamin deficiency, sero-immunologic fac¬ 
tors or toxic factors. 

This seems further supported by the 
experimental evidence showing that simi¬ 
lar arteriolar lesions or renal lesions 
(endocrine kidney) can be produced by 
means of various procedures, such as ad¬ 
ministration of desoxycorticosterone ace¬ 


tate or pituitary extracts, especially STH. 

Furthermore, all the arteriolar lesions 
mentioned may be associated with a vas¬ 
cular disease known as allergic arteriolitis 
(Siegmund, Dietrisch, Schroeder, Grue¬ 
ber, Klotz, Masugi, Sato, Isibasi, Metz, 
Redaelli). The histologic picture is char¬ 
acterized in the early stages by fibrinoid 
necrosis, followed in later stages by the 
formation of a granuloma (perivascular 
exudation with intimal proliferation). In 
the arterioles, the endothelial cells are des¬ 
quamated ; the subendothelial connective 
tissue is often swollen; the lumen is often 
occluded, and the perivascular exudate 
consists in the earlj^^ stages of leukocjdes, 
especially eosinophils, while in the later 
stages macrophages prevail. The picture 
of allergic arteriolitis (Fig. lAB) might 
suggest that at the basis of all arteriolar 
diseases, in the early stages, is an allergic 
mechanism. Later, the specific noxa of 
the particular morbid condition is super¬ 
imposed. If one keeps in mind the fact 
that the allergic inflammation has no his¬ 
tologic specificity, it seems obvious that a 
differential diagnosis of the aforemen¬ 
tioned arteriolar lesions is impossible on 
simple histologic grounds. 

We concluded that the morphologic pic¬ 
ture does not seem to offer any help in 
individualizing the etiologic and pathoge¬ 
netic factors or arteriolar conditions. 

SUMMARY 

The results of muscle and skin biopsies 
from patients with different arteriolar 
conditions (arteriosclerosis, nephrosclero¬ 
sis, diabetes, thrombo-angitis obliterans, 
rheumatic disease, infectious diseases, 
periarteritis nodosa, allergic conditions, 
overdosage with desoxycorticosterone ace¬ 
tate) are described. In the authors’ opin¬ 
ion, the histologic picture is very much 
alike in most of these conditions, which is 
probably due to the fact that the same 
basic mechanism (allergic response) is 
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responsible for the initial arteriolar lesions 
in all the above-mentioned conditions. The 
different pathologic patterns in late stages 
seem to be due to superimposed noxae, 
specific for the different diseases. 

RIASSUNTO 

Vengono descritti i risultati ottenuti 
medante biopsie muscolari e cutanee in 
pazienti affetti da varie malattie arterio- 
lari: arteriosclerosi, nefrosclerosi, diabete, 
tromboangioite obliterante, malattia reu- 
matica, malattie infettive periarterite no¬ 
dosa, malattie allergiche, iperdosaggio di 
acetato di desossicorticosterone etc. 

L’autore e delPopinione che in molte di 
tali affezioni il quadro istologico sia assai 
simile, e cio probabilmente perche alcuni 
meccanismi basilari (reazioni allergiche) 
sono responsabili delle prime lesioni arte- 
riolari in ognuna di esse. La differenza dei 
quadri patologici negli stati piu avanzati 
potrebbe essere dovuta alia diversa noxa 
sovrapposta, diversa in ogni malattia. 

ZUSAMMENFASSUNG 

Es wird fiber die Ergebnisse von Pro- 
beexzisionen der Muskeln und der Haut 
bei Kranken mit verschiedenen Erkran- 
kungen der Arteriolen (Arteriosklerose, 
Nephrosklerose, Diabetes (Thromboangi¬ 
itis obliterans, rheumatischen Erkrankun- 
gen, Infektionskrankheiten, Periarteritis 
nodosa, allergischen Erkrankungen und 
t)berdosierung von Desoxykortikostemo- 
nazetat) berichtet. Nach Ansicht des Ver- 
fassers ahneln die histologischen Bilder 
der meisten dieser Erkrankungen einander 
sehr, was wahrscheinlich darauf beruht, 
dass fur die fruhzeitigen Veranderungen 
der Arteriolen bei alien oben aufgezahlten 
Krankheitszustanden der gleiche grund- 
legende Mechanismus (allergische Reak- 
tion) verantwortlich ist. Die Verschie- 
denheiten der pathologischen Strukturen 
in den spaten Stadien scheinen durch die 


SCALABRINO AND BIANCHI: VASCULAR RESPONSE 

fur die verschiedenen Krankheiten spezi- 
fischen aufgepfropften Schadigungen her- 
vorgerufen zu werden. 

Des biopsies d'un resultat vasculaire a 
des maladies degeneratives, allergiques, 
infectieuses et Dosage en trop desoxycor- 
ticosterone acetate. 

resumen 

Se describen los resultados de las biop- 
sias musculares y cutaneas obtenidas de 
pacientes con diferentes padecimientos 
arteriolares (arterioesclerosis, nefroescle- 
rosis, diabetes, tromboangeitis obliterante, 
enfermedad reumatica, padecimientos in- 
fecciosos, periarteritis nodosa, padeci¬ 
mientos alergicos, sobredosis de actato de 
desoxicorticosterona). En la opinion del 
autor, la imagen histologica es muy seme- 
jante en todos estos padecimientos, lo que 
probablemente se debe al hecho de que 
hay un mismo mecanismo basico (reac- 
sidn alergica) de las lesiones arteriolares 
iniciales en todos los padecimientos men- 
cionados anteriormente. Los diferentes 
tipos pathologicos que se presentan en los 
estadios tardios se deben a noxas agre- 
gadas, especificas para cada una de las 
diferentes enfermedades. 

RESUME 

L’auteur decrit le resultat des biopsies 
des muscles et de la peau prises des mala- 
des qui souffrent de differentes conditions 
arteriolaires (arteriosclerosis, nephro¬ 
sclerosis, diabete, thrombo-angite oblit- 
terant, rheumatisme articulaire, maladies 
infectieuses, periarteriitis nodosa, condi¬ 
tions allergiques, medication comble de 
desoxycorticosterone acetate). 

Dans son opinion I’aspect histologique 
est a pau pres le meme dans la plupart des 
conditions, probablememnt par le fait, que 
le meme mecanisme basique (respective- 
ment allergique) cause les lesions initiales 
dans les artcres dans toues les conditions 
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mentionnees. L’aspect different dans Tetat 
avance semble etre cause par des dom- 
mages secondaires specifiques pour les 
differentes maladies. 

SUMARIO 

Sao apresentados os resultados das bi- 
opsias de muusculo e pele de pacientes com 
diferentes afecgoes arteriolares (arterio- 
sclerose, nefrosclerose, diabete, tromboan- 
geite obliterante, molestia reumatica, 
molestias infecciosas, periarterite nodosa, 
afesgoes alergicas, super-dosagem com 
acetado de desoxicorticosterona). Na 
opiniao do a utor o quadro liistologico e 
muito semelhante na maioria destas afec- 
coes, provavelmente devido ao fato de que 
0 mesmo mecanismo basico (resposta aler- 
gica) e responsavel pelas lesoes arterio¬ 
lares iniciais em todas as afecgoes acima 
mencioadas. Os quadros patologicos 
diversos, das fases tardias, paracem devi- 
dos a fatores superpostos, especificos para 
as diferentes afecgoes. 
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It ought to be for us a real question whether, and in what way, human nature 
is always the same. I do not mean that we ought to settle this question before we get 
to work, but only that we insist to ourselves that the question is a real one. What 
we certainly know has changed is the expression of human nature, and wc must 
keep before our minds the problem of the relation which expression bears to feeling. 

—Trilling 



Lymphangioma of the Groin and Scrotum 

S. A. GUEUKDJIAN, M.D., A.I.C.S. 

HUDDERSFffiLD, ENGLAND 


C IPHANGIOMA is a very uncommon 
disease. As a benign neoplasm of the 
lymphatic system, it can arise in any 
part of the body, but certain sites—such as 
the cervical region—are more readily in¬ 
volved than others. The groin is only ex¬ 
ceptionally involved, and this site is rarely, 
if at all, referred to in standard works on 
pathology or surgery. The literature con¬ 
sists mostly of individual observations. 
The reported cases are scattered over a 
long period and thus remain uncorrelated 
and inconclusive. Lymphangioma of the 
scrotum is rarer still. 

The purpose of this communication is to 
report a recent case and, reviewing the 
literature, to marshal the available data 
on lymphangiomas of the groin and scro¬ 
tum. 

KEPORT OF CASE 

I. H., a boy aged 3, was referred to the Out¬ 
patient Department of King Edward Memorial 
Hospital, London, on April 24, 1953, with a 
lump in the right groin, which to his own 
physicians had suggested an inguinal hernia. 
The lump had existed for a long time but had 
caused no pain or discomfort. 

On examination, the child’s general condi¬ 
tion was good. There was a moderate-sized 
swelling in the right groin, over the external 
inguinal ring. The swelling was compressible 
but not reducible. It was somewhat cystic to 
palpation and transilluminated in an irregular 
fashion. Both testicles were descended, and 
the scrotum felt normal. The clinical diag¬ 
nosis of congenital right inguinal hernia was 
provisionally made, but the case did not 
appear to be a straightforward one, and 
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hydrocoele of the cord was also queried. It 
was decided to admit the child, but operation 
was postponed because of intercurrent influ¬ 
enza. He was readmitted later, and operation 
was performed on September 12. The skin 
was opened through the usual groin incision 
as for inguinal hernia. The immediate obser¬ 
vations were quite unexpected: There was a 
widespread agglomeration of multiple thin- 
walled, smooth, glistening cysts, varying in 
sizes from that of a lentil to that of a grape, 
and containing clear fluid. 

The mass was situated anterior to the in¬ 
guinal canal, overlaying the rectus, above 
Poupart’s ligament. The cysts did not pene¬ 
trate the muscle but freely invaded the sub¬ 
cutaneous fat to the umbilicus. There was no 
spread to the left of the midline, but there was 
an extension, below Poupart's ligament, along 
the femoral vessels for some distance. The 
diagnosis of cystic hygroma was made and it 
was decided to perform wide resection of the 
mass. The cystic walls were excised, but 
total removal was impossible owing to’ the 
extent of the cysts. The wound was closed 
with a corrugated rubber drain left in situ. 

The histologic report on the operative 
specimen described it as fibrofatty tissue 
containing enormously dilated lymphatics. 
There was some smooth muscle about. The 
walls of some of the large lymphatics showed 
dense fibrosis. The diagnosis was cystic 
hygroma; there was no evidence of malig¬ 
nancy. 

Postoperatively the patient was kept under 
antibiotic therapy. He seemed to be making 
good progress, but a few days later the wound 
became swollen with accumulated fluid. On the 
tenth postoperative day ounces of sero- 
sanguineous fluid was aspirated, but it ac¬ 
cumulated very quickly, even daily aspirations 
becoming necessary at one time. 

In view of failure to dry the wound by this 
method, it was decided to try roentgen ther¬ 
apy. This was started on October 6 and fifteen 
treatments, totaling a skin dose of 2450 r, 
were given over a period of thirty-nine days. 
They were discontinued on Nove . er 13. The 
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result was not as satisfactory as had been 
expected. 

It was then suggested that sclerosing ther¬ 
apy be given a trial. After aspiration of the 
wound, 2 cc. of sodium morrhuate was injected 
into the cavity, and this was repeated at in- 
teiwals, but it proved still difficult to keep the 
groin free from effusion and lymphorrhea. 

Although the patient was constantly main¬ 
tained on energetic antibiotic therapy, the 
wound became inflamed and infected, neces¬ 
sitating the stoppage of all local treatment. 
At one stage the boy became quite toxic, and 
to make matters worse, chickenpox developed. 

Recovei'y was quite slow and, at times, 
stormy, and the fact that the patient’s mother 
was a qualified nurse did not help. The con¬ 
dition gi-adually settled down, however, and 
the boy was discharged home on Jan. 4, 1954, 
with the wound practically healed. He was last 
i-eviewed as an outpatient on Nov. 19, 1954, 
iwhen the groin was completely healed. There 
was no fistula and no sign of recui’rence of 
the hygroma. 

Clinical Considerations. — Diagnosis: 
Cystic hygroma of the neck is easily recog¬ 
nizable. In Hamilton Bailey’s words, “it 
is the only brilliantly translucent swelling 
of the neck." Not so with hygroma or 
lymphangioma of the groin. Indeed, in 
most of the reported cases the condition has 
been recognized onl}’’ postoperatively or 
because of concomitant lymphorrhea. Most 
often, not before a second operation, has 
suspicion been directed to lymphatic path¬ 
ologic change. In the majority of cases, 
the patient will have sought treatment for 
a “swelling” in the groin and will have 
been admitted as a patient wdth hernia, 
hydrocoele or some similar swelling com¬ 
mon to the inguinoscrotal region. This 
explains the extreme raritj’ of preopera¬ 
tive photographs of the condition, while 
histologic reproductions are not few. 

The fact that the swelling can be trans- 
illuminated is not of great help, as the 
same can be said of other more common 
conditions in this region. The translucent 
area, however, may sometimes be irregu¬ 
lar (polycystic) as it was in our case. 

Aspiration may be tried if the lump has 


not been tentatively diagnosed as hernia. 
The fluid may be clear or may show vari¬ 
ous degrees of turbidity; or it may be 
bloodstained. If polycystic, the swelling 
will diminish only irregularly after as¬ 
piration. 

In rare cases there may be accompany¬ 
ing Ij'^mphedema or lymphorrhea, in which 
case the diagnosis will be easier. 

In most instances, however, the real na¬ 
ture of the condition will not be suspected 
(sometimes even at operation) until some 
complication, such as recurrence or lym¬ 
phorrhea, brings the patient back. At 
most, a lymphangioma or a hygroma of 
the groin, on clinical examination alone, 
can be suspected only if the surgeon thinks 
of it. In the end, however, accurate diag¬ 
nosis may not prove essential, as most 
“swellings” of that region come to opera¬ 
tion, and the usual treatment of hygroma 
is operative removal. 

Treatment .—As has just been said, the 
usual treatment is by operation. Some 
authors may disagree, and many other 
methods have been tried. Sclerosing sub¬ 
stances, e. g., sodium morrhuate, have 
been injected with the hope of causing in¬ 
flammatory fibrosis with subsequent occlu¬ 
sion of the cysts. These do not seem to 
have much effect except in the presence 
of a monocystic hygroma, and there is a 
marked tendency to recurrence. However, 
Watson and McCarthy seem to have had 
good results with injection therapy. 

Radiotherapy has also been tried. Figi 
of the Mayo Clinic reported a 54 per cent 
mortality rate after radiation therapy 
alone. Death "was due to infection during 
treatment. However, these were hygro¬ 
mas of the neck, and it is said that those 
of the groin are more amenable to ther¬ 
apy. Our patient was given a total skin 
dose of 2,450 r in a course of fifteen s€.s- 
sions spread over thirty-nine days. 

Radon seeds have also been tried. Some 
authors have used carbon dioxide snow; 
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High power photomicrograph of lymphangioma showing connective tissue, con¬ 
taining an enormously dilated lymphatic channel. At places the wall shows 
fibrosis, and there is some smooth muscle about. 


others have tried extensive fulguration prove impossibie. Fortunateiy, this is bet- 
with the electric cautery. ter tolerated in the inguinoscrotal than the 

The treatment that seems to offer the cervicoaxillary region. Ferris and Holmes 

best chances of success is surgical re- (1947) have reported a case of diffuse 

moval. When this can be done totally the lymphangioma of the scrotum, penis and 

cure may be radical, but the trouble with adjacent areas successfully treated by 

operative treatment is that, when the le- wide excision and primary skin grafting. 

Sion is widespread, total excision may In my patient all three methods—sur- 
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Reported Cases of Lyjnphangioma of the Groin and Scrohim 


No. 

Year 

Age Sex 

Author of of Site 

Patient Patient 

Diagnosis 

Comment 

Source 

1 

1829 

Amussat 

19 

M 

Scrotum 
and groin 

Lymphangioma 

Existed since birth; 
recurrent lymphor- 
rhea; patient died of 
intercurrent sepsis 

In G. Breschst, Lc 
Systenie lympha- 
tique, 1829. 

2 

1854 

Desjardin 
and Gubler 

39 

F 

Left 

groin 

Lymphangioma 

4 years’ duration; Gaz.med. Paris, 

presented as hernia; No. 24,1854. 
lymphorrhea; infection 

3 

1854 

Vernueil 

7 

9 

Perineum Cystic hygroma 

Multilocular; 

excised 

Bull. Soc. Anat. 
Paris, 27:266,1854. 

4 

1861 

Fetters 

43 

F 

Right 

groin 

Ljmiph cysts 

Operated on 

Prager Viertal- 
jahrschrift, 4, 

1861. 

5 

1863 

Nelaton 

9 

I\I 

groin 

and 

scrotum 

Lymph cysts 

Associated with 
cryptorchidism; 
lymphorrhagia 

In Nelaton, Ele¬ 
ments de patho¬ 
logic chirnrgicale, 
vol. l,p. 750.1868. 

6 

1864 

Trelat 

20 

Jr 

Left 
groin, 
thigh and 
scrotum 

Lymph cysts 

15 years’ duration; 
IjTnphorrhea; excised; 
patient died 

Gazz. des Hop. 
Paris, p. 311,1864. 

7 

1867 

Larghi 

37 

ji 

Groin 

and 

Spermatic 

cord 

LjTuph cysts 

Considered hernia; 
treated by excision 

In Jahresbericht 
uber die Leistun- 
gen, 1867 (cited 
by Wiesner) 

8 

1868 

Reichel 

17 

mth 

ji 

Left 

groin, 

scrotum, 

perineum 

Hygroma 

cavernosum 

cysticum 

Present since birth; 
excised after aspira¬ 
tion; patient died 

Virchow’s Archiv 
46:497,1869. 

0 

1868 

Scholz 

20 

M 

Left 

groin 

Cavernous 

lymphangioma 

10 years’ duration; 
lymphorrhea; 
recurrent infection 

Wiener Med. 
Wochschft. No. 63, 
1868. 

10 

1869 

Gjorpjevic 

48 

F 

Left 

groin 

Cavernous 

IjTnphangioma 

10 years’ duration; 
Ijunphorrhea; 
general infection 

Langenbecks Arch, 
f. klin. Chir. 12: 

641,1871. 

11 

1875 

Enprlisch 

New 

born 

M 

Sper¬ 

matic 

cord 

Lymph cyst 

Noticed at birth 

In Strieker, 

Mediz. Jahrbuch, 
1875. 

12 

1897 

Templeton 

9 

JI 

Sper¬ 

matic 

cord 

Cystic 

iBTnphangioma 

Inflammation; cured 
after operation 

Cited hy Wiesner 

13 

1899 

Brant 

Pnes Lome 

23 

JI 

Inguino- 
scrotal 
and intra¬ 
abdominal 

Lymphangioma 

Filariasis also present; 
cured by excision 

Cited by Wiesner 

14 

1900 

Beynier 

Child 

Groin 

Lj-mphangioma 

Excised 

Cited by Wiesner 

ir> 

1901 

Fieri 



Sper¬ 

matic 

cord 

Lymphangioma 


Riforma Jledica, 
1901 (cited by 
Wiesner) 
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Ho. 

Year 

Aoe Sex 

Author of of Site 

Patient Patient 

Diagnosit 

Comment 

Source 

16 

1904 

Segale 

? 

M 

Groin 

Lymphangioma 

Filariasis also present; 11 Policlinico, 
sister also had Sez. Chir. 1904. 

lymphangioma 

17 

1906 

Leischer 

46 

F 

Left 

groin 

Cavernous 
and cystic 
lymphangioma 

Excised 

Cited by Wiesner 

18 

1909 

Patel and 
Chalier 

0 

M 

Groin 

and 

scrotum 

Lymphangioma 

“Infiltrating 

hydrocele” 

Rev. de Chir. 

Paris 39:119,1909. 

19 

1911 

Delbet 

7 

M 

Sper¬ 

matic 

cord 

Cystic 

lymphangioma 


Bull. mem. Soc. 
Chir. Paris, 1911. 

20 

1913 

Righetti 

16 

M 

Scrotum 

Polycystic 

cavernous 

lymphangioma 

Operated on 

Speriment. Firenze 
67:825,1913. 

21 

1913 

Gosse and 
Gaudier 

7 

M 

Scrotum 

and 

abdomen 

Cystic 

lymphangioma 

Presented as hernia; 
retroperitoneal exten¬ 
sion; operated on 

Presse Med. 

21:457, 1913. 

22 

1914 

Lanzarini 

7 

F 

Right 

iliac 

fossa 

Cystic 

lymphangioma 

Congenital; 5 Kg. 
retroperitoneal 
lymphangioma in iliac 
fossa; removed 

A. Med. Contemp. 
Lisbon 32:43, 1914. 

23 

1914 

Le Dentu 

24 

M 

Inguinal 

canal 

Lymphangioma 

Accompanied wth 
filarial hydrocele; 
operated on 

Cited by Wiesner 

24 

1915 

Wiesner 

48 

F 

Right 
groin 
and round 
ligament 

Lymphangioma 

1 

3 years’ duration; 
cured after excision 

Beitr. klin. Chir. 
104:101,1917. 

25 

1916 

Wiesner 

34 

M 

Ductus 

deferens 

Cavernous 

lymphangioma 

26 years’ duration; 
cured after excision 

Ibid. 

26 

1916 

Parona 

16 

M 

Right 

groin 

Lymphatic 

cyst 

Present since 
childhood 

Cited by Wiesner 

27 

1916 

Tillaux 

58 

M 

Sper¬ 
matic 
cord and 
epididy¬ 
mis 

Multiple lymph 
hydrocoele 

Most probably 
I>’mphangJ 0 ma 

Cited by Wiesner 

28 

1916 

Heuss 

7 

F 

Groin 
and labia 
majora 

Circumscribed 

cystic 

IjTnphangioma 

LjTTiphangiectasis 
also present 

Monatsch. f. prakt. 
Dermat. 23,1916. 

29 

1916 

Stuparich 

53 

M 

Groin Lymphangioma 

and scrotum 


Cited by Wiesner 

30 

1921 

Haslinger 

19 

M 

Scrotum 

Cystic 

bmiphangioma 

Sudden onset 

Zcitschr. f. uro. 

Chir. 6:293,1921. 

31 

1921 

Frank 

7 

M 

Scrotum 

Cystic 

lymphangioma 


Cited by Haslinger 
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No. 

Year 

Ape Sex 
j\nthor of of 

Patient Patient 

Site 

Diagnosis 

Comment 

Source 

32 

1921 

Rosenberg ? 

M 

Scrotum 

Cystic 

IjTnphangioma 


Cited by Haslinger 

33 

1922 

Thompson 31 

M 

Epididy¬ 

mis 

Lymphangioma 

6 yeai-s’ duration; 
excision; recovery 

Surg.. Gynec. & 
Obst. 62:712, 1936. 


34 

1923 

Singleton 

3 

F 

Right Cavei-nous 

Groin lymphangioma 

and upper 
part of 
thigh 

Present since birth; 
excised; patient well 
after 2 years 

Ann. Surg. 
105:952,1937. 

35 

1923 

von Loffler 

22 

M 

Scrotum Cystic 

IjTiiphangioma 

Present since child¬ 
hood ; excised; cured 

Zeitschr. f. Urol. 
17:661, 1923. 

36 

1925 

Rigano- 

Irrera 

47 


Epididy- Simple 
mis IjTnphangioma 


Arch. Ital. Chir. 
13:552, 1926. 

37 

1926 

Rosenfeld 

21 

M 

Sper- Cystic 

matic Ij'mphangioma 

cord 


Acta Chir. Scandi- 
nav. 59:447, 1926. 

38 

1930 

JIarcadier 
& Thomas 

41 

M 

Epididj'- Simple 

mis IjTnphangioma 


Bull. A. Frang. p. 
I’etude du cancer 


19:126,1930. 


39 1932 Charache 43 Epididy- Lymphangioma 10 years’duration; Urol. & Cutan. 

mis excised; no recurrence Rev. 43:663,1939. 

for 10 years 


40 1933 

Scalfi 

44 M Epididj'- Simple 

mis IjTnphangioma 

11 j'eai’s’ duration; 
excised; cured 

Boll. Soc. Med. 
Chir. Pavia 49: 
1053, 1935. 

41 1936 

Scalfi 

? M Epididj’- Simple 

mis IjTnphangioma 


Ann. Ital. Chir. 
15:81, 1936. 


42 1937 Foged 5 M Groin Cystic 3 years’duration; 

and lymphangioma multilocular; 

tunica excised; recurred 

vaginalis 
testis 


Zent. tribl. f. Chir. 
66:1402, 1939. 


43 1937 Singleton 49 


'I Right Cavernous Present since birth; Ann. Surg. 

groin, lymphangioma ulceration and infec- 105:952,1937. 

lover tion; patient died of 

abdomen, septicemia, without 

thigh operation 


44 1937 Singleton 3S M Scrotum Cavernous 10 years’duration; Ibid. 

lymphangioma excised; patient well 
after 2 years 
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No. 

Year 

Ao« Sex 
Author of of 

Patient Patient 

Site 

DiagnOtie 

Comment 

Source 

45 

1937 

Singleton 

18 

M 

Right 
groin, 
extension 
into pelvis 
and retro- 
perito- 
neally to 
right side 
of dia¬ 
phragm 

Cavernous 

lymphangioma 

Abdominal and 
inguinal portions 
excised; patient well 
after 2 years 

Ibid. 

46 

1939 

Bouteau & 
Dubarry 

24 

M 

Scrotal 

septum 

Cystic 

lymphangioma 

Following trauma 20 
years previously (?); 
excised 

Bull. soc. Fran?. 
d’Urol. 23:204, 
1939. 

47 

1942 

Judd Jr. 

& Nix 

23 

M 

Scrotum 

Simple 

Isonphangioma 

Lymph fistula for 9 
years; recurrent 
lymphangitis; cured 
by excision and 
fulguralion 

Surg. Clin. North 
America 29:1036, 
1949. 

48 

1944 

Ferris & 
Holmes 

35 

M 

Abdomen, Diffuse 

scrotum, lymphangioma 

penis and 

right 

thigh 

25 years’ recurrent 
fistula and infection; 
cured by excision 
and skin graft 

J. Urol. 58:463, 
1947. 

49 

1945 

Judd Jr. 

& Nix 

28 

F 

Left 
labium, 
vagina 
and left 
leg 

Diffuse 

lymphangioma 

23 years’ lymph 
fistula; recurrent 
IjTnphangitis 

Surg. Clin. North 
America 29:1035, 
1949. 

50 

1047 

Judd Jr. 
&Nix 

22 

M 

Left 

scrotum, 

right 

thigh 

Simple 

lymphangioma 

10 years' lymph 
fistula 

Ibid. 

51 

1949 

Ormond 
& Culp 


M 

Scrotum 

and 

spermatic 

cord 

Cystic 

lymphangioma 

Present since birth; 
cured after 2d 
operation 

J. Urol. 65:906, 
1951. 

52 

1950 

Ormond 
& Culp 

2K. 

M 

Scrotum 

and 

spermatic 

cord 

Cystic 

lymphangioma 

Present 2 years; 
cured after 2d 
operation 

Ibid. 

63 

1951 

Helland 
& Miale 


M 

Right 

scrotum 

Cystic 

lymphangioma 

Present since age of 

C weeks; excised; 
cured 

J. Urol. 69:708, 
1953. 

54 

1951 

Helland 
& Miale 

13 

M 

Right 

scrotum 

Cystic 

lymphangioma 

7 years’duration; 
excised; cured 

Ibid. 

55 

1954 

Ferguson 



Scrotium 

Multicystic 

lymphangioma 

Sudden onset; started 
as acute inflamma¬ 
tion; operated on 

Brit. J. Urol. 

26:264,1954, 

56 

1954 

Gueukd- 

jian 

3 

M 

Right 

groin, 

abdomen, 

femoral 

triangle 

Cystic 

hygroma 

Presented as hernia; 
wide excision, radio¬ 
therapy and sclerosing 
injections; secondary 
infection; ultimately 
healed; patient well 
after one year 

J. Intcmat. Coll. 
Surgeons 2f, 1055. 
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gical excision, sclerosing injections and 
roentgen therapy were used. As it will be 
seen from the case historj', the wound took 
a long and stormy time to heal, and I must 
admit that we have not been able to de¬ 
termine which of the three methods helped 
most in the final cure. 

Recurrence is frequent -whatever the 
method used, and its incidence seems to 
increase with age. The most common com¬ 
plications of lymphangioma are fistula for¬ 
mation, Ijunphorrhea, infection, phlegmon 
formation, elephantiasis and malignant 
degeneration. 

The immediate and greatest danger is 
infection. Normal lymphatics have an im¬ 
portant function in the presence of infec¬ 
tion, having the power of collecting micro¬ 
organisms and filtering them out in the 
lymph nodes, while in cases of lymphan¬ 
gioma all the IjTnphatic channels are no 
longer guarded by Ijunph nodes. 

I\Ialignant transformation is extremely 
rare. There was no instance in Nix’s 42 
cases of lesions from different areas of the 
body, and I have found no record of such 
degeneration in the 55 cases of inguino- 
scrotal Ijunphangioma so far reported. 
Four cases of IjTnphangioendothelioma 
have been recorded, but these fall into a 
different category. 

Rcvicii' of Literature. —Analj’^sis of re¬ 
cent communications on the subject re¬ 
veals that lymphangioma of the inguino- 
scrotal region is exceptional!}' rare, and 
the general impression is that probably 
not more than half a dozen cases are on 
record. Indeed, at first glance this is ap¬ 
parently so; but after a careful search in 
the medical literature of different coun¬ 
tries I have been able to e.xtract 55 reports, 
references or communications on the sub¬ 
ject. Together with my o\vn, the salient 
points of the 5G cases so far on record 
liave been summarized in the accompany¬ 
ing table. 

Three large series of l\Tnphangiomas 


have been reported in the i*ecent litera¬ 
ture. The latest group is that of Nix 
(1954), who reviewed the literature up to 
1953 and presented 42 cases from the 
Charity Hospital of Louisiana. The data 
cover Ijmiphangiomas in different sites, 
but, as I have pointed out elsewhere, this 
impressive record mentions no case of 
Ijunphangioma of the groin or scrotum. 

Watson and McCarthy (1940) have re¬ 
ported 41 cases of lymphangioma and 14 
of cystic hygroma. Here, too, there is no 
record of inguinoscrotal lymphangioma. 
Fifty-t^vo per cent of their lymphangio¬ 
mas were situated in the neck and head, 
44 per cent in the extremities and 4 per 
cent in the trunk. Of their 14 hygromas, 
13 were in the neck and 1 in the axilla. 
According to these authors, 225 cases of 
hygroma had been reported in the litera¬ 
ture up to 1940. 

Prior to them, Singleton (1937) had 
reported 28 cases of Ij’-mphangioma. As 
will be seen in the table, this record men¬ 
tions 2 cases of cavernous lymphangioma 
of the groin and 1 of the scrotum. 

Thompson (1936), in reviewing the 41 
cases of tumox's of the spei'matic cord, 
epididjunis and testicular tunics observed 
at the Mayo Clinic up to 1935, I'ecorded 1 
case of lymphangioma of the epidid 3 'mis. 
He also mentioned 4 Ijunphangioendothe- 
liomas (Rindone, 1901; Conforti, 1910; 
Micotti, 1926; Scarpello, 1927), but I have 
excluded these from my list. 

Rigano-Irrei'a (1925) is usually credited 
with the first record of lymphangioma of 
the epididj'mis. One suspects, however, 
that the tumor in Tillaux's case of “mul¬ 
tiple hunph hydrocoele” of the cord and 
epididjTnis, reported in 1916, was in real- 
it}' a cystic Ijunphangioma. I have, there¬ 
fore, included this in my list. 

It would be appropriate here to mention 
the older sources of reference. Gjorgje- 
vic’s communication (1871) from Bill¬ 
roth’s surgical clinic in Vienna is a monu- 
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mental work on the abnormalities of the 
lymphatic system. It reviews the litera¬ 
ture up to that date and records 7 cases 
of lymphangioma of the inguinoscrotal 
region. Patel and Chalier (1909) in 
France, Dowd (1913) in the United States 
and Wiesner (1915) in Germany also pro¬ 
vide excellent sources of Information. 

The most recent case reported is that 
described by Ferguson in 1954. He men¬ 
tioned a case of cystic lymphangioma of 
the scrotum with symptoms of an acute 
episode. 

Analysis of Data .—The extreme infre¬ 
quency of lymphangioma of the inguino¬ 
scrotal region is obvious from the long 
period (1829-1954) over which the 56 re¬ 
ported cases occurred. 

Sex: An analysis of these cases reveals 
that, of the 56 patients, 46 were male and 
9 female. In 1 case the sex was not men¬ 
tioned. Of Nix’s 42 patients with involve¬ 
ment of a more varied localization, 26 were 
male and 16 female. 

Site: In 15 cases of my series the scro¬ 
tum only was involved; in 18, the groin 
only; in 10, the groin and the scrotum, and 
in 19, the scrotum and/or the groin, to¬ 
gether with adjacent areas. 

Age: Lymphangioma is primarily a 
disease of the young. It may be present 
at birth or it may appear later. Although 
in the present series there is a consider¬ 
able number of adults, it will be noted that 
the disease or symptoms existed for many 
years before medical attention was sought. 
Watson and McCarthy stated that 61 per 
cent of their patients had the condition at 
birth and 95 per cent before the age of 10. 
My patient was 3 years old. 

Physiopathologic Picture. — It is gen¬ 
erally accepted that lymphangioma is a 
congenital anomaly of the Isnnphatic sys¬ 
tem. There is, however, no general agree¬ 
ment concerning the mechanism and cau¬ 
sation of the disease. 

The normal formation of lymph vessels 


begins at definite centers, and from such 
initiation points channels sprout outward, 
vascularize and drain a given area. In the 
area that concerns this communication, 
two lymph sacs appear in the pelvis, each 
related to the corresponding iliac vein into 
which it first opens. 

The role of lymphatics in the body econ¬ 
omy is primarily the removal of e.xcess 
blood proteins from the tissues. In man, 
a variety of forces combine to transport 
the lymph through the lymphatic chan¬ 
nels, all of which are valved. These forces 
include arterial pulsations, muscular ac¬ 
tivity, intestinal peristalsis and alterations 
in the intraabdominal and intrathoracic 
pressure. 

The lymphatic system is just as much 
a “closed” system as is the hemal system. 
Everywhere its walls are lined with endo¬ 
thelium, and nowhere does it communicate 
with “tissue spaces.” Visceral, parietal 
and peripheral lymph eventually collects 
in the cysterna chyli and is evacuated by 
the thoracic duct. The main lymphatic 
channels are interconnected with a net¬ 
work of collaterals, and when lymphatic 
obstruction occurs the circulation of lymph 
may become retrograde and paradoxical. 

Exactly how lymphangiomas and cystic 
hygromas are formed is not very well 
understood. The most widely accepted 
theory is that these tumors originate as a 
result of sequestration, or failure of the 
lymphatic system to make connection with 
the venous system. The primitive lym¬ 
phatic tissue retains its embryonic power 
of groivth by sprouting, penetration and 
secretion. Growth anomaly, fibrosis and 
accident have been suggested as possible 
causes for this sequestration. This theory 
of origin (Goetsch) could explain the 
pathologic and clinical features of the dis¬ 
ease. The endothelial fibrillary sprouts 
penetrate the clefts of adjoining tissues; 
droplets of secretion are formed by the 
cells, and cystlike spaces result f 
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tation. Adjacent tissues, such as muscle 
fibers, become strangulated in the process 
and are converted into fibrous tissue. 

Ljunphangiomas are not merely dilated, 
static, normal Ijunph channels. There is 
evidence of neoformation of vessels. In 
\iev of the enormous regenerative capac¬ 
ity of the IjTnphatics, it is, in fact, sur¬ 
prising that Ijunphangioma is not a more 
common condition. 

Wegner’s original classification of hmi- 
phangiomas as simple, cavernous and 
cystic is commonly accepted. Cystic Ijun- 
phangioma is commonly called a hj'groma. 
According to Keiler, there is eveiy reason 
to suppose that cystic hygromas are at the 
onset cavernous Ijunphangiomas which 
have become dilated with Ijunph either as 
a result of a change in the drainage or 
because of an altei-ation in the function of 
their lining. Their sudden onset and rapid 
growth may be explained by very active 
cell production, with an invasive power 
on tlie part of the endothelium. 

Watson and I^IcCarthy, on the other 
hand, have expressed the opinion that cys¬ 
tic hygroma is a distinct disease entity and 
must not be considered merely a dilated or 
cystic cavernous lymphangioma. In the 
literature the tvvo conditions have been 
considered together, and they have been 
treated thus in this communication. Until 
more is known about the physiopathologic 
character of the Ij-mphatic system, Ijun- 
phangiomas will not be correctly under¬ 
stood. 

SUMMARY 

L\Tnphangioma is a ver\' uncommon 
disease, and its inguinoscrotal localization 
is rarer still. A case of cystic hygroma 
involving the groin, abdominal wall and 
femoral triangle in a boy 3 years old is 
reported. 

Fifty-six cases of l>Tnphangioma of the 
groin and scrotum have thus far been re¬ 
ported in the literature. The author has 


tabulated the essential data on these cases 
and has tided to arrive at diagnostic and 
therapeutic conclusions. I^Tiatever the 
method of treatment, recurrences are fre¬ 
quent, but malignant degeneration fortu¬ 
nately remains extremelj’^ rare. 

The physiopathologic nature of the Ijun- 
phatic system is brieflj^ discussed. It is 
generally agreed that Ijunphangioma is a 
congenital abnormality of the Ijunph chan¬ 
nels, but until more is known about its 
mechanism, the disease will not be cor¬ 
rectly understood. 

RESUME 

Le IjTnphangiome est une maladie tres 
peu commune et sa localisation inguino- 
scrotale est plus rare encore. Un cas d’hy- 
grome hystique concernant I’aine, la paroi 
abdominale et le triangle crural, chez un 
gargon de 3 ans, est rapporte. 

Jusqu’a present 56 cas de Ijunphangi- 
ome de Taine et du scrotum ont ete men- 
tionne dans la litterature medicale. L’au- 
teur a rassemble les faits essentiels de ces 
cas et a essaye d’arriver a des conclusions 
diagnostiques et therapeutiques. La re¬ 
chute est toil jours a craindre apres toute 
methode de traitement, mais la degeneres- 
cence maligne reste, heureusement, extre- 
menent rare. 

La physiopathologie du systeme Ijon- 
phatique est brievement mentionnee. On 
reconnait generalement au lymphangiome 
une anomalie congenitale des vaisseaux 
Ijunphatiques mais la maladie restera tou- 
jours peu connue a moins qu’on connaisse 
mieux sa pathogenie. 

RESUMEN 

El linfangioma es muj' raro y su local i- 
zacion inguinoescrotal es mas rara aun. 
Se comunica un caso de higroma quistico 
en la region lumbar, pared abdominal y 
triangulo femoral en un niho de tres ahos 
de edad. 
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En la literatura se han cominicado 55 
casos con localizacion en region lumbar y 
escroto. El autor ha resumido los dates 
principales de estos casos y ha tratado de 
llegar a conclusiones de diagnostico y tera- 
peutica. Independientemente del tipo de 
esta ultima, las recidivas son frecuentes, 
pero afortunadamente la degeneracion 
maligna es muy rara. 

Los aspectos fisiopatoiogicos dei sistema 
linfatico son expuestos; — existe acuerdo 
general de que el linfangioma es congeni- 
to; sin embargo no se conoce correctamente 
el mecanismo de la enfermedad. 


RIASSUNTO 

II linfangioma e un’affezione rara, par- 
ticolarmente nella sede inguino-scrotale. 
Viene riferito un caso di igroma cistico 
dell’inguine, della parete addominale e del 
triangolo di Scarpa, in un bambino di 3 
anni. Nella letteratura esistono 6G casi 
consimili; I’autore li ha raccolti e tabulati, 
cercando di trarre aicune conclusioni diag- 
nostiche e terapeutiche. Qualunque sia il 
metodo di cura, la recidiva e frequente, 
mentre la trasformazione maligna e molto 
rara. L’autore descrive, inoltre, gli aspetti 
fisiopatologici del sistema linfatico. II lin¬ 
fangioma viene di solito considerate come 
una nomalia congenita del vasolinfatico, 
ma fino a che le nostre cognizioni saranno 
cosi scarse sara impossible interpretare 
correttamente il meccanismo della malat- 
tia. 

ZUSAMMENFASSUNG 

Das Lympbangiom ist eine sebr seltene 
Erkrankung, und die Lokalisation in der 
Gegend der Leistenbeuge und des Hoden- 
sacks ist noch seltener. Es wird liber einen 
Fali von zystischem Hygrom in der Leis¬ 
tenbeuge, der Bauchwand und im Ober- 
schenkeldreieck bei einem dreijahrigen 
Knaben berichtet. 


Bis jetzt sind in der Literatur 56 Falie 
von Lympbangiom der Leistengegend und 
des Hodensacks bekannt. Der Verfasser 
hat die wesentlichen Daten dieser Falie 
zusammengestellt und bemiiht sich, zu di- 
agnostischen und therapeutischen Schluss- 
folgerungen zu gelangen. Riickfalle sind 
ungeachtet der angewandten Behand- 
lungsmethoden haufig, bosartige Entar- 
tung kommt jedoch giucklicherweise aus- 
serst selten vor. 

Die physiopathologischen Eigenschaften 
des Lymphsystems warden kurz erortert. 
Es ist allgemein anerkannt, dass das Lym- 
phangiom eine angeborene Anomalie der 
Lymphwege darsteiit; ein Wares Ver- 
standnis der Erkrankung kann jedoch 
nicht erwartet warden, solange nicht mehr 
als bisher iiber den Mechanismus der 
Erkrankung bekannt ist. 


SUMARIO 

0 linfangioma k afecgao rara e sua lo- 
calizaqao inguino-escrotal e ainda mais 
rara. fi apresentado um caso de higroma 
cistico abrangendo a virilha, a parede 
abdominal e o triangulo femural numa cri- 
an?a de 3 anos. 

Ate esta data foram relatados na litera¬ 
tura 56 casos de linfangioma da virilha e 
escroto. 0 autor colocou em quadro os da¬ 
dos essenciais desses casos e tenta chegar 
a conclusoes diagnosticas e terapeuticas. 
Qualquer que seja 0 metodo de tratamento, 
as recidivas sao freqiientes, mas a degen- 
eraqao maligna feiizmente permanece 
rara. 

Os aspectos fisiopatoiogicos do sistema 
linfatico sao discutidos. Tem-se a impres- 
sao de que o linfangioma constitua uma 
anomelia congenita dos canais iinfaticos, 
mas ate que se conhe 5 a mais sobre seu 
mecanismo, esta afecjao nao serii devida- 
mente compreendidn. 
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Except during tlie nine inonlhs before he draws his first breath, no man manages 
his affairs as well as a tree does. 


—Shaw 


Many jjeople go throughout life committing partial suicide—destroying their 
talents, energies, creative qualities. Indeed, to learn to he good to oneself is often 
more difficult than to learn how to be good to others. 

—Liehman 


It is impossible to live pleasantly without living wisely and well and justly; 
and it is impossible to live wisely and well and justly without living pleasantly. 

—Eudorus 


There are onl> three pleasures in life pure and lasting, 
inanimate things—books, pictures, and the face of nature. 


and all arc derived from 
—Hazlitt 
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Effects of Hormones in 
Gynecology and Obstetrics 

JAMES HENRY FERGUSON, M.D., D.A.B. 
NEW ORLEANS, LOUISIANA 


W ITH regard to the widespread use 
of hormones, I have had the im¬ 
pression lately that in gynecologic 
and obstetric practice the story of clinical 
endocrinology has been one of great prom¬ 
ise and comparatively little fulfilment. 

In a paper with this kind of title it 
would be customary to speak of the tri¬ 
umphs of endocrinology or to tell my 
readers of women I have made happy with 
hormones, or have made stop bleeding, or 
have made start bleeding. Instead, I in¬ 
tend to define some of the limitations of 
hormonal therapy, some of its disappoint¬ 
ments and some of the cautions it requires. 
From time to time a reappraisal in this 
temper may be as good for progress as the 
sweet talk of self-commendation. 

One reason the profession is in this 
predicament, certainly, is that it has been 
deluged with reports of poor quality. Too 
many of the endocrinologic victories pro¬ 
claimed in obstetrics and gynecology have 
proved ultimately to be empty because 
they came out of poorly designed clinical 
experiments that lacked such essential 
features as adequate controls, valid sta¬ 
tistical weighing and unbiased sampling. 

What happened to ACTH and cortisone 
in this specialty is a recent example of the 
fate of too many endocrinologic products. 
When ACTH and cortisone became avail¬ 
able, it was natural to try them in various 
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obstetric and gynecologic circumstances. 
For had not those wonderful glandular 
derivatives unexpectedly proved helpful 
in the treatment of many maladies, and 
was not the adrenal cortex the silent, in¬ 
explicable partner in the schema of female 
sex hormonology? It had long been known 
that the pituitary-adrenal axis has new or 
altered functions in pregnancy and the 
toxemia of pregnancy. Reports appeared 
of single cases, or small series of cases, 
with favorable results. The new hormones 
moderated erythroblastosis, and they 
helped in cases of eclampsia and pre¬ 
eclampsia. In 1 instance it was emphasized 
that pre-eclamptic women were subjec¬ 
tively improved. I am glad that these 
women felt better, but that observation 
could hardly be of paramount importance 
with regard to this illness. As larger num¬ 
bers of cases were collected and reviewed 
more critically one saw various para- 
phrasings of statements like “clinical ex¬ 
perience has failed to substantiate the first 
enthusiastic reports.“ This story has been 
told many times. More often, negative re¬ 
ports never appeared and the vaunted 
treatment is just forgotten. 

Dyer at Tulane will shortly report that 
42 Rh-sensitized women were treated 
vigorously with cortisone and that eryth¬ 
roblastosis appeared with apparently 
unaffected frequency.^ If he had stopped 
with a smaller number of cases he would 
have had a favorable report, but the larger 
number of cases had its usual leveling and 
coincidence-canceling effect. I treated 
pregnant and toxemic women with ACTII 
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and then had to prepare a statement of 
disillusionment.- These women were metic¬ 
ulously observed, and I could not credit 
this hormone with anything better than 
the production of heartburn. j\Iy pre¬ 
eclamptic patients usually improved, but 
most hospitalized pre-eclamptic patients 
do, a point overlooked in enthusiastic 
earlier work. 

Lack of Controls .—One reason for this 
sorry plight in which hormones are used 
like the scatter-gun is that the literature 
contains so many reports of inferior fab¬ 
ric. These accounts instill unwarranted 
confidence in the hormones. They obscure 
the real usefulness of a hormone by a 
screen of unjustified claims. One of the 
earmarks of poor work is lack of controls. 
The effect of a new medicine has to be 
severely measured against the effect of 
another treatment, or no treatment, or 
treatment with a well-disguised placebo. 
It means comparatively little simply to 
state that a certain number of women with 
dysmenorrhea or hypermenorrhea were 
treated with a certain program of medi¬ 
cation and that a handsome percentage 
were improved or cured. This is pilot and 
preliminary work, and conclusions should 
be cautiously muted. 

The patients used as controls must have 
certain attributes, or they do not qualify 
as satisfactory controls. The treated and 
the control patients must be similar in 
certain aspects, and those aspects depend 
on the nature of the illness treated. Age, 
parity, duration of pregnancy, time of 
treatment, duration of follow-up and 
degree of incapacity are some character¬ 
istics that may be important to observe 
with reasonably equal frequency in the 
two groups. 

Prompted by my own e.xperimental 
work with diethylstilbestrol and the in¬ 
conceivable news that stilbestrol was ef¬ 
fective in the treatment of so many, many 
conditions. I surveyed the literature. In 


59 reports from the American literature I 
classified the work by the controls used. 
In only 2 series had good controls been 
used; in 9 poor controls, were used, and in 
48 it w^as apparently not considered neces¬ 
sary to arrange for controls at all. 

Controls seem to be considered even less 
important in connection with androgens. 
Getting a result with a hormone of the op¬ 
posite sex must seem so inevitable that 
only a stickler would ask for controls. 
After reviewing 27 papers in the Joxirnal 
of the American Medical Association and 
a journal of the specialty I had enough to 
satisfy my curiosity. No reporting author 
had used good controls; two used poor con¬ 
trols and 25 used no controls whatsoever. 
I suspect I should have an easy time com¬ 
piling a similar list of the accomplish¬ 
ments that have been published in the 
name of corpus luteum or progesterone. 

The comparatively recent advent of 
stilbestrol and testosterone made is un¬ 
necessary for me to go back into the Stone 
Age of endocrinologj’’ to pick out these ex¬ 
amples of the neglect of controls. This is 
modern work. The histoiy of what hap¬ 
pened to the extracts of mammaiy, splenic 
and prostatic tissues and to the early 
ovarian and corpus luteum juices that 
eventually proved pharmacologicallj" inert 
was not remembered long enough to in¬ 
form specialists in this field that controls 
were indispensable. If products that have 
no physical effect whatsoever can be used 
so as to make both doctor and patient 
think the.v see improvement, how guarded 
one must be when one uses products that 
can be assayed biologically! 

A?? Experiment with Stilbestrol. — 
When good controls are finally used, pre¬ 
vious claims for a hormone are frequently 
smashed. A more silent way for an 
endocrine treatment to disappear is by a 
year-to-year accumulation of each investi¬ 
gator’s disappointments; another is by the 
arrival of a still more wonderful hormone. 
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^Vhen I carried out a clinical experiment 
that compared the effects of a well-masked 
placeho with that omnipotent drug stilbes- 
trol, I was chagrined to find that in the ef¬ 
fect on pregnancy there was no difference 
between the sugar pill and this estrogen. 
This work is described in detail else¬ 
where.® Stilbestrol was, among other 
things, reputed to reduce preeclampsia 
and prematurity."* I used the popular 
schedule of increasing doses of stilbestrol 
advocated by Smith and Smith, in which 
the patient begins with small doses early 
in pregnancy. The dose is increased 
gradually, and in the thirty-fifth week of 
pregnancy the patient is taking 137.5 mg. 
a day. This time the patients given stilbes¬ 
trol were matched against unimpeachable 
controls. They were not pitted against ill- 
contrived controls, such as patients from 
other hospitals and practices, patients 
from other years or contemporary patients 
who were refused stilbestrol for the very 
reasons that disqualified them as good con¬ 
trols. The controls I used were patients 
in the same clinics who everyone thought, 
were taking stilbestrol. Only I knew that 
actually they were receiving placebos. 

I was perhaps primarily interested in 
the possibility of preventing preeclampsia 
because we encountered much of it at the 
Charity Hospital in New Orleans. The in¬ 
cidence of preeclampsia in my 198 placebo 
patients was 10.1 per cent and my 184 stil¬ 
bestrol patients showed an incidence 
that was for all practical purposes the 
image of the other, 10.3 per cent. 

In the antepartum clinics at the Charity 
Hospital there are great numbers of pa¬ 
tients with chronic hypertensive disease. 
A main objective is to prevent them from 
getting worse, from having preeclampsia 
superimposed upon the chronic hyperten¬ 
sion. Stilbestrol failed to reduce the likeli¬ 
hood of pre-eclampsia and did not affect 
the possibility of a patient’s having pro¬ 
teinuria. It might appear that stilbestrol 


actually invited preeclampsia, because pre¬ 
eclampsia developed in 53 per cent of the 
patients receiving that drug, while only 
39 per cent of the placebo patients had 
this superimposed preeclampsia. This is 
an excellent example of how statistical 
technics can help us. Certainly these 
figures suggest that stilbestrol caused pre- 
eclampsia. If I were a stilbestrol fanatic 
and these figures were reversed I would 
claim that I had a preventative for pre¬ 
eclampsia. But when my figures are 
analyzed for their validity I learn that 
this distribution could easily have hap¬ 
pened by chance—that is, the figures are 
not significant. 

Stilbestrol could have helped by only 
ameliorating the severity of preeclampsia, 
but this it failed to do. Eleven placebo pa¬ 
tients and 9 stilbestrol patients had severe 
preeclampsia. Simply postponing pre¬ 
eclampsia would have been useful, but the 
differences in the week of onset of pre¬ 
eclampsia are not significant, being thirty- 
three and nine-tenths weeks for placebo 
patients and thirty-four and six-tenths 
weeks for stilbestrol patients. 

It was claimed that stilbestrol worked 
its wonders by causing the placenta to 
produce more progesterone and thus bal¬ 
anced a deficit that was characteristic of 
unsuccessful pregnancies. At the same 
time it was believed that stilbestrol made 
the placenta heavier. Well, it did not, at 
least in comparison with the weights of 
placentas nourished by the placebo. The 
average weight of the placentas in the 
placebo group was 466 Gm.; in the stilbes¬ 
trol group it was 460 Gm. I also compared 
the volumes. The placebo placentas were 
larger, but not significantly so. 

Our hopes had been raised that we could 
have fewer premature babies because stil¬ 
bestrol lengthened pregnancy and in¬ 
creased the babies’ weights. The duration 
of pregnancy in placebo patients was 
thirty-eight and one-tenth weeks, and 
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ill the women given stilbestrol it was 
thirty-six and six-tenths weeks. The 
average birth weight of the babies born 
to all patients and the avei'age birth 
weight of the premature babies were 
slightly higher in the placebo groups. 
Among the primigravidae the “stilbestrol 
babies” had a slight advantage. None of 
the average weights were deemed signifi¬ 
cantly different. For practical purposes 
certainly there were no differences. 

In view of these equalities in the dura¬ 
tion of pregnancy and the weights of the 
babies, it was no surprise that the fre¬ 
quency of prematurity (babies weighing 
2,500 Gm. or less) was not curtailed bj’^ 
stilbestrol. There was an incidence of 19 
per cent with all stilbestrol pregnancies 
and 13 per cent with all placebo preg¬ 
nancies. The primigravidae considered 
separately showed this same trend. 

The only study in which good controls 
were used in the evaluation of this stilbes¬ 
trol had essentially the same results as 
mine. That work was reported by Dieck- 
mann and his associates.® 

Some Conditions Frequently Treated 
with Hormones. — When one considers 
critically some of the conditions fre¬ 
quently treated with hormones, one real¬ 
izes that each has its successes—^but also 
a great many disappointments. Spontane¬ 
ous cures are so rife that they are a con¬ 
stant rebuke to complacency. Because 
knowledge of the action of these hormones 
is so incomplete, manj’- are actually given 
only on an empiric basis. When they are 
given as substitution therapy one is not 
sure what they are substituting for, be¬ 
cause one does not know what is deficient. 
The tests that supposedly determine the 
content of a hormone in some body sub¬ 
stance are not available to many, and 
there is often doubt as to the actual esti¬ 
mate. The relation of the chemical meas¬ 
ured to the one that will work at the tai-get 
organ is dubious. To explain hormones to 


lay audiences, I have often likened them 
to chemical messengers. It appears that 
many are sent on false errands, carrying 
unidentifiable ii a c k a g e s to unknown 
addresses. 

Benign Uterine Bleeding: All would 
probably agree that in the majority of 
cases, benign uterine bleeding can be sup¬ 
pressed fairly promptly with hormone 
therapy, for instance, estrogens. I did not 
practice in the days before the availability 
of these agents, I understand, however, 
that in those other hit or miss days women 
ceased this bleeding of the dysfunctional 
variety when they were treated by medi¬ 
cines now forgotten because they proved 
to be physiologically inert. This suggests 
that spontaneous recovery used to occur. 
It probably still can if not impeded too 
much b}’^ the presence of exogenous hor¬ 
mones. Quick dependence of the physician 
and patient on hormone therapy leaves the 
cause untouched, if it is an unhappy life 
situation or an organic lesion. 

A source of frustration is that eventu- 
allj'^ the estrogen or progesterone has to be 
stopped, and the withdrawal bleeding can 
leave both patient and physician puzzled 
as to whether this is a resumption of nor¬ 
mal menstruation. It seems more likefy 
that the use of cyclic therapy is a form of 
begging for time until menstruation is re¬ 
stored rather than that this calendar- 
guided therapy reinstitutes pituitary- 
ovarian balance. This is all one can as¬ 
sume, because it has not been convinc¬ 
ingly demonstrated that, in women, cyclic 
treatment releases balanced gonadotroph- 
ines or produces ovulation and a normal 
corpus Iiiteum. 

Estrogens, in a few hours’ time, can 
produce structural changes in the endome- 
tz’ium. Although it may be an example of 
post hoc, ergo propter hoc thinking, this 
is given complete credit for stopping the 
bleeding. Confusingly, the architecture of 
the endometrium can be changed by things 
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other than hormones.” Silbernagel and 
Patterson have utilized the power of 
wheat germ oil (not vitamin E) to do 
this.’ 

Androgens can stop bleeding. How re¬ 
liable they are and what possible disad¬ 
vantages due to masculinism their use en¬ 
tails must be considered. There may be 
no conclusive evidence that estrogens can 
cause cancer in the human being, but cau¬ 
tion in certain cases is advisable. The 
ghost of the carcinogenic action of this 
hormone has not yet been laid. 

Treatment of menometrorrhagia with 
hormones, as it is done today, is still in 
the realm of symptomatic treatment, just 
as much as is bleeding induced in an 
amenorrheic woman by the withdrawal of 
estrogen or progesterone. It enhances the 
prestige of the physician but does not get 
at the case. That is one of the reasons that 
satisfactory results sometime lack per¬ 
manence. 

Climacteric; Judging by the tenor of 
the literature, I should say that more and 
more men are finding that the climacteric 
can be handled without hormones. The 
narrowness of the gynecologists experi¬ 
ence can limit his viewpoint. For example, 
the first women I ever met who suffering 
from the menopause were patients I saw 
as participants in a trial with a new drug, 
stilbestrol. This was a highly biased selec¬ 
tion of women who were drawn to this 
clinic because of the profoundness of their 
symptoms. They were most grateful for 
the benefits of stilbestrol, and for years I 
thought that all menopausal women were 
like that. With wider experience I learned 
that most women can get through the cli¬ 
macteric without estrogens and without 
great discomfort. They are particularly 
likely to do this if they have a healthy 
psychic attitude toward "the change of 
life” and do not go to the doctor. 

Dysmenorrhea: Dysmenorrhea, the mul- 
tihormonal complaint, is a disorder so 


tractable that apparently any hormone or 
combination of hormones can help in more 
than half the cases, at least the cases that 
get into the literature (I am not so lucky). 
Estrogens, progesterone, androgens and 
thyroid have “worked.” Now, how can any 
one symptom be aided by so many dif¬ 
ferent medicines? I cannot see how it can 
be explained except that the enthusiasm 
of the administrator and the confidence of 
the recipient combined to produce a cure 
by chemoglandular faith healing. Suppres¬ 
sion of ovulation is effective, but it is 
Janus-faced—it can give relief while it 
withholds pregnancy, which may be the 
hope of a permanent suspension of symp¬ 
toms. If pregnancy is not a desideratum, 
the taking of estrogen for years does not 
appeal to the patient or to the physician. 

While patients with dysmenorrhea were 
plied with hormones, the cause of dys¬ 
menorrhea escaped us. There is no satis¬ 
factory explanation of the mechanical, 
physical or chemical factors that cause it. 

Abortion: Abortion, threatened and 
habitual, has been treated with all the 
hormones, because in cases of early preg¬ 
nancy and of abortion the hormonal tides 
of hormones are fiowing, although one 
does not know whether the tide is coming 
in or going out. Each periodic satisfaction 
obtained with a hormonal regimen was 
ruffled when someone reported equally 
good results from an old-fashioned recipe 
of rest, sedation and general health meas¬ 
ures. 

Stilbestrol has been highly touted as an 
antiabortifacient. In the only two studies 
I can find that made use of adequate con¬ 
trols the stilbestrol patients failed to do 
any better than the controls. However, 
stilbestrol may still prove to be of value, 
because the continuance of a pregnancy 
depends, in part, on the integrity of the 
decidua. Decidua is endometrium, and 
endometrium n be i-. '' . ^"ed by stil¬ 
bestrol. . ’ . 
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If it is true that manj’^ pregnancies are 
already doomed when sjunptoms begin 
and abnormality of the embryo and pla- 
centation play such a prominent part, then 
one maj’’ have to accept the pessimistic 
view that there will never be a really good 
treatment for threatened abortion. 

Mammary Engorgement: The value of 
estrogens in the treatment of postpai'tum 
engorgement of the breast does not seem 
as nearly perfect as it once did. My per¬ 
sonal experience and my study of the lit¬ 
erature indicate that fewer phj^sicians use 
it. Meanwhile, a whole crop of physicians 
has appeared who never had a chance to 
learn that manj’^ women can desist from 
nursing with little or no discomfort. The 
possibility of merely postponing the dis¬ 
tress to the days after the inevitable ces¬ 
sation of therapy and the stories of late 
postpartum hemorrhage have to be con¬ 
sidered. 

At the other end of nursing objectives, 
the assistance of women who wish to nurse 
their children and cannot, phj’'sicians have 
not done as well as has been done in ani¬ 
mal husbandry. A usable prolactin is not 
at hand. Many of these deficient women 
ma3’- be onlj’’ professing that thej’’ wish to 
nurse. A genuine urge to give the infant 
the breast mas' be a force that no hormone 
can supplant. Recentlj’^ some trials with 
pitocin have been offering new promise.® 

Mentioning pitocin brings to mj* atten¬ 
tion that posterior pituitary preparations 
are something one tends to forget are 
hormones. This forgetfulness is probably 
due to the almost complete predictability 
of the medicine’s effect. Here it is a ques¬ 
tion of the curbing of power and discre¬ 
tion in the loosening of its forces. I can 
discuss this in all humility, because I had 
the questionable distinction of being the 
first to report rupture of the uterus, in¬ 
deed two uteri, with that new aid called 
“pitocin drip.”® In mj’’ opinion, one can 
consider the posterior pituitaiy in a state 


of renaissance, its second birth being at¬ 
tended by caution, better understanding 
and knowledge of when and how to use it. 
In this life it is saving babies instead of 
hours for the obstetrician. 

Sterility: Fertility, male and female, 
and all the processes that provide for it, 
are intimatel.v bound to hormones; yet 
endocrinologj’^ has given physicians prec¬ 
ious little to use in the assistance of the 
subfertile woman. Not bj”^ this group to- 
daj% but at another level, hormones are 
being used to substitute for a thorough 
sterility study of husband and wife. 

A great number of hormones have been 
tried to overcome those two formidable 
handicaps, inadequate sperm and lack of 
ovulation. I can think of several successes 
that have been claimed, but, sti’angelj’’, 
gjmecologists are left today with nothing 
that approaches dependability. 

The disenchanted gynecologist who 
reaches the age of 60 has run through 
three to twenty fads of endocrine therapj’’, 
the number depending on how stubborn or 
how flighty he is. He ends b5’' sa3dng with 
a wise look, “I have tried them all and I 
alwa3’’S come back to that old reliable, th3'- 
roid.” I use th3n'oid m3’^self, but I do not 
know of a single stud3’- that proves objec¬ 
tively and conclusivety’^ that infertile 
women are any the better for taking th3'’- 
roid. I suspect that it is a placebo that 
helps the ph3'^sician bide his time until his 
stumbling efforts and the months, correct 
some probabh’’ now unknown factor that 
prevented pregnanc3L 

SUMMARY 

The author makes plea for the avoid¬ 
ance of immature and unwarranted claims. 
Conjectures should be labeled conjectures 
and preliminaiy work. This encourages 
efforts to verity claims or to start off on 
new trails. 

The pharmaceutical houses must share 
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the blame for the present insecure state. 
They pounce on a tenuous bit of evidence 
that will sell a product and build it up to 
resemble a biologic law. They start the 
mills producing more of a hormone: it 
has to be sold. This hormone may be com¬ 
bined with one or two others in the same 
ampule or tablet. Does one ingredient an¬ 
nul the faulty thinking with regard to the 
others, or is the error compounded? The 
same mills turn out more and more shiny 
brochures with new colors, shapes and 
folding devices that are intended irrestibly 
to make a man look at them before he 
throws them into the wastebasket. 

Does all our mutual cynicism mean that 
we should give up using hormones and 
give up testing them? By no means, for 
when we reach that gloomy depth we shall 
make no progress. 

SDMAEIO 

0 autor 6 contrario as alegasoes ima- 
turas e sem base. As conjecturas devem 
ser denominadas conjecturas e trabalho 
preliminar deve ser claramente designado 
de trabalho preliminar. Tal orientagao 
encoraja a verificasao de novas alegagoes 
ou 0 inicio de novas pesquizas. 

Os laboratdrios farmaceuticos sao em 
parte responsaveis pelo nosso estado de 
inseguranqa. Langam-se sobre pequenos 
sinais para vender um produto e os fazen 
parecer uma lei biologica. Suas linhas de 
produgao elaboram maior quantidade de 
um hormonio, que deve ser vendido. Este 
hormonio pode ser combinado com um ou 
dois outros na mesma ampola ou compri- 
mido. Um ingrediente anula a falha dos 
outros, ou e 0 erro composto? As mesmas 
fabricas lanqam maiores quantidades de 
vistosas brochuras, com novas cores, for¬ 
mas e capas, feitas para atrair a atenqao 
antes de serem atiradas ao cesto de papeis. 

Significa nosso cinismo miituo que 
devemos deixar de usar os hormonios e 


deixar de testa-los? Absolutamente, pois, 
quando atingirmos a escuridao, naa mais 
faremos progesso. 

RIASSUNTO 

L’Autore sostiene la necessity di evitare 
ogni pretesa non giustificata o illegittima. 
Le congetture non sono che congetture e 
le ricerche preliminari devono essere val- 
utate solo come tali. Bisogna indirizzare 
ogni sforzo alia dimostrazione dei postu- 
latio alia ricerca di nuove strade da se- 
guire. 

Le ditte farmaceutiche hanno la loro 
parte di responsabilita in questo state di 
cose. 

Esse si aggrappano ad ogni possibility 
di vendere e fabbricano prodotti che sono 
biologic! solo in apparenza. Quando pro- 
ducono ormoni, ne uniscono sempre piu di 
uno nella stessa pillola o nella stessa hala, 
nella speranza che si annullino a vicenda, 
mentre invece e possibile che gli effetti 
dannosi si sommino. E stampano carton- 
cini colorati di forme e aspetti sempre 
diversi allo scope di costringere i medici a 
guardarli prima di buttarli nella carta 
straccia. 

Dobbiamo forse rassegnarci e usare 
quegli ormoni? Assolutamente no, perche 
cio significherebbe rinunciare al progresso 
della scienza. 

ZUSAMIIENFASSUNG 

Der Verfasser setzt sich dafiir ein, dass 
vorzeitige und unbegriindete Behauptun- 
gen vermieden warden. Vermutungen 
sollen Vermutungen genannt werden, und 
vorlaufige Arbeiten sollen klar als solche 
gekennzeichnet werden. Darin liegt eine 
Anregung, entiveder die aufgesteliten 
Behauptungen zu beweisen Oder die Arbeit 
auf neuen Wegen wiederaufzunehmen. 

Die pharmazeutischen Fabriken tragen 
einen Teil der Verantwortung fiir den 
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Zustaiid der Unsicherheit, in dem wir uns 
befinden. Die Firmen trommeln auf 
schwachen Beweisstiicken, mit denen sie 
das Produkt verkaufen zu konnen glau- 
ben, heruna und bauschen sie so auf, dass 
sie scliliesslich wie biologische Gesetze 
aussehen. Die Produktion eines Hormons 
wil'd gesteigert, und das Fabrikat muss 
verkauft werden. Das Hormon kann mit 
einem oder mehreren anderen in einer 
Ampulle Oder Tablette kombiniert werden. 
Hebt der eine Bestandteil die falschen 
Gedankengange, die den anderen zugrunde 
liegen, auf oder verdoppelt sich der Irr- 
tum? Dieselben Fabriken bringen mehr 
und mehr glitzernde Broschiiren verschie- 
dener Formate mit neuen Farbenzusam- 
menstellungen und zusammenklappbaren 
Umschlagen heraus, die nur dazu da sind, 
die Aufmerksamkeit des Kunden zu erre- 
gen, bevor sie in den Papierkorb wandern. 

Diese zynischen Betrachtungen sind 
keineswegs bestimmt, die Anwendung 
Oder das Erproben von Hormonen aufzu- 
geben. 

EESUMfi 

L’auteur desire d’eviter des demandes 
immatures et injustes. Des conjectures 
devaient etre appelees “conjectures” et du 
travail preliminaire clairement designe 
“travail preliminaire.” Cela encourage 
les efforts de verifier des demandes ou de 
recommence!’ sur un chemin nouveau. 

Les maisons pharmaceutiques prennent 
part d’etre coupable de I’etat incertain. 
Elies sautent sur un petit bout d’evidence 
pour vendre un produit et le gonflent 
tenement qu’il ressemble a une loi biolo- 
gique. Ils construisent des fabriques qui 
produisent plus d’hormone; il faut le ven¬ 
dre. Peut-etre cet hormone sera combine 
avec 2 autres dans la meme ampoule ou 
plilule. Est-ce que I’un des ingredients va 
annuler la fausse conception, ou est-ce que 
I’erruer sera multipliee? Les memes fa¬ 
briques produisenet de plus en plus, des 


brochures brillantes en couleurs nouvelles, 
formes et mecanismes pliantes, afin que 
I’homme y jette un coup d’oeil avant de 
les jeter au panier. 

Est-ce que notre cynisme reciproque 
entier signifie que nous devons abandon- 
ner les hormones et abandonner de les 
eprouver? Pas du tout, car si nous nous 
enfoncons dans les sombres profondeurs, 
nous ne ferons pas de progres. 

RESUMEN 

El autor hace por que se eviten los pos- 
tulados inmaduros y que no ofrecen garan- 
tia. Las conjeturas deben ser calificadas 
como tales y los trabajos preliminares 
deben ser senalados tambien como tales 
claramente. Esto procedimiento estimula 
los esfuerzos para verificar los postulados 
anteriores o para empezar nuevas rutas. 

Las casa de productos farmaceuticos 
comparten la culpa de nuestro estado de 
inseguridad; sobre una evidencia muj’’ 
tenue venden un producto en tal forma 
que lo llegan a hacer parecer una le}'^ bio- 
logica; empiezan por producir mas de 
una hormona que debe venderse; esta hor- 
mona puede estar combinada a otra u a 
otras dos mas en la misma ampolleta o 
tableta. A los mismos productos los pre- 
sentan con nuevas etiquetas, nuevos colo¬ 
res, nuevas formas y disenos que los hacen 
irresistibles a la vista antes de tirarlos en 
el cesto de basura. 

Todo nuestro mutuo cinismo quiere de- 
cir que debemos desistir de seguir usando 
hormonas y desistir de probarlas. No se 
trata de esto, por que cuando lleguemos a 
su obscura profundidad no habremos 
hecho ningun progreso. 
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In Books lies the soul of the whole Past Time ... All that Mankind has done, 
thought, gained or been: it is lying as in magic preservation in tlie pages of Books. 
They are the chosen possession of men. 

—Carlyle 

The first time I read an excellent book, it is to me just as if I had gained a new 
friend. When I read over a book I have perused before, it resembles the meeting 
with an old one. 

—Goldsmith 


A good book is the precious life-blood of a master spirit, embalmed and 
treasured up on purpose to a Life beyond Life. 


Old wood to burn, old wine to drink, old friends to trust, old books to read. 

—Alphonso of Aragon 


A book is like a garden carried in the pocket. 


i —Arabian proverb 
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Tumors of the Extrahepatic Biliary Tract 

JOHN R. STEEPER, M.D., F.A.C.S., F.I.C.S. 
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T he following report is based on a 
study of 35 cases of tumor of the ex¬ 
trahepatic biliary tract encountered 
in 4,180 operations upon the gallbladder 
and bile ducts at the Jackson Clinic be¬ 
tween the years 1923 and 1953 inclusive. 

There were 28 cases of carcinoma of the 
gallbladder, 4 benign tumors of the gall¬ 
bladder and 3 malignant tumors of the 
ducts. No benign ductal tumors were 
encountered. 

Tumors of the biliary tract are rare ex¬ 
cept in the gallbladder. When one consid¬ 
ers the small size of the biliary system, 
however, it is apparent that the malignant 
potentiality, cell for cell, is probably as 
great as that of the colon or the stomach. 

The following material is a brief resume 
of the cumulative surgical experience of 
tumors of the extrahepatic biliary tract. 

Benign Tumors of the Gallbladder .— 
Incidence: Benign tumors of the gall¬ 
bladder are rare and are of minor clinical 
importance. The exact occurrence rate is 
difficult to know, since the figures on re¬ 
ported series vary widely, depending on 
whether the author includes inflammatory 
papillomas as true tumors. 

One author^ reported an incidence of 
8.15 per cent of all cholecystectomies, 
while another series^ showed an occur¬ 
rence rate of only 0.4 per cent when more 
rigid pathologic criteria were used. 

Pathologic Picture: Three types of 
benign tumors of the gallbladder have 
been described: epithelial polyp, adeno- 
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myoma and fibroma. Papillary inflamma¬ 
tory hyperplasia, the so-called cholesterol 
papillomas that occur in the strawberry 
gallbladder are excluded from considera¬ 
tion because they are probably not true 
tumors. 

Polyps: Polyps of the gallbladder have 
the same general characteristics as do 
polyps elsewhere (Fig. 1). They may be 
pedunculated or sessile and are covered 
with normal mucosal epithelium. Occa¬ 
sionally several polyps may occur, and a 
few cases of multiple polyposis of the gall¬ 
bladder have been described. Polyps of the 
gallbladder are considered much less apt 
to undergo malignant change than are 
polyps in either the rectum or the stomach. 
According to Shepard,® gallstones oc¬ 
curred in 68 per cent of the cases of gall¬ 
bladder polyps. 

Adenomyoma: This interesting tumor 
resembles closely the better-known adeno¬ 
myoma uteri and occurs with approxi¬ 
mately the same frequency as do polyps of 
the gallbladder. Grossly the tumor may be 
a well-defined mural nodule or may be so 
diffuse as to involve the entire gallbladder 
wall. There is a great tendency for cyst 
formation in this tumor, and calculi may 
form within the cystic spaces. Intramural 
abscess may also develop. 

Microscopically the tumor is composed 
of irregular epithelial spaces surrounded 
by smooth muscle (Figs. 2 and 3). Associ¬ 
ated cholecystitis and/or cholelithiasis are 
observed in the majority of cases. 

Fibroma: Only a few instances of this 
rare tumor have been described. As is the 
case with the other benign tumors, fib¬ 
roma usually occurs in conjunction with 
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chronic cholecystitis. The tumor is grossly 
c'lnd microscopically typical of simple fib¬ 
roma as observed elsewhere in the body. 

Symptoms: There is no group of symp¬ 
toms typical of benign tumors of the gall¬ 
bladder. When symptoms do occur, they 
almost invariably can be ascribed to co¬ 
existing chronic cholecystitis and choleli¬ 
thiasis. The one possible exception is the 


occurrence of pain and colic due to ob¬ 
struction of the cystic duct caused by a 
pedunculated benign tumor. 

Diagnosis: These rare tumors can be 
diagnosed with a fair degree of accurac}' 
by proper use of the cholecystogram. 
Kirklin^ was able to make a correct pre¬ 
operative diagnosis in 14 of a series'nf IJS 
cases. The ca'- ’ 
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benign tumor maintains the same relative 
location when the patient’s position is 
shifted, while the shadow cast by a stone 
is apt to shift as the patient is moved. It is 
on the basis of this characteristic that 
polyps and stones are differentiated 

Treatment: The treatment of benign 
tumors of the gallbladder is cholecys¬ 
tectomy. Such treatment is desirable not 
onlj'’ to remove the growth but to remove 
the gallbladder, which is usually inflamed. 


Malignant Tumors of the Gallbladder .— 
Malignant tumors of the gallbladder are 
divided into two main classes: carcinoma 
and sarcoma. The former are many times 
more commonly encountered than the 
latter. 

Carcinoma Incidence: The actual occur¬ 
rence rate of carcinoma of the gallbladder 
is difiicult to arrive at; however, it is a 
more common disease than is generally 
supposed. Statistical estimates of the oc- 
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Fig. 2._Adenomyoma of gallbladder. Note numerous cystic spaces. 
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Fis. 3-—Adenomyoma of gallbladder (higher magnification). 


currence rate vary widely: Graham'^ esti- in 8,5 per cent of all gallbladders contain- 
mated that 8 to 10 per cent of all card- ing stones. This percentage and other 
nomas occur in the gallbladder, and at the similarly high figures probably represent 
Barnes Hospital carcinoma was present an inaccurate sampling and*T?ive a false 
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Fig. 4.—Squamous cell carcinoma of gallbladder. 


impression of the occurrence rate of this 
tumor. Boj^ce and McFetridge® collected 
several large series of cholecj^stectomy re¬ 
ports and noted 393 carcinomas in a grand 


total of 35,054 operations on the gall¬ 
bladder. This study jdelded an incidence of 
1.12 per cent, which is probably more 
nearl}’- accurate than the higher figures. 
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There is a marked tendency for this 
tumor to occur in women. In the Jackson 
Clinic series there were 22 women to 6 
men, a ratio of 1.5, which is the generally 
accepted figure. 

Pathologic Picture: Three main gross 
pathologic types are observed. There are 
bulky papillary tumors that encroach on 
the lumen of the viscus. There are also in¬ 
filtrating, scirrhous tumors resembling 
linitis plastica as seen in the stomach. 
Next to the stomach, the gallbladder is the 
commonest source of development of the 
third type, colloid or mucinous carcinoma. 

Histologically, adenocarcinoma is the 
most frequent type. Squamous cell carci¬ 
noma is not infrequently observed and is 
presumed to arise from squamous cell 
metaplasia in the mucosa. The tumor in 
one of the cases in the present series was 
of this type (Fig. 4). Mixed adenomatous 
and squamous cell lesions are occasionally 
observed. 

Dissemination of the tumor occurs 
early, by metastasis and by direct exten¬ 
sion. In all but one of my 28 cases gross 
metastases were observed at operation. 
The liver is most frequently invaded, both 
by direct spread and by blood-borne 
metastases. Jaundice occurs frequently, 
usually owing to tumor implants at the 
porta hepatis. Involvement of the duode¬ 
num is often found in late cases, causing 
obstruction. 

Etiologic Background: Gallstones have 
long been suspected of being causative 
agents in the development of carcinoma, 
and the fact that they are present in the 
majority of cases is universally cited as 
evidence that stones predispose to neo¬ 
plasia. In numerous statistical analyses, 
calculi have been present in 65 to 90 
per cent of all cases of carcinoma. It is 
this fact that strongly suggests the re¬ 
moval of all stone-containing gallbladders 
to prevent carcinoma. Ewing^ stated that 
“mechanical irritation of calculi, the re- 


STEEPER: EXTRAHEPATIC BILIARY TUMORS 

lation to a peculiar form of lipoid metab¬ 
olism (cholesterin) and the irritative and 
digestive action of bile seem to combine in 
producing the remarkable susceptibility of 
this mucous membrane to cancer." Numer¬ 
ous attempts have been made to produce 
experimental carcinoma of the gallbladder 
in animals by implantation of such foreign 
substances as glass beads, human gall¬ 
stones, cholesterol and methylcholan- 
threne. Some workers have been success¬ 
ful in producing carcinoma, others have 
not. 

Clinical PicUire: There is no typical 
clinical picture of carcinoma of the gall¬ 
bladder. Certain symptoms, such as jaun¬ 
dice and dyspepsia, appear quite regularly, 
but the overall picture depends upon the 
extent and location of the tumor and its 
metastases. Two main types of symptoms 
are common: (1) those due to disease in 
the gallbladder itself, such as pain, flatu¬ 
lence, dyspepsia and fever, and (2) those 
due to advancing malignancy, such as 
weight loss, anorexia, obstructive vomit¬ 
ing, jaundice and an abdominal mass. Pain 
from rapidly growing hepatic metastases 
may be severe. As in the case with car¬ 
cinoma of the stomach, the sjTnptoms of 
early carcinoma of the gallbladder are 
often so vague and insignificant that 
most patients are beyond help when they 
finally seek medical advice. In the cases 
reported here only 2, or 8 per cent, were 
free of gross metastases at operation. 

A palpable abdominal mass was present 
in 12 or 50 per cent of the patients in this 
series; no abdominal tumor could be found 
in 8, or 33 per cent, and in 12 instances 
there was no definite statement as to 
whether a mass was palpable or not. 

Clinical jaundice was equally common; 
12 or 50 per cent of the patients in this 
series were definitely icteric when first 
seen. 

Diagnosis: The diagnosis of early oper¬ 
able carcinoma of the gallbladder is vir- 
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tually never made. At this stage of the 
disease the sjmiptoms are either so mild 
as to be ignored or tiles'- are presumed to 
be due to chronic cholecj'-stitis. There is 
nothing in the literature to indicate that 
a roentgen diagnosis of carcinoma of the 
gallbladder has ever been made. In later 
stages of the disease, when jaundice, an 
abdominal mass and loss of -weight become 
observable, the correct diagnosis can 
often be presumed; however, it is then too 
late to be of anj' help to the patient. 

Treatment: A great deal has been 
written on the prophjdaxis of carcinoma 
of the gallbladder. Mans’- authorities urge 
cholecs'-stectoms'- for all patients with 
cholelithiasis, regardless of the presence 
or absence of ss’-mptonis. It is their opinion 
that removing such chronicalls' irritated 
gallbladders before a tumor develops is 
the Olds'- means of improving the virtualls' 
hopeless statistics of carcinoma of this 
organ. Graham'''' stated that “from a 
standpoint of cancer prevention, it would 
seem to be our duts' to inform patients 
with gallstones that, in general, thes'^ have 
a greater chance of ds'ing from carcinoma 
of the gallbladder than thes" would have bs' 
a properls’- performed operation.” In ms^ 
own opinion, the mortalits'- rate from car¬ 
cinoma of the gallbladder and that from 
cholecs'-stectoms’- is approximatels’' the 
same, and the decision as to whether or not 
to operate in cases of silent stone is a 
matter of surgical judgment rather than 
of mathematical odds. At the Jackson 
Clinic the consensus is that the patient 
with truly silent gallstones (and there are 
really few of these if a careful history is 
taken) should know the facts but should 
not be frightened into an operation by the 
threat of cancer. 

Treatment of cancer of the gallbladder 
is one of the saddest areas of surgery. In 
the 28 cases in this series an attempt to 
eradicate the disease was possible in only 
one instance. In all others metastases oi* 


direct extension beyond the scope of 
tion were present. Furthermore, ; 
tion was possible for only a few pa- 
The average postoperative period o 
vival was approximately three mont 
In a few cases resection of the 
bladder and a portion of the right 1< 
the liver may be feasible if the tumo: 
not infiltrate the structures at the 
hepatis. The mortality rate of such i 
cedure is not prohibitive, and addi 
months or years may be added t 
patient’s useful life. One of the pa 
in this series, the only one in whos( 
a curative procedure was possible, 
vived two j’-ears and three months 
cholecystectomJ^ Peck® reported on 
year survival, and records of other 
long-term arrests of cholecj’-stic c 
may be found in the literature. S( 
feld® collected reports on 284 patien 
whom curative operations (cholec; 
tomy, with and without partial hei 
tomy) was done. There were 16 five 
survivals, 3 four-year suiwivals, 4 t 
year survivals and 3 two-year surv 
In general, however, the picture ot 
disease is dismal and is apt to rema 
until a means is found of recognizin 
growth while it remains in its ea 
stage of development. 

Sarcoma of the Gallbladder .—Sar 
of the gallbladder will be mentioned 
brieflj’-, since the condition is extre 
rare. Lj'ons^® noted that up to 1948 
41 cases of proved sarcoma of the 
bladder had appeared in the litera 
■Various subtypes of this tumor have 
observed, the most frequent being sp 
cell sarcoma. Myosarcoma, lymph 
coma, melanosarcoma and myxochoi 
sarcoma have all been the subject of 
lated case reports. 

As with carcinoma of the gallbla( 
these tumors occur in the upper 
groups, and the patients are pred 
nantl}'- women in a ratio of 6:1. In 
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cent of the reported cases the tumor has 
been associated with gallstones." 

The symptoms of sarcoma of the gall¬ 
bladder are confusing, and a correct diag¬ 
nosis is probably never made. In most 
cases exploration is done for an undiag¬ 
nosed malignant tumor. Treatment is wide 
excision; since metastasis occurs early, 
however, this is almost never possible. 
High voltage roentgen therapy would per¬ 
haps be of some value for certain of these 
tumors, especially lymphosarcoma. 

Carcinoma of the Bile Ducts. — Car¬ 
cinoma of the extrahepatic bile ducts is a 
rare disease and, with the exception of 
carcinoma of the ampulla of Vater, has 
received little attention in the literature. 
A good evaluation of the frequency of 
these tumors was made by Neibling and 
his collaborators,’^ who compared the in¬ 
cidence of carcinoma of the bile ducts with 
that of carcinoma of other structures in 
the area. In 14,000 operations on the 
biliary tract at the Mayo Clinic there was 
primary malignant disease of the ex¬ 
trahepatic bile ducts in 66 cases; of the 
ampulla of Vater in 44; of the gallbladder 
in 107, and of the pancreas in 521. 

Carcinoma of the Ampulla of Vater .— 
Pathologic Picture: As in most other areas 
of the gastrointestinal tract, there are 
two main types of carcinoma, the papil¬ 
lary and the ulcerating. The tendency of 
the latter type to bleed gives this tumor 
its chief diagnostic feature, i.e., intestinal 
bleeding in the presence of jaundice. 

These tumors have many avenues of 
spread. The duodenum and pancreas are 
often invaded by direct extension. Metas- 
tases to the liver occur by portal vein em¬ 
bolization as well as by lymphatic spread. 
The tumor also tends to involve the 
common duct by growth upward within 
its lumen. 

Symptoms: Jaundice is the cardinal 
sign of this disease; it is obstructive and 
may occasionally be intermittent. Pain oc¬ 


STEEFER: EXTRAHEPATIC BILIARY TUMORS 

curs in well over half of the patients and 
is usually located in the epigastrium, with 
radiation to the scapular area. Bleeding, 
when is occurs in an ulcerating ampullary 
lesion, is usually chronic and detectable 
only by laboratory tests for occult blood 
in the stools. Exsanguinating hemorrhage 
has been reported in such cases. The pres¬ 
ence of obstructive jaundice, anemia and 
occult blood in the stools is a triad of signs 
that should always suggest this lesion. A 
palpable gallbladder, anorexia, vomiting 
and loss of weight complete the clinical 
picture. The roentgen ray shows a sugges¬ 
tive duodenal filling defect in roughly one- 
third of the cases. 

Treatment: The Whipple operation, or 
one of its many modifications, still stand.s 
as the best method of attack on ampullary 
carcinoma. This operation is so well 
known that it needs no further description 
here. Local excision of ampullary lesions 
through the transduodenal approach can 
offer little hope of cure, and this operation 
should be abandoned in favor of the more 
radical procedure. Miller and his co¬ 
workers" have reported the results of 
treatment of this lesion. Seventeen pa¬ 
tients underwent the radical operation, 
and 14 survived it. These survivors fell 
into two equal groups: 7 died after an 
average survival period of eighteen and 
one-half months, and 7 were alive without 
evidence of recurrence and with an aver¬ 
age survival period of thirty-eight and 
three-tenths months. These figures, though 
far from ideal, at least give justification 
to the continued use of radical resection 
for carcinoma of the ampulia of Vater. 

Carcinoma of the Extrahepatic Ducts: 
Carcinoma may occur at any point along 
the hepatic, common hepatic, cystic and 
common ducts. The commonest site is at 
the junction of the cystic and common 
hepatic ducts. 

Pathologic Picture: As in the case with^-, 
carcinoma of the gallbhadder, carcinoma 
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of the ducts is assumed in some way to be 
related to the presence of stones. Neib- 
ling and his associates^- observed stones 
in 57 per cent of their cases of ductal car¬ 
cinoma, an incidence much higher than is 
ordinarily observed at operation. 

Three types of adenocarcinoma have 
been described: (1) scirrhous, (2) mu¬ 
cous and (3) papillary. Extension of the 
tumor upward and downward along the 
ducts is common, and hepatic metastases 
are encountered in at least a third of the 
operated cases. A marked tendency for 
ductal carcinoma to involve the regional 
nerve trunks has been pointed out by 
Niebling and his co-workers.^- Perineural 
invasion was observed in 63 per cent of 
their cases, and they suggest this as a 
possible cause for the pain that is so com¬ 
mon in this disease. 

Clinical Picture: The signs and symp¬ 
toms of ductal carcinoma are similar in 
most respects to those of carcinoma of the 
ampulla of Vater. The chief difference is 
gastrointestinal bleeding, which is a car¬ 
dinal sign of ampullary carcinoma but is 
rarely associated with ductal tumors. The 
other symptoms, jaundice, pain, and loss 
of weight are common to both. Pain often 
subsides when jaundice appears. The 
gallbladder is palpable in over a third of 
the cases. Roentgen investigation is of 
little or no diagnostic aid in these cases. 

Treatment: Wide resection of these 
tumors en bloc is not feasible, owing to 
the location of such structures as the he¬ 
patic artery, portal vein and vena cava in 
the immediate vicinity. Especially in the 
upper half of the ductal system, local re¬ 
section is the only possible procedure. 
After resection, continuity is reestablished 
by end-to-end anastomosis (if the gap is 
not too large) or by joining the duct to 
the duodenum or the jejunum. The Roux 
Y type of cholangiojejunostomy is per¬ 
haps the most satisfactory anastomosis. 
Simple end-to-end anastomosis between 


duct and bowel, however, is preferred by 
some surgeons. 

In the retroduodenal and intrapancreatic 
portions of the common duct more radical 
resection is possible. Tumors in this re¬ 
gion should be treated in the same manner 
as ampullary lesions, i. e., by radical cho- 
ledochopancreaticoduodenectomy. 

The survival rate in these cases is ex¬ 
tremely poor. Diagnosis and treatment 
come late in the disease, and metastases 
occur early. The average survival period 
in a group of 74 cases reported by Neib- 
ling was three or four months. 

Benign Tumors of the Bile Ducts. —Be¬ 
nign tumors of the bile ducts are extremely 
rare, and scant reference is made to them 
in the literature. According to Marshall,^’’ 
only 4 cases had been observed at the 
Mayo Clinic by 1932, and, of these, the 
tumors in 2 were fibroadenomas arising in 
the stump of the cystic duct left at pre¬ 
vious cholecystectomy. 

Pathologic PicUire: In an exhaustive 
study covering the world literature on this 
subject, Chu^° collected 39 documented 
cases of benign tumors of the bile ducts. 
These lesions fell into the following patho¬ 
logic types: 

Papilloma: This tumor is the most 
common type and ordinarily is small to 
moderate. Leriche,^® however, reported 
the occurrence of such a tumor weighing 
750 Gm. in a 4-year-old child. Occasion¬ 
ally large cystic dilatation of the prox¬ 
imal duct may result from chronic 
obstruction due to benign neoplasm. Mi¬ 
croscopically, these lesions show typical 
papillai’y hyperplasia of the mucosal epi¬ 
thelium. 

Adenoma: This is the second most com¬ 
mon type. Grossly, these lesions appear as 
either localized mural nodules or diffuse 
thickening of the mucosa. Histologically, 
adenomas are composed of epithelial acini 
in a connective tissue framework. It should 
be noted that in some specimens there is 
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a marked tendency to cystic change. 

Fibroma: Several cases of fibroma have 
been reported. These lesions are similar 
in gross and microscopic characteristics to 
simple fibromas occurring elsewhere. 

Neuroma; This lesion is of interest be¬ 
cause in most of the cases reported it has 
been in the nature of amputation neuro¬ 
mas which follow cholecystectomy. Com¬ 
fort and Walters’” reported a case of 
biliary obstruction due to neuroma involv¬ 
ing the common duct 10 years following 
cholecystectomy. 

Lipoma: Three cases of ductal lipoma 
have been recorded, in 1 of which the tu¬ 
mor caused complete obstruction and 
death in a 3-year-old child. 

Clinical Picture: Of the 30 cases col¬ 
lected by Chu, the tumors in 18 occurred 
in female patients and in 12 in male pa- 
patients, The age distribution was from 
3 to 76 years, with an average age of 51. 

Symptoms develop, probably after a 
long latent period, when the lesion attains 
sufficient size to produce obstruction. The 
earliest symptom is the occurrence of re¬ 
peated bouts of indigestion, vomiting, 
flatulence and pain in the right upper 
abdominal quadrant. In 1 reported case 
such complaints lasted for twelve years. 
Later in the course of the disease complete 
obstruction may develop, producing jaun¬ 
dice, alcoholic stools, bile-stained urine 
and pruritis. 

There is no record to show that a pre¬ 
operative or antemortem diagnosis has 
ever been made, since the sjTnptoms of 
this tumor are virtually identical with 
those of the much more frequent common 
duet stone or carcinoma of the head of the 
pancreas. It is to be hoped, however, that 
with widespread use of the newer dyes, 
such as cholografin, which allow roentgen 
visualization of the bile ducts, many more 
cases of ductal tumors will be brought to 
light. 

Treatment; There is no standardized 
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treatment of these lesions, since they are 
so uncommonly encountered. The surgeon 
must be guided by basic surgical judgment 
rather than by recorded experience. The 
method used to remove these lesions de¬ 
pends on their size, shape and location. 
The benign nature of the lesion should be 
confirmed, if possible, by frozen section. 

Benign pedunculated lesions should be 
excised at the base in much the same man¬ 
ner as rectal polyps. Bazin’® reported an 
instance in which it was possible to excise 
a small cuff of the dilated common duct 
to remove a pedunculated papilloma. Stric¬ 
ture of the duct would be a real danger 
if too great a segment of the ductal wall 
were so removed. 

Sleeve resection of the duct should be 
reserved for lesions which, because of 
their size or sessile formation, cannot be 
removed locally. 

SUMMARY 

A series of 35 tumors of the extrahe- 
patic portion of the biliary tract is re¬ 
ported. These tumors, both benign and 
malignant, were encountered in 4,180 
operations on the biliary tract. 

By far the most frequent was carcinoma 
of the gallbladder. The discouraging re¬ 
sults in the treatment of this disease are 
pointed out by the author’s statistics, 
which show an average survival time of 
three months for patients operated on. 
The rationale of “prophylactic” cholecys¬ 
tectomy is discussed. 

The various types of benign tumor of 
the gallbladder and ducts are described. 
The literature is reviewed with respect to 
the occurrence, diagnosis and treatment of 
these lesions. 

Malignant lesions of the bile ducts are 
discussed. With the exception of ampul- 
lary tumors, these lesions present the same 
hopeless outlook as does carcinoma of the 
gallbladder. 

Intravenous cholangiographic study is 
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suggested as a means of earlier diagnosis 
of ductal tumors. 

ZUSAMMENFASSUNG 

Es wird iiber eine Serie von 35 Gescli- 
wiilsten des extrahepatischen Abschnittes 
des Gallensystems berichtet. Diese Gescli- 
wiilste, sowolil gut—als bosartiger Natur, 
warden bei 4180 Operationen am Gallen- 
system beobachtet. 

Die am weitaus haufigste Geschwiilst 
war der Gallenblasenkrebs. Die entmuti- 
genden Ergebnisse der Behandlung dieser 
Erki-ankung spiegeln sicli in der Statistik 
des Verfassers wieder, die bei operierten 
Kranken eine durchschnittliche Uberleben- 
speriode von 3 Monaten aufweist. Die 
Uberlegungen, auf denen die “prophylak- 
tische” Gallenblasenresektion beruht, wei*- 
den erbrtert. 

Die verschiedenen Formen gutartiger 
Geschwiilste der Gallenblase und der Gal- 
lengange werden beschrieben und das 
Schrifttum wird hinsichtlicli ihrer Haufig- 
keit, Diagnostik und Behandlung unter- 
sucht. 

Die bosartigen Erkrankungen der Gal- 
lengange werden erbrtert, und es zeigt 
sich, dass diese, mit Ausnahme der Gesch- 
wiilste der Ampulle, den gleichen hoffnung- 
slosen Ausblick bieten wie der Gallenblas¬ 
enkrebs. 

Die intravenbse Cholangiographie wird 
als Mittel friihzeitiger Erkennung von 
Gallengangsgeschwiiltsen empfohlen. 

RESUME 

Une serie de 35 tumeurs de la portion 
extrahepatique du trait biliaire est repor- 
tee. Ces tumeurs, benignes et malignes, 
ont ete trouves a 4.100 operations du trait 
biliaire. 

Le tumeur le plus frequent etait le car- 
cinome de la vesicule biliaire. Les resul- 
tats decourageants dans le traitement de 
cette maladie sont mis en point par les 


statistiques de I’auteur, qui montrent une 
periode moyenne de survivre de 3 mois pour 
cholecystectomie “prophylactique” est dis- 
cutee. 

Les differents types de tumeurs be¬ 
nignes de la vesicule biliaire et des con¬ 
duits sont descrits. La Litterature est 
revue concernant la frequence, diagnose et 
traitement de ces lesions. 

Les lesions malignes des voies biliaires 
sont discutees. A I’exception des tumeurs 
ampullaires ces lesions presentent le meme 
aspect desespere que le cancer de la cho- 
lecj’’ste. 

La choleangiographie intraveneuse est 
recommandee pour arriver a une diagnose 
precoce des tumeurs des voies biliaires. 

RIASSUNTO 

Viene riferita una serie di 35 casi di 
tumori delle vie biliari extra-epatiche, che 
si verificarono su una serie di 4190 inter- 
venti sulle vie biliari. 

Di gran lunga il piu frequente e il car¬ 
cinoma della colecisti. La statistica di- 
mostra in maniera evidente gli insoddis- 
facenti risultati che si ottengono nella cura 
di questa affezione; il tempo medio di so- 
pravvivenza dopo I’intervento e di 3 mesi. 
Viene presa in considerazione I’opportu- 
nita della colecistectomia profilattica. Ven- 
gongo altresi descritti tutti i tipi di tumori 
benigni della colecisti e dei dotti, con i dati 
di frequenza, diagnosi e cura di ognuno di 
essi. I tumori maligni delle vie biliari, 
tranne quelli dell’ampolla, hanno la stressa 
prognosi infausta dei carcinomi della co¬ 
lecisti. 

Per la diagnosi precoce si consiglia la 
colangiografia endovenosa. 

RESUMEN 

Se communico una serie de 36 tumores 
de la porcion extrahepatica de la via biliar. 
Estos tumores, benignos y malignos, 
fueron encontrados en 4,180 operaciones 
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de la via biliar. 

El mas frecuente fue el carcinoma de la 
vesicula biliar. Los resultados desalenta- 
dores en el tratamiento de esta enferme- 
dad se senalan por las estadisticas del 
autor, que muestran un promedio de tres 
meses de supervivencia en los pacientes 
operados. Se discute el fundamento de la 
colecistectomia “profilactica.” 

Se describen los diversos tipos de tu- 
mores begi^os de la vesicula biliar. Se 
revisa la literatura con relacidn a la occur- 
rencia, diagnostico y tratamiento de estas 
lesiones. 

Se comentan las lesiones malignas de los 
conductos biliares; con excepcidn de los 
tumores de la ampolla; estas lesiones pre- 
senta el mismo mal pronostico que el car¬ 
cinoma de la vesicula biliar. 

Se recomienda la colangiografia intra- 
venosa como metodo para determinar tu¬ 
mores de la via biliar. 
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Freedom of judgment can be attained only when we learn to estimate an in¬ 
dividual according to his omti ability and character. Then we shall find, if we were 
to select the best of mankind, that all races and all nationalities would be represented. 
Then we shall treasure and cultivate the variety of forms that human thought and 
activity has taken, and abhor, as leading to complete stagnation, all attempts to 
impress one pattern of thought upon whole nations or even upon tlie whole world. 

—Boas 
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A New Approach to the Repair of 
Indirect Inguinal Hernia 

SEYMOUR G. PELZER, B.S., M.D., F.A.C.S., A.I.C.S. 

BRISTOL, TENNESSEE 


‘‘No disease of the human body belong¬ 
ing to the 'province of the surgeon requires 
in its treatment, a greater combination of 
accurate anatomical knowledge with sur¬ 
gical skill than hernia in all its varieties” 

—Sir Astley Cooper^827.*^"~' 

T his paper will present a different 
approach to the repair of indirect 
inguinal hernias, which in selected 
cases may reduce the recurrence rate. 

There has been a world-wide high inci¬ 
dence of recurrence following repair of 
indirect inguinal hernias. A technic that 
would reduce the recurrence i-ate is an 
evident need. A major reason for recur¬ 
rence of an indirect inguinal hernia is 
incomplete excision of the hernial sac at 
the first operation. 

The recurrence rate after repair of indi¬ 
rect inguinal hernias has been estimated 
by Hagan and Rhoads^ at 3 to 20 per cent. 
In their series of 1,082 herniorraphies, in¬ 
direct inguinal hernias represented about 
66 per cent of the total. Ninety-eight per 
cent of the hernias encountered in patients 
under 20 years of age were indirect ingui¬ 
nal hernias. Although most recurrences 
appeared within tAVo years of repair, later 
recurrences were noted. Hagan and 
Rhoads^ noted that 55 per cent of the re¬ 
currences had appeared by the end of two 
years, 75 per cent by the end of five years, 
and eighty-five per cent by the end of ten 
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years. Seventy-two per cent of the ingui¬ 
nal recurrences were indirect. The per¬ 
centage of indirect recurrences has varied 
in different series from about 12 to 95 per 
cent. As to the site of recurrences, about 
68 per cent occurred through the direct 
area in Hesselbachs’ triangle medial to the 
deep epigastric vessels, and about 22 per 
cent appeared lateral to the deep epigas¬ 
tric vessels, at or medial to the internal in¬ 
guinal ring. Ryan,2 in studying the types 
of recurrence in his series of 369 hernia 
repairs, observed that about 53 per cent 
were indirect and about 45 per cent direct. 

Between World War I and World War 
II, the figures of Sir Max Page^ and others, 
in a presentation on the results of the 
treatment of hernias in the London Met¬ 
ropolitan Police Force, revealed that 
among those picked subjects a recurrence 
rate of 20 per cent might be expected. The 
recurrence rate in the British Isles, as 
computed at the beginning of World War 
II, was not less than 12 per cent. 

Recurrence rates for indirect inguinal 
hernia in Swedish adults were reported by 
Borgstrom.^ They were computed on the 
basis of questionnaires, one to fourteen 
years after repair, answered by 744 men 
aged 25 years or older. All had acquired 
unilateral, indirect, reducible inguinal 
hernias repaired with no postoperative 
complications. The general recurrence 
rate was about 12 per cent, with 55 per 
cent recurring in one year, and 87 per cent 
in five years. 

The basic methods of repair of indirect 
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inguinal hernia are the Bassini (1888), 
the Halsted (1889), and the Ferguson 
(1899) methods, together with modifica¬ 
tions of these procedures as described by 
Kocher, Bloodgood, La Roque, Andrews 
and McVay. The endless stream of med¬ 
ical literature describing varying methods 
of surgical repair of inguinal hernias is 
mute evidence that there is no entirely sat¬ 
isfactory means of repair. No one method 
of repair currently available gives consis¬ 
tently better results than do the others. 
Neither the use of a specific suture mate¬ 
rial or the technical skill of the surgeon 
lessen the recurrence rates materially. 

Basically all methods of repair of indi¬ 
rect inguinal hernia include tying off the 
neck of the sac, the major difference in¬ 
volving subsequent repair of the floor of 
the inguinal canal. It is the contention of 
this writer that all these steps are per¬ 
formed medial to the actual herniation, 
and do not materially reinforce the orig¬ 
inal hernia site. Further, all the suture 
repairs may weaken both the region of the 
internal ring and Hesselbach’s triangle. 

The causes of recurrence are many. 
With indirect hernia, recurrences may be 
due to incomplete excision of the sac, so 
that a small but similar cause of hernia 
remains. 

The rule of Folds throws light on this 
aspect of the subject. The rule is that her¬ 
nias repaired in “poor” clinics recur as 
indirect (because the sac was never li¬ 
gated properly, if at all), while those re¬ 
paired in the better hospitals recur directly 
because of the natural tendency of all her¬ 
nias so to progress. 

In the repair of hernia in infancy and 
childhood there is a definite tendency 
toward simple herniotomy with sac liga¬ 
tion only, rather than toward radical her- 
niorraphy. This opinion has been ex¬ 
pressed by Craig,' while Larsen” has 
advised a Ferguson type of repair. Ward 
Barrington' stated: “Dissection, ligature. 


and removal of the sac is all that is re¬ 
quired. There should be no disturbance of 
the muscle or fascial arrangements of the 
inguinal canals.” 

There is increasing agreement that cer¬ 
tain hernias (congenital indirect sacs in 
infants, children or young adults) are best 
treated by simple herniotomy, while others 
(indirect inguinal hernias in older persons 
with weak tissues, direct and femoral her¬ 
nias) should be managed by radical repair 
of the type described by Halsted (orig¬ 
inal), Bassini, Ferguson or Lotheissen. 
Mair” bas set up criteria for herniorraphy 
and herniotomy. 

The indications for simple herniotomy 
are absolute and include: 1. All hernias in 
infants. 2. All hernias in children. 3. All 
small indirect inguinal hernias in adults 
when the muscular and sphincteric tone 
of the canal is good. 4. Moderate-sized in¬ 
direct herniae of adults when the muscles 
and sphincters are in a state of temporary 
weakness; for example, after illness asso¬ 
ciated with onset of a hernia, but when 
recovery will be associated with local and 
general increase in muscle tone. 

In their excellent review of anatomic 
hernial repair, McVay and Anson stated: 
“Since there is no anatomic defect in the 
inguinofemoral region in the uncompli¬ 
cated small indirect inguinal hernia other 
than the presence of a congenital hernial 
sac and a slight dilatation of the abdom¬ 
inal inguinal ring, it is recommended that 
this type of hernia be repaired by removal 
of the sac by accepted methods and the 
subsequent tightening of the abdominal 
inguinal ring. It is also our opinion that 
when one speaks of a small indirect in¬ 
guinal hernia, the diminutive should refer 
to the diameter of the neck of the sac 
rather than its length.” 

Packard’” stated: . . . "there were in 
these 681 cases, four recurrent hernias 
which have been operated on at this hos¬ 
pital. One recurrence followed simple sac 
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removal; the same surgeon at his second 
operation was sure that he had not satis¬ 
factorily obliterated the sac the first time. 
The other three recurrences included one 
Ferguson and two cord transplant repairs 
from which one gains the impression, at 
least, that additional inguinal floor sup¬ 
port and cord transplant did not add to 
the effectiveness of the operation.” 

If the indirect sac is large, it is incised 
circumferentially at its neck and the distal 
portion is not disturbed. In many clinics 
great care is taken, after dividing a long 
indirect sac, not only to close the proximal 
end but to excise the remaining distal seg¬ 
ment because of the possible development 
of a hj’-drocoele. In my own opinion, while 
high ligation of the proximal stump is the 
most important step in the repair of her¬ 
nia, in most instances it is preferable to 
leave the distal portion of the sac in place. 
The rationale behind this mode of treat¬ 
ment is that an almost certain danger of 
hematoma (from sac excision) is more to 
be feared than is the more remote possi¬ 
bility of subsequent h 3 ’’drocoele. Laseu, 
speaking of hernias in infancj'’ and child¬ 
hood, also emphasized that the distal por¬ 
tion of the sac should be disregarded. 

It is probable that separation of the 
conjoined tendon from Poupart’s ligament, 
fibers of the conjoined tendon and widen¬ 
ing of the internal inguinal ring may be 
secondarj’’ to grov’th and repeated expan¬ 
sion of the contents of the sac—^not pri¬ 
mary as a cause of hernia, since the struc¬ 
ture of the abdominal wall is essentially 
normal except for the hernia. Herniolo- 
gists agree that, in the absence of a per¬ 
sistent processus vaginalis, indirect hernia 
does not develop, regardless of the force 
or violence applied to the abdomen. "ViTien 
bowel or omentum enters the sac, the ring 
becomes dilated secondariljL 

The therapeutic implications seem clear. 
The pathologic entity consists of a pre¬ 
formed sac and a secondarilj’' dilated in¬ 


ternal ring. Logically, then, treatment 
should consist of removal of the sac and 
closure of the ring to its normal circum¬ 
ference. With correction of these two de¬ 
viations from the normal, the inguinal 
canal should be just as strong as it is in 
persons who have never had a hernia. To 
perform the original Bassini operation, or 
any of its modifications, may be following 
blindlj’’ an old concept that has not been 
borne out by time or experience, and has 
caused more trauma than good to tissue 
in the inguinal region. This is shown by 
the high recurrence rate, especially of 
direct hernias, after indirect hernia repair. 
When the facts are soberly evaluated, the 
conclusion is inescapable that the standard 
procedures are not logically directed 
toward the lesion they are supposed to re¬ 
pair, and that for the most part they are 
unsurgical, unphysiologic and destructive. 

Instead of closing the ring, which is the 
essential lesion of indirect hernia, the 
routine surgical procedures attempt to 
strengthen the inguinal region by plica¬ 
tion and replication of two or three layers 
of the abdominal wall across the floor of 
the canal where there was no preexisting 
defect. 

The original Bassini operation was 
based upon the concept that Poupart’s lig¬ 
ament was a movable structure, and there¬ 
fore that suture of the conjoined tendon 
sutured to this structure was feasible. It 
has been established, however, that since 
the inguinal ligament is suspended from 
two bony fixed structures, the anterior 
superior spine of the ilium and the pubic 
spine, it is not a movable structure. It 
follows that suturing the conjoined tendon 
to the inguinal ligament is not feasible. 
After repair by this method, it has been 
surmised, with each contraction of the 
abdominal muscles the sutures have a 
tendencj’’ to cut through the musculature, 
or, by contraction, to cause ischemic ne¬ 
crosis of the included tissues. Either 
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effect, then, will tend to destroy muscle, 
which is replaced hy fibrous tissue over 
the region of Hesselbach’s triangle. 

Operations in which the internal oblique 
muscle is sutured to the inguinal ligament 
pull the fibers out of their normal course 
and anchor them to an unyielding struc¬ 
ture. If the repeated contractions of the 
muscles fail to break the sutures, the mus¬ 
cle fibers are cut through by a process of 
pressure necrosis. It is my contention 
that this results in the subsequent devel¬ 
opment of a direct hernia following pri¬ 
mary repair of an indirect inguinal hernia. 

I would suggest that an indirect 
inguinal hernia can be more easily and 
anatomically repaired from within the 
abdomen. The suggested incisions are an 
oblique incision about 1 inch (2.5 cm.) 
above the usual inguinal incision, in order 
to expose one inguinal region, or a low 
paramedian incision that will expose both. 

After entrance into the peritoneal cav¬ 
ity, the suggested procedure is as follows: 
Routinely explore the abdominal inguinal 
ring, Hesselbach’s triangle and the fem¬ 
oral ring. If only an indirect inguinal 
hernia is identified, raise (by dull and 
sharp dissection) a flap of peritoneum 
from the lateral wall of the hernial sac 
through the neck of the sac and retract it 
laterally. Use several interrupted mat¬ 
tress sutures of nonabsorbable material to 
approximate the superior edge of the neck 
of the sac to the inferior edge, thus trans¬ 
forming the appearance of the neck of the 
sac to that of a slit, allowing only enough 
room for the cord structures (that is, the 
internal spermatic artery and vein and the 
vas deferens) to emerge from the abdom¬ 
inal cavity. The previously prepared peri¬ 
toneal flap is then laid over the sutured 
area and fixed in place with several inter¬ 
rupted fine absorbable sutures, thereby 
peritonealizing the entire area. The final 
result should be a smooth internal inguinal 
ring which will not give access to further 


herniations. Structures in Hesselbach’s 
triangle have not been injured, so there 
should be no cause for the subsequent 
development of a direct hernia. The ab¬ 
dominal wall is closed in layers as usually 
performed by the operating surgeon. 

SnMJtARY 

The author presents a new technic for 
repair of indirect inguinal hernia which, 
in his opinion, has the following advan¬ 
tages : 

1. Exploration of the contents of each 
hernia sac can be easily performed. 

2. Exploration of the entire abdominal 
contents can be easily performed. 

3. Resection of the intestine, if indi¬ 
cated, can be performed without the neces¬ 
sity of a second incision. 

4. Should a sliding hernia be present, 
reduction and repair of the hernia will not 
necessitate a second incision into the peri¬ 
toneal cavity. 

5. An interval appendectomy may be 
performed, if desired, when the incision 
is paramedian or on the right. 

6. No injury will result to tissues over- 
lying Hesselbach’s triangle; this aids in 
preventing the formation of a subsequent 
direct hernia. 

7. Closure of the internal inguinal ring 
should be more accurate, and should help 
to prevent the formation of a recurrent 
indirect hernia. 

8. Examination of Hesselbach’s area 
and the femoral areas will preclude miss¬ 
ing a second hernia. 

9. Injury to the vas deferens and the 
inguinal nerves, and possible secondar.v 
atrophy of the testicle, may be prevented. 

In the author’s opinion, its one disad¬ 
vantage is the surgeon’s inability to be 
certain on preoperative examination that 
onlj’ an indirect hernia is present. 

Author’s Note: I wish to express my appre¬ 
ciation to Dr. Harry W. Bachman, Bristol, Ten¬ 
nessee, and Dr. Rudolph H. Pelzer, Yonkers, New 
York, for their advice and for their constructive 
criticism of this paper. 
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ZUSAMMENFASSUNG 

Der Verfasser unterbreitet eine neue 
Technik zur Wiederherstellung des indi- 
rekten Leistenbruchs, die nach seiner An- 
sicht folgende Vorziige aufweist: 

1. Der Inhalt des Bruchsacks lasst sich 
leicht untrsuchen. 

2. Eine Untersuchung des gesammten 
Bauchhohleninhalts ist leicht ausfiihrbar. 

3. Eine etwa angezeigte Darmresektion 
lasst sich ohne die Notwendigkeit einer 
zweiten Inzision durchfiihren. 

4. Bei Bestehen einer gleitenden Hernie 
lasst sich der Bruch reduzieren und aus- 
bessern, ohne einen zweiten Einschnitt in 
die Bauchhohle zu erfordern. 

5. Wenn der Einschnitt in der Parame¬ 
dian linie oder auf der rechten Seite aus- 
gefiihrt wird, lasst sich gleichzeitig eine 
Blinddarmresektion ausfiihren, falls eine 
solche erwunscht ist. 

6. Die iiber dem Hesselbachschen Drei- 
eck liegeden Gewebe werden nicht ver- 
letzt, was zur Verhiitung der spateren 
Entstehung eines direkten Bruchs bei- 
tragt. 

7. Es wird eine sorgfaltige Schliessung 
des inneren Leistenringes gefordert, was 
zur Verhiitung der Entstehung einer riick- 
falligen Hernie beitragt. 

8. Eine Untersuchung der Hesselbach¬ 
schen Gegend und der Femoralgebiete 
schiitzt vor dem tibersehen eines zweiten 
Bruchs. 

9. Eine Verletzung des Samenleiters 
und der Leistennerven mit etwaiger sek- 
undarer Hodenatrophie lasst sich ver- 
meiden. 

Den einzigen Nachteil der Methode 
sieht der Verfasser darin, dass der Chir- 
urg bei der praoperativen Untersuchung 
nicht sicher sein kaiin, dass nur ein indi- 
rekter Bruch vorliegt. 

RESUME 

L’auteur presente une nouvelle tech¬ 
nique pour la reparation des hernies ingui- 


nales indiretes, qui a son opinion a les 
advantages suivants: 

1. L’exploration du contenu de chaque 
sac hernial est faite facilement. 

2. L’exploration du contenu abdominal 
entier est faite facilement. 

3. La resection de I’intestin, si indiquee, 
peut etre executee sans la necessite d’une 
seconde incision. 

4. En cas qu’une hernie glissante est 
presente la reduction et reparation de 
celle-ci ne necessite pas une seconde in¬ 
cision dans la cavite peritoneale. 

5. Une appendectomie par interval peut 
etre executee, si I’incision est paramediane 
ou sur le cote droit. 

6. Les tissus couvrants le triangle de 
Hesselbach ne sont pas endommages, ce 
qui aide eviter la formation d’une hernie 
directe secondaire. 

7. La fermeture de I’anneau inguinal 
interne sera plus accurate ce qui aidera 
eviter la formation d’un recidive de I’her- 
nie indirecte. 

8. L’examen du foyer d’Hesselbach et 
des foyers femoraux va prevenir de ne pas 
apercevoir une deuxieme hernie. 

9. Une lesion du vas deferens et des 
nerfs inguinaux et I’atrophie secondaire 
du testicule peut etre evitee. 

Dans I’opinion de I’auteur le seul desa- 
vantage est I’impossibilite du chirurgien 
d’etre sur, qu’il s’agit seulement d’une 
hernie indirecte. 

RIASSUNTO 

Viene descritta una nuova tecnica per 
la cura dell’ernia inguinale obliqua; essa 
presenta i seguenti vantaggi; 

1. Si puo compiere facimente I’esplora- 
zione del contenuto del sacco. 

2. Si puo explorare la cavita addomi- 
nale. 

3. Si puo resecare, al bisogno, I’intes- 
tino, senza dover fare una nuova incisione. 

4. Se vi e un’ernia da scivolamento si 
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puo fare la riduzione e la plastica senza 
bisogno di una nuova incisione. 

5. Si puo fare Vapendicectomia, se ne- 
cessaria, poiche si ha a disposizione un 
taglio paramediano destro. 

6. Non si reca alcun trauma alle strut- 
ture del triangolo di Hesselbach, e pertanto 
si evita la recidiva deirernia diretta, 

7. La chiusura dell’anello inguinale in¬ 
terne e piu corretta, e anche questo evita 
la recidiva. 

8. L’esoplorazione della regione del trian¬ 
golo di Hesselbach e della regione femo- 
rale evita di lasciare in sede una seconda 
ernia. 

9. Si puo evitare ogni lesione al defe- 
rente e ai nervi inguinale e percio pre¬ 
venire Vatrofia secondaria del testicolo. 

L*unico svantaggio, secondo il parere 
deirautore, e la impossibilita di assicurarsi 
che ci si trovi in presenza soltanto di 
un’ernia obliqua. 

RESUMEN 

El autor presenta una neuvatecnica para 
reconstruccion de la hernia inguinal indi¬ 
recta que en su opinion tiene las ventajas 
siguientes: 

1. Puede hacerse facilmente la explora- 
cion del contenido herniario, 

2. Puede explorarse facilimente todo el 
contenido abdominal. 

3. Si se encuentra indicada puede ha¬ 
cerse una reseccidn intestinal sin neoesi- 
dad de una segunda incision. 

4. Si se encuentra una hernia por desli- 
zamiento, su reduccidn y reconstruccion 
tampco necesita una segunda incision. 

5. Si se desea puede hacerse una apen- 
dicectomia cuando la incision es para- 
mediana o en el lado derecho. 


6. No se produce ninguna lesion en los 
tejidos que recubren el triangulo de Hes¬ 
selbach; lo cual ayuda a la prevencidn y 
formacion de una recidiva herniaria. 

7. Debe hacerse un cierre mas precise 
del anillo inguinal interne, ayudando pre- 
venir la formacion de hernia indirecta 
recidivante. 

8. El examen del area de Hesselbach y 
del area femoral elimina la posible exis- 
tencia de una segunda hernia. 

9. Puede evitarse la lesion del deferente 
y de los nervios inguinales, asi como la 
atrofia secundaria del testiculo. 

En la opinidn del autor, una desventaja 
es la incapacidad del cirujano para estar 
seguro en el examen preoperatorio de que 
unicamente se encuentra una hernia in¬ 
directa. 
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Massive Prolapse of the Rectum 

Report of a Case 

SIDNEY VERNON, M.D., F.A.C.S,, F.I.C.S. 
WILLIMANTIC, CONNECTICUT 


R ectal prolapse may be considered 
a recurrent reducible intussception 
‘ at the anus. It represents a defect 
in the supporting structures of the rectum, 
which include the endopelvic fascia and 
the levator ani. The disease maj’^ occur in 
infancy or during advanced years. In the 
infant the effect of violent cathartics plus 
the immaturity of the supporting fascia 
may result in prolapse. In the elderlj% de¬ 
bility, atrophy and degeneration of the 
structures may lead to the condition. 

The fact that the volume of the rectum 
varies according to its contents requires 
flexibility of the supports. The forces ex¬ 
pended to empty the rectum call for 
strength of the same structures. If the 
fascia and the levator ani muscle fail to 
hold the rectum in place within the pelvis, 
insufficiencj'^ of the supports becomes evi¬ 
dent. 

Diarrhea in an infant ma 5 '^ lead to anal 
prolapse. The permanent stretching of 
rectal supports leading to prolapse is to 
be avoided. Early corrective measures 
prevent the development of chronic pro¬ 
lapse that may require surgical interven¬ 
tion. Surgical alteration of the lower part 
of the bowel does not give the patient a 
completely satisfactory bowel life; medi¬ 
cal correction of early anal prolapse is 
more desirable. 

In the infant, prolapse is corrected by 
reducing the extruded mass and strapping 
the buttocks. For some time, defecation 
must be allowed only with the patient re¬ 
cumbent on the bedpan. Laxatives are 
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avoided, but the stools are kept soft in 
order to be passed easilj’- with minimum 
abdominal pressure. Water-absorbing gels 
are used to produce soft, bulky stools. If 
recurrence develops, perirectal fibrosis is 
induced by injections of sclerosing solu¬ 
tions. Quinine and urea are preferred for 
this treatment. 

With established rectal prolapse in the 
adult, operation is indicated. In the case 
reported here there was a large prolapse 
of fifteen jmars’ duration; the patient was 
a young man. The condition was corrected 
by Dunphy’s method of perineal amputa¬ 
tion of the prolapsus and a second-stage 
intra-abdominal operation for suspension 
of the rectum to the supporting tissues on 
the postei’ior wall of the abdominal cavity. 

REPORT OF CASE 

A. C. R., aged 20, complained of prolapse of 
the bowel. He had been able to continue peace¬ 
time military duty for two years although the 
rectal prolapse occurred with each bowel 
movement. 

At examination he was able to extrude the 
mass voluntarily without undue straining, 
after five minutes of effort. The mass was 
nodulated, irregular, purplish and larger than 
the patient’s fist (Fig. 1). The protrusion was 
conical, and at the apex of the cone projected 
the opening of the intussuceptum. The pa¬ 
tient was able to reintroduce it without any 
difficulty. Proctoscopic examination showed 
no abnormalities; history indicated no evi¬ 
dence of sex peiwersion. A barium enema 
.showed the colon and rectum to be normal ex¬ 
cept for the procidentia. 

Operation was performed on May 12, 1950, 
with the region under spinal anesthesia. In 
the lithotomy position the rectum was dra\vn 
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down, reproducing the prolapse. (Fig, 2), A 
circular incision was made 1 cm. above the 
pectinate line; a plane of cleavage found 
anteriorly and followed around the bowel. 

The hernial sac anterior to the rectum 
(Fig. 3) was separated, trimmed and ligated 
high with a purse-string suture. The anterior 
edge of the wound was retracted and the 
levator ani muscles sewed together, closing the 
interlevator cleft and constructing a firm 
pelvic diaphragm. 

The prolapsed cylinder of rectum was cut 
anteriorly throughout its length (6 inches or 
15 cm.)» and a mattress suture was placed, 
uniting the cuff of mucosa anteriorly near the 
pectinate line to the upper end of this incision 
at the rectosigmoid. The cylinder was then 
split posteriorly and another mattress suture 
of silk united the mucosal edges posteriorly. 

The middle and superior hemorrhoidal ves¬ 
sels were dissected and tied on both aides. The 
lateral flaps of rectum were excised and a 
mattress suture placed on each side (Fig. 4). 
The four quadrants were sewed separately 
with continuous interlocking sutures of chro¬ 
mic catgut. During the operation the patient 
was given 1,000 cc. of blood. 

On the fifth postoperative day some control 
of the sphincter muscles was evident to the 
examining finger. On the tenth day the patient 
had a normal movement of the bowels without 
prolapse, his first such experience in years. 
He complained of incontinence, for which a 
low residue diet and sphincter exercises were 
prescribed. 

The second-stage operation was done on 
June 8. With gas, oxygen and ether anesthe¬ 
sia, fascia lata was removed from the left 
thigh. A left paramedian incision was made, 
the intestines were packed off, the sigmoid 
picked up, and the previous purse-string 
closure of the hernia noted. 

At the fifth lumbar vertebra an inverted T 
incision was made in the posterior peritoneum. 
A strand of fascia lata 25 by 1 cm. was placed 
along the anterior right side of the lower por¬ 
tion of the bowel, affixed at the accessible point 
and upward by a series of seromuscular 
stitches. A strip of fascia similarly placed on 
the left was sewed on and passed upward and 
posteriorly through the mesenteiy’ near the 
upper end of the sacrum. Both strands of 
fascia were then sewed to the anterior surface 
of the fifth lumbar vertebra, and the incision 
in the posterior peritoneum was closed. The 
cul-de-sac was obliterated by fixing the 
bladder peritoneum to the posterior peri¬ 
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toneum, and the abdomen was closed. 

On June 22 the patient was still incontinent. 
He tended to have bowel movements at meal¬ 
time, and he occasionally had to rush to the 
latrine to prevent soiling. The sphincter tone 
was apparently improved; he could contract 



Fig. 1.—Massive prolapse shown as occurring 
after bowel action. 



199 



JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


AUGUST, 1955 



Fig. 3.—Peritoneal sac of hernia drawn down. 



Fig. 4.—Operation completed. 


the anus, but this was insufficient to halt the 
peristaltic rushes. The loss of the internal 
sphincter by perineal excision of the prolapse 
made the external sphincter even more im¬ 
portant for bowel control. Cure of the pro¬ 
lapse was only a partial solution of the 
problem. 

To rehabilitate the patient at an early date, 
plication of the exteraal sphincter was con¬ 
sidered. A check-up one month later showed 
occasional leakage of stool; the sphincter tone 
was fair. Follow-ups a year later showed some 
inconveniences with imperfect anal control, 
but cure of the prolapse remained. The 
patient has been advised to contract the anus 
on a rectal dilator used as a splint; the resis¬ 
tance to contraction may develop increased 
muscle power. 

SUMMARY 

The pathogenesis and treatment of rec¬ 
tal prolapse are discussed and the case of 
a young man is reported. Photographs 
show the hernial sac through the interle¬ 
vator cleft on the anterior side of the pro¬ 
lapsus. Operation, in two stages, consisted 
of perineal amputation and abdominal 
suspension. For final correction of anal 
incontinence, exercises over a splint may 
be done to increase muscle strength. 

ZUSAM MENFASSUNG 

Die Pathogenese und die Behandlung 
des Mastdarmvorfalls werden erdrtert, 
und der Fall eines j ungen Mannes wird 
berichtet. Photographien zeigen den durch 
den Levatorspalt laufenden Bruchsack an 
der Vorderseite des Prolapses. Die in zwei 
Stadien ausgefiihrte Operation bestand in 
perinealer Amputation und abdomineller 
Aufhangung. Zur endgiiltigen Behebung 
analer Inkontinenz kbnnen zur Kraftigung 
der Muskeln tlbungen fiber einer Schiene 
ausgeffihrt werden. 

RESUMEN 

Se comenta la patogenesis y tratamiento 
del prolapso rectal, comunicandose el caso 
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de un hombre joven. Las fotografias mu- 
estran que el saco herniario se encontraba 
en la parte anterior del prolapso a traves 
de la hendedura que se encuentra entre los 
dos elevadores. La operacion en dos tiem- 
pos consistio en una amputacion perineal 
y una suspension abdominal. Para la cor- 
reccion final de la incontinencia anal pue- 
den hacerse ejercicios sobre un tnolde con 
el objeto de aumentar la fuerza muscular. 

RESUME 

La pathogenese et le traitement du pro¬ 
laps rectal sont discutes et le cas d’un jeune 
homme et reporte. Des photos montrent le 
sac hernial a travers la fente entre les leva- 
teurs sur le cote anterieur du prolaps. 
L’operation en 2 etappes consista en am¬ 
putation perineale et suspensiom abdomi- 
nale. Pour la correction finale de 
I’incontinence anale des exercises sont rec- 
ommandees au dessus d’un support pour 
fortifier les muscles. 

RIASSUNTO 

Viene tratteggiata la patogenesi e la 
cura del prolasso rettale e ne vienne pre- 


sentato un caso in un giovane. Una illus- 
trazione mostra il sacco erniario che si fa 
strada attraverso lo spazio fra gli eleva- 
tori sul lato anteriore del prolasso. L’in- 
tervento, in due tempi, consiste nell’ampu- 
tazione e nella sospensione addominale. 
Per la cura successiva dell'incontinenza 
anale sono consigliati esercizi per aumen- 
tare la forza dei muscoli. 

SUMAEIO 

A patogenese e o tratamento do prolap¬ 
so retal sao discutidos, apresentando-se um 
caso niim jovem. As fotografias revelam 
o saco herniario atraves da fenda interele- 
vadora, no lado anterior do prolapso, A 
operagao, em duas fases, consistiu na am- 
putagao perineal e suspensao abdominal. 
Para a corregao final da incontinencia anal 
podem ser feitos exercicios para aumentara 
forga muscular. 
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One of the pleasant things about living in the country is that there aren’t any 
holidays. One day is like the next and if you want a day off )oii can lake it uhen 
you like. It doesn’t have to be on the same day ninety million otlicr people arc Iia\ ing 
a holiday. 

•—Brom field 
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Analysis of One Hundred and Fifty 
Consecutive Intertrochanteric Fractures 

of the Femur 

STERLING G. PARKER, M.D., F.A.C.S., F.I.C.S. 

DECATUR, ILLINOIS 


T he goal of treatment of a patient 
with an intertrochanteric fracture of 
the femur should be, first, the pres¬ 
ervation of life. If this is feasible, then 
restoration of the anatomic structure of 
' , the extremity, maintenance of position 
until healing occurs and rehabilitation of 
/the patient to a status comparable to that 
^ which existed prior to the injury become 
the objective. It is my opinion, and that 
of most orthopedic surgeons, that all of 
these aims are best accomplished by in¬ 
ternal fixation. 

The rather rapid relief of pain and pai'- 
tial mobilization that is permissible after 
such fixation contribute to the survival of 
the patient and accomplish a more nearly 
normal anatomic and functional end result 
than do “conservative,” nonoperative 
methods of treatment. The number of 
aged persons is continualb’’ increasing, 
and, since the majority of intertrochan- 
tei'ic fractures occur in the aged, the prob¬ 
lem of treatment, or recommended treat¬ 
ment, faces most practicing physicians. 
Although a few patients will not survive 
the shock of their injury, it is surprising 
how well most elderly patients respond to 
antishock therapj% and with adequate re¬ 
placement of blood and fluids, correction 
of faulty body chemical levels and proper 
medical management they can be prepared 
for operative treatment within a compara- 


Read at the Nineteenth Annual Congress of the United 
States and Canadian Sections, International Collese of Sur- 
f^^eons, Chicago, Sept. C»10, 3954. 
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tively short time—usually one or two days. 
Most patients live long enough to justify 
an active plan of treatment designed to 
mobilize the patient partially and yet ac¬ 
complish healing of the fracture in a posi¬ 
tion compatible with good function and 
rehabilitation as rapid as their general 
health and mental competency permit. 

A series of 150 consecutive cases, ob¬ 
served since 1948, was reviewed and ana¬ 
lyzed to determine how frequently the goal 
of treatment was accomplished and what 
alterations in technic were indicated to 
achieve this goal more frequently. 

Classification of Fractures, — Most au¬ 
thors include those fractures which occur 
between the base of the neck of the femur 
and the subtrochanteric area as intertro¬ 
chanteric fractures, using various classi¬ 
fications to indicate their location, stabil¬ 
ity and degree of comminution. In 
correlating the type of fracture with the 
method of treatment, division of the types 
into the basilar neck fractures, simple in- 
terti'ochanteric fractures without commi¬ 
nution, intertrochanteric fractures with 
comminution and subtrochanteric and 
comminuted or spiral subtrochanteric 
fractures, seems to be most practical 
(Figs. 1 and 2). The first two, fracture 
of the basilar neck and simple intertro¬ 
chanteric fracture, are not associated with 
comminution of the medial femoral cortex 
and, when adequately fixed, are stable 
after reduction that accomplishes bone-to- 
bone contact. The comminuted intertro- 
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Fig. 1 .—basilar fracture of femoral neck. B, simple intertrochanteric fracture. C, comminuted 

intertrochanteric fracture. 



Fig. 2.—A, oblique subtrochanteric fracture. B, comminuted intertrochanteric and subtrochanteric 
fracture. C, spiral subtrochanteric fracture. 


chanteric fracture may be unstable in two 
ways: First, the comminution of the me¬ 
dial femoral cortex removes a mechanical 
buttress which otherwise would prevent 
varus; second, comminution may produce 
a “three-fragment fracture” in which the 
greater trochanter is essentially a free 
fragment, with fracture in the basilar 
neck and subtrochanteric area. This frac¬ 
ture, when anatomically reduced, has 
neither the stability of the medial cortex 
in the prevention of varus nor the lateral 
continuity required to prevent medial shift 


of the distal fragment in the subtrochan¬ 
teric area. The latter is true also of the 
oblique subtrochanteric fracture, which 
tends toward inward displacement of the 
distal fragment. The comminuted and 
spiral subtrochanteric fractures are actu¬ 
ally high fractures of the femoral shaft, 
and the word “stability” in the same sense 
is not applicable. Of the unstable commi¬ 
nuted fractures, many can be placed in a 
position in which they will be stable be¬ 
fore fi.xation. Slight overcorrection of the 
internal or external rotation, or slight in- 
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crease of the normal valgus, may produce 
bone-to-bone contact of the medial femoral 
cortex and sufficient stability to prevent 
varus. The exact method of best accom¬ 
plishing this can be determined at the time 
of operation. In my experience, a nail in 
the cancellous bone of the head of the fe¬ 
mur will not prevent varus unless medial 
cortical bone-to-bone contact is obtained. 

In the series of cases reviewed, the num¬ 
ber of each type of fracture is given in 
Table 1. As to the type of mechanical de¬ 
vice used for internal fixation, a Blade 
plate was used in 2 cases, a Smith-Petex*- 
son nail with the Thornton attachment in 
11, and a Jewett or modified Jewett nail 
in 126. 

Age Incidence. — It may be seen from 
' able 2 that this injury in most cases oc¬ 
curred after the age of GO. Most similar 
fractures observed in younger patients 
were the result of automobile accidents or 
similar trauma. 

Seventy-three per cent of patients were 
over 70 years of age. The average age was 
72.5 years. The youngest patient was IS. 

MortaUtij {Tabic S ).—Of the 150 pa¬ 
tients with intertrochanteric fractures, 19 
died during their stay in the hospital. 
Fourteen of these 19 had undergone sur¬ 
gical treatment of the intertrochanteric 
fi'acture, and 7 of the 14 surgical patieixts 
died within ten days of the operation. Five 
patients died either on the day of admis¬ 
sion or shortly afterward, without treat¬ 
ment other than medical management and 
extension. Five patients died after dis- 
chai'ge from the hospital, but prior to 
three months, and are not included in this 
series for end results. The overall hos¬ 
pital mortality rate, including 11 patients 
who were not surgically treated, was 
12.7 per cent. Of 139 patients whose frac¬ 
tures wei-e surgically treated. 14 patients 
died during their stay in the hospital—an 
overall mortality rate during hospitaliza¬ 
tion of 10.07 per cent. Of 11 patients 


treated nonsurgically, 5 died. This is not 
a reflection on the conservative manage¬ 
ment of intertrochanteric fractui'es, as 
the 5 patients died either on admission or 
shortly thereafter, and were not candi¬ 
dates for treatment of any type. The over¬ 
all mortality for all patients, whether 
treated surgically or nonsui-gically within 
three months, was 16 per cent. One pa¬ 
tient died of pulmonary embolism. Table 
4 compares the mortality rate with those 
of some other series reported in the lit¬ 
erature. 

Morbidity .—For the 116 patients, the 
average period of hospitalization for anal¬ 
ysis of end results was thirty-seven and 
three-tenth days. Seventy-seven patients, 
or 67 per cent, were released from the hos¬ 
pital within one month from the time of 
their admission. Most patients were oper¬ 
ated on within forty-eight hours of the in- 


Table 1. —Type of Fracture 


Basilar neck . 

Simple intertrochanteric . 

Comminuted intertrochanteric 

Subtrochanteric . 

Spiral and comminuted 

subtrochanteric. 

No. 

16 

41 

80 

6 

7 

Percentage 

10.7 

27.3 

53.3 

4.0 

4.7 

Table 2 .—Age 

Jiicidcucc 



No. 


Per Cent 

90 and over . 

7 


4.7 

S0-S9 . 

56 


37.3 

70-79 . 

45 


30 

60-69 . 

25 


16.7 

50-59 . 

3 


2 

40-49 . 

8 


5.3 

30-39 . 

0 


0 

20-29 . 

9 


1.3 

10-20 . 

4 


2.7 


Seventy-three per cent of the patients were over 
70 years of age. Average age, 72.5 years; young¬ 
est patient, 13 years old. 


T.4BLE 3.— Summary of Mortality 


150 patients (all cases) 

Died within 10 days. 12 8 % 

Died during hospital stay. 19 12.7 % 

Died within 3 months. 24 16.0 Cc 

139 Surgical Patients 

Died within 10 days. 7 5.039r 

Died during hospital stay. 14 10.079r 
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“conservatively,” patients Avho died less 
than three months after the operation and 
4 patients who either moved away or on 
whom no follow-up study was obtained, 
there were 116 patients available for an 
analysis of the end results. No patient in¬ 
cluded in the study of end results was fol¬ 
lowed for less than three months. The 
average follow-up period was six and one- 
tenth months. 

Of the 116 patients who were followed 
for three months or longer, there were 97 
whose fractures healed in near anatomic 
or anatomic alignment, without complica¬ 
tion. In the remaining 19, twenty-three 
complications were encountered as fol¬ 



Anabjsis of End Resrdts .—Of the 150 
patients, excluding 11 who were treated 


lows: 


Nonunion (basilar fracture of neck). 1 

Fracture of blade of Jewett nail. 2 

Bending of nail. 1 

Intra-acetabular protrusion of nail. 2 

Medial shift of distal femoral fragment.... 3 
Varus, detectable but estimated at less 

than 15 degrees . 9 

Varus defoi-mity estimated at more 

than 15 degrees. 5 
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The degree of varus must necessarily 
be estimated, because variation in the de¬ 
gree of rotation on follow-up films pre¬ 
vents accurate measurement of the degree 
of varus. Except for 1 case (Fig. 3), in 
which the Smith-Peterson nail bent and 
eventual nonunion resulted, complications 
as regarded the fracture itself were all in 
patients with comminuted intertrochan¬ 
teric fractures. The patient with nonunion 
had an arthrodesis of the knee on the same 
side, and a positive Kahn reaction, which 
may have contributed to the complication. 
At all events, the reduction was inade¬ 
quate, and bone-to-bone contact was not 
achieved. This was considered a failure 
in surgical technic. 

The most frequent complication was 
varus deformity, which in 5 cases was suf¬ 
ficiently severe to give an undesirable 
anatomic result The following factors are 
considered important in the development 
of varus: (1) comminution of the me¬ 
dial femoral cortex; (2) severe osteoporo¬ 
sis; (3) mechanical failure of the fixative 
apparatus; (4) high placement of the nail. 


and (5) failure to obtain solid bone-to- 
bone contact. 

Figure 4 shows an unstable comminuted 
intertrochanteric fracture with residual 
varus considered due to a combination of 
osteoporosis, high placement of the nail 
and failure to obtain reduction with con¬ 
tact of the medial femoral cortex. In the 
original reduction and fixation the medial 
femoral cortex of the neck of the femur 
was inside that of the shaft, and the nail 
was high in the head of the femur and 
opposite the superior portion of the acetab¬ 
ulum. One month later there had been 
collapse of the fracture, with the neck of 
the femur going in to varus deformity to 
accomplish bone-to-bone contact and, as a 
result, erosion of the superior aspect of 
the femoral head by the nail, which was 
subsequently removed to prevent addi¬ 
tional trauma to this portion of the acetab¬ 
ulum. The nail should not be placed high 
in the femoral head because, should 
erosion of the bone occur and intra- 
acetabular protrusion of the nail result, it 


Table 4 .—Analysis of Z50 InUrirochantcric Fractures 

Patients Treated Death Within 10 Days Death During 

Surgically of Operation Hospital Stay 

139 B7o 10.07% 

Mortality Rates Compared scitk Other Series Reported in the Literature 


Mortality (5t») 

Conservative Operative 

No. of Cases Treatment Treatment 

Siler and Caldwell.(1940) 103 30.1 

Cleveland et al.(1947) 38 34 

Murray and Frew..(1949) 100 10 

Evans.(1949) 101 16 

Cleveland et al.(1947) 96 12.6 

O’Brien .-.(1946) 103 21.4 

Araonsson .(1947) 30 10 

Evans.....^-(1940) 110 10.9 

' Average or Mean Mortality Rate 
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will violate the superior weight-bearing 
portion of the acetabulum. 

Mechanical failure of the fixative appa¬ 
ratus may permit varus, either from bend¬ 
ing (Fig. 5) or breakage (Fig. 6) of the 
blade. The stress necessary to cause bend¬ 
ing however, results from failure to sta¬ 
bilize the fracture at the time of reduction 
and fixation. As has been said with regard 
to the “three-fragment” type of fracture, 
stability may be produced, as far as varus 
is concerned, but not with regard to me¬ 
dial shift of the distal fragment (Figs. 7 
and 8). Intra-acetabular protrusion in 
the medial portion, however, is not a seri¬ 
ous complication. 

Surgical Technic .—No unusual surgical 
procedures were used. If one wishes to 
accomplish, routinely, a stable reduction 
and adequate fixation, biplane roentgeno¬ 
grams and guide wire control are essen¬ 
tial. In general, the procedure is completed 
in less than one hour, with additional sav¬ 
ing of time if a Polaroid roentgen appara¬ 
tus is available. Prior to the preparation 


and draping of the patient, preliminary 
traction is applied with the leg in a posi¬ 
tion of 15 degrees of external rotation, and 
reduction roentgenograms are taken. 
These give some indication as to whether 
adequate traction has been applied and 
also as to whether a valgus position or 
alteration in rotation is needed to produce 
stability. The latter, however, is more 
easily determined after the lateral cortex 
has been exposed. Some patients, who 
have considerable soft tissue injury in ad¬ 
dition to the fracture, may require only a 
very mild degree of traction, or may even 
have considerable distraction with a mild 
degree of traction (Fig. 9); or, if it has 
been several days since the injury, moder¬ 
ate or even strong traction may be neces¬ 
sary for reduction (Fig. 10). The last- 
mentioned fact also demonstrates the 
rather marked external rotation of the 
distal fragment that may be necessary to 
accomplish adequate reduction. After the 
hip has been pinned and the blade at¬ 
tached to the lateral femoi'al cortex, if it 
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Fig 6.— A, original fracture. D, original fixation. 
C, residual varus with breaking of blade. 


is stable, impaction to achieve bone-to- 
bone contact, so as to increase the stability, 
is an essential part of the surgical technic 
if rapid healing and continued stability 
are to be accomplished. The impaction is 
carried to the point at which cortical bone- 
to-bone contact is obtained. This also less¬ 
ens the space over which bone must bridge 
in order to heal. No external fixation is 
used. 


From the review of this series of frac¬ 
tures and from a correlation of the results 
of the type of fracture, it is considered 
that the results of treatment of intertro¬ 
chanteric fractures, particularly of the 
unstable type, are closely related to the 
exactness of the surgical technic at the 
time of fixation. Patients whose fractures 
are stabilized at operation have little pain 
after fixation, while those in whom corti¬ 
cal bone-to-bone contact is not obtained, 


and resulting varus occurs, have moderate 
postoperative pain. While one should not 
overemphasize exact surgical technic in 
the fixation of intertrochanteric fractures, 
the extra effort involved seems to be well 
worth it. 
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Pig;. 9.— A, original fracture. B, film demonstrating marked distraction and external rotation of 
proximal fragment. C, final reduction. B, five-month follow-up. 


de “mau risco.” Com tecnica cirurgica 
cuidadosa e novos iiistrumentos para fixa- 
gHo interna, as complica§6es devem ser 
raras, emhora a deformidade em varus 
possa ser esperada em alguns casos de fra- 
tura intertrocanterica cominutiva, que nao 
liodem ser estabilizadas cirurgicamente. 


ZUSAMMENFASSUNG 

Unter je sieben Kranken mit einer in- 
tertrochantaren Oberschenkelfraktur leb- 
en etwa sechs lange genug, um den 
Bruch fest geniigent ausheilen zu lassen, 
so dass eine Gewichtsbelastung statthaft 
ist. Wenn auch die innere Fixierung 
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Fig. 10.— A, fracture two weeks old. D, film showing marked external rotation. C, two-month fol¬ 
low-up. D, six-month follow-up. 
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keine vollig harmlose Methods darstellt, 
SO wird doch ihre fortgesetzte Anwendung 
auch bei sogenannten “ungiinstigen Fall¬ 
en” durch die SterblichkeitszifFer gerecht- 
fertigt. Bei sorgfaltiger chirurgischei* 
Technik und bei Anwendung moderner 


Vorrichtungen zur chirurgischen Fixier- 
ung sollten Komplikationen nur ausnahms- 
weise vorkominen; eine Varusdeformier- 
ung wird man allerdings in manchen 
Fallen von intertrochantaren Splitter- 
briichen, die chirurgisch nicht stabilisiert 
werden konnen, erwarten miissen. 


The forests of America, however slighted hy man, must have been a 
to God; for the)’' were tlie best He ever planted. 


great delight 
—Mair 


At the gates of the forest, the surprised man of tlie world is forced to leave his 
city estimates of great and small, wise and foolish. The knapsack of custom falls off 
his back. 

■—Emerson 


Field and hill and lift and gulch and hollow, mountain and plain and river, 
a wilderness with fallen trees across it, a thicket of bedded brown and twisted under- 
growtli, a plain, a desert, and a plantation, a mighty landscape with no fenced nice¬ 
ness, an immensit)’' of fold and convolution that can never be I'emembered, that can 
never be forgotten, that has never been described—weary with harvest, potent with 
every fruit and ore, the immeasurable richness embrowned with autumn, rank, crude, 
unharnessed, careless of scars or beauty, everlasting and magnificent, a cry, a space, 
an ecstasy!—American earth in old October. 

—Wolfe 

When thou seest an eagle, thou seest a portion of Genius; lift up thy head! 

—Blake 


214 



Slipped Femoral Capital Epiphysis: 
Operation and Results 

PHILIP WILLNER, M.D. 

NEWARK, NEW JERSEY 


T his article is a study of 4 patients 
with displaced femoral epiphysis, 
with 6 hips were involved. Internal 
fixation was used in all 4 patients, and 5 
hips were nailed. 

Although the group is small, each pa¬ 
tient has been followed up for two years, 
and detailed analysis is made of each 
introducing many salient facts in a rela¬ 
tively controversial problem. Although a 
single pathologic condition is discussed, 
each patient showed different symptoms, 
and there was marked variation in the de¬ 
gree and in the rapidity of slipping. 

Case 1.—A 12-year-old boy who came to 
my office with his parents in September 1952. 
Two months earlier he had picked up a heavy 
garbage can and doubled up with pain in the 
right groin. He was referred to a general 
surgeon, who diagnosed slight inguinal hernia 
and advised a truss. The pain continued, 
though with less severity. Approximately five 
weeks after this occurrence, the boy’s mother 
noticed a slight limp and sought the advice of 
an orthopedic surgeon. Physical examination 
revealed a slight hip limp, tenderness over the 
hip capsule and restriction of 10 degrees in 
flexion and internal rotation. All other motions 
of the hip were normal. 

The boy was hospitalized, with a diagnosis 
of slipped capital epiphysis, and was placed in 
traction. Roentgenograms taken at that time 
showed: (a) widening and irregularity of the 
epiphysial plate; (b) sharply outlined meta¬ 
physial border of head; (c) decalcification at 
the epiphysial side, and Cd) questionable mild 
slipping. The roentgenograms were reported 
as "negative,” and conference with the 
roentgenologist failed to convince him that the 
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condition should be considered pathologic 
(Fig. lA). 

The patient remained in traction for ten 
days. Crutches were obtained, and he was ad¬ 
vised against weight bearing on the affected 
extremity. On the morning of his discharge, 
while awaiting the hospital elevator, the boy 
fell from his wheel chair to the floor with the 
leg in extreme external rotation. He was un¬ 
able to get up and was in excruciating pain, 
roentgenograms now revealed a severely dis¬ 
placed femoral head (Fig. IB). 

He was placed in traction again for two 
days, and the displacement scheduled for 
closed reduction under anesthesia, plus inter¬ 
nal fixation. After three attempts at reduc¬ 
tion by gentle manipulation without success 
(each manipulation consisting of traction, ab¬ 
duction, and internal rotation), the operating 
surgeon was uneasy lest forceful manipulation 
result in aseptic necrosis, and an open reduc¬ 
tion was performed. A Smith-Peterson inci¬ 
sion was made down to the capsule, which was 
opened transversely at the anterior rim of the 
acetabulum. The femoral head was lifted 
upon the neck with a small osteotome and 
transfixed with three Ransohoff pins. The boy 
was placed in a unilateral spica cast and re¬ 
mained in it for three months. After six 
months, weight bearing was permitted. The 
pins were removed after two years. Roentgeno¬ 
grams showed excellent position and union of 
the epiphysis (Fig. 2). 

Summary of Case 1 .—The salient fac¬ 
tors in this case are as follows: 1. Early 
recognition even before displacement i.s 
highly important, as the slipping may 
later be extensive and sudden. 2. Fixation 
of the epiphysis in an early phase would 
have resulted in an easier operative pro¬ 
cedure and eliminated the hazards of a 
more difficult one. 3. Prevention of fur¬ 
ther slipping cannot be insured by bed 
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Fig. 1 (Case 1).—Roentgenograms of l_2-year-old boy. A, film taken on admission to hospital (see 
text). B, film taken after ten days in traction, x’evealing a severely displaced femoral head. 


rest, crutches or a brace in patients of an 
age group prone to carelessness. 4. A 
somewhat prolonged period of immobiliza¬ 
tion, as suggested by Bagley,^ appears 
oreferable to a short period, as suggested 
bj’’ Klein.- 

Case 2.—An obese lO-yeai'-old boy came 
into my office in January 1953. One week 
eai'lier he had fallen on his left knee. Heat 
was applied to the knee by his family phy¬ 
sician, roentgenograms of the knee revealed 
no abnormality. The child continued to limp and 
was referred to my office. Physical examina¬ 
tion revealed a marked limp and loss of 20 
degrees of internal rotation; there was flexion 
to 90 degrees and then the leg went into ex¬ 
ternal rotation. Roentgenograms revealed a 
slipped capital epiphysis, and operation was 
advised (Fig. 3.4). Internal fixation was per¬ 
formed, with three Ransohoff pins and no re¬ 
duction. The boy was discharged with 
crutches, and complete weight bearing fol¬ 
lowed in two months. The end result ap- 
peai'ed excellent (Fig. 3B). 

In March 1954 a follow-up visit was made, 
and the roentgenograms appeared satisfactory. 


No complaint of signs referable to the op¬ 
posite right hip was made. In August 1954, 
the boy was brought back to my office by his 
parents, who stated that they were not satis¬ 
fied with the operation, because the child had 
stai'ted to limp toward the end of April and 
had continued to limp since that time. The 



Fig. 2 (Case 1).—Postoperative film showing ex¬ 
cellent position and union of the epiphysis. Weight 
bearing was permitted after six months, and the 
pins were removed after two years. 
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degree of limp varied on occasion, but gener¬ 
ally became more severe. Examination re¬ 
vealed that there was now a slipped capital 
epiphysis on the opposite side—the right hip. 
Operation was advised, but the patient was 
seen by a family physician, who suggested a 
prolonged period of bed rest. 

Summary of Case 2 .—The salient fac¬ 
tors in this case were as follows: 1. The 
slipping became bilateral, but the parents 
failed to realize that the limp was in the 
opposite hip, and therefore reexamination 
was delayed for months. 2. The boy re¬ 
mained active, yet a very slow type of 
slipping occurred and the form was grad¬ 
ual. 3. I have among my roentgenograms 
only an anterior-posterior view of the 
right hip, taken one month prior to the 
onset of symptoms on the right side. It is 
interesting to note that inflammatory 
changes can be observed in the epiphysial 
disc prior to the onset of symptoms. 

Case 3.—A 13-year‘Old boy was seen by me 
in June 1952. A year earlier he had com¬ 
plained of a tired feeling in the left leg. This 
continued for approximately three months, 
when complaint was made of persistent pain 
in the left knee. A roentgenogram of the left 
knee was taken and a diagnosis was made of 
Osgood-Schlatter’s disease (Fig. 4A). The 
boy was excused from gymnasium and wore 
an ace bandage. Three months prior to seek¬ 


ing orthopedic advice he began to limp, and 
the limp continued. 

Physical examination showed restriction of 
motion, external rotation deformity of the left 
hip, restriction of flexion and internal rotation 
and a difference in leg length of minus inch 
in comparison to the unaffected right leg. The 
boy was admitted to the hospital; the epiphy¬ 
sis was transfixed with three Ransohoff pins, 
and unassisted weight bearing resulted after 
two months (Fig. 4R). 

Summary of Case 3 .—This patient had 
symptoms for almost a year. The slipping 
was gradual and probably occurred sev¬ 
eral times in succession; at first with a 
“tired feeling,” and three months there¬ 
after with a definite limp. The displace¬ 
ment exceeded 1.5 cm., and Klein- would 
probably have advised arthrotomy and 
osteotomy at the epiphysial plate before 
nailing. However, the displacement is far 
less than one-third the diameter of the 
epiphysis, which is accepted as a satisfac¬ 
tory position by Bagley.^ In my opinion, 
after approximately one year, skeletal 
traction prior to internal fixation would 
not change the position of the epiphysis in 
relation to the femoral neck. The same 
end result might have been accomplished 
by nature in this case; the value of inter¬ 
nal fixation, however, lay primarily in the 




JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


AUGUST, 1955 



Fig. 4 (Case 3).—Eoentgenograms of a boy aged 13. A, roentgenogram leading to diagnosis of 
Osgood-Schlatter’s disease. B, postoperative roentgenogram. Unassisted weight bearing was possible 

after two months. 

fact that it decreased the possibility of came to my office with the following history: 
/ further slipping. Approximately three weeks earlier he had 

been struck by a baseball on the inner side of 
Case 4. — In July 1952, a 12-year-old boy the right knee. Pain in the knee continued. 



Fig. 5 (Case 4).—A, Eoentgenograms of a boy 12 years old, who underwent bilateral hip pinning 
operations. A, film showing widening and irregularity of epiphysial plate, associated with sclerotic 

changes. B, hip pinning operation (see text). 
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Physical examination revealed a decrease of 
internal rotation equal to that observed in per¬ 
sons with flat feet and tight external rotators 
of the hip with 15 degrees of genu valgus and 
a heavy callus formation the inner aspect of 
both great toes. 

Approximately one month later, while walk¬ 
ing in the kitchen and without any history of 
slipping, the child fell to the floor and was un¬ 
able to get up. He was in excruciating pain 
and was immediately admitted to a hospital. 
He was placed in traction; and later anesthe¬ 
tized, and a successful manipulation reduction 
was performed, the femoral head being fixed 
to the neck with threaded pins. The opposite 
hip showed widening and irregularity of the 
epiphysial plate, as well as sclerotic changes, 
and therefore hip pinning was performed on 
this side also (Fig. BA). 

Unassisted weight bearing was permitted 
in two months. Roentgenograms taken at the 
time of writing show that during this two- 
year period both hips have undergone further 
slipping and the boy has a mild limp (Fig. 
55). 

Summary of Case —Successful closed 
reduction was accomplished by traction; 
abduction and internal rotation, by manip¬ 
ulation. The continuance of pain in the 
right knee for over three weeks was prob¬ 
ably due to slipping of the capital femoral 
epiphysis. Internal fixation was used in 
both hips, and some degree of slipping did 
occur bilaterally. In my opinion a longer 
period of abstention from weight bearing 
would have prevented this. 

SUMMARY 

1. Four patients with slipped femoral 
capital epiphysis were treated by reduc¬ 
tion and internal fixation. The end results 
are considered satisfactory. 

2. Threaded pins were used instead of 
nails. There is less likelihood of displace¬ 
ment of the femoral head by distraction 
when the pin leaves the neck and enters 
the epiphysis, and also less likelihood of 
damage to circulation at the hip or the 
joint. ]\Iultiple drillings can also be made 
with wires and lead to more rapid healing. 


3. It is important that no weight bear¬ 
ing be permitted for at least six months; 
internal fixation aids in preventing slip¬ 
ping, but only complete epiphysial closure 
will insure against further slipping. 

4. The risk of considerable slipping in 
patients of a careless age group does not 
favor treatment merely by bed rest, 
crutches or a brace. 

ZUSAMMENFASSUNG 

1. Alle Patienten werden mittels Reduk- 
tion und innerer Fixierung behandelt, und 
der Verfasser halt die Endergebnisse fur 
sehr befriedigend. 

2. Statt eines Nagels werden gewundene 
Stifte verwendet. Dadurch verringert sich 
die Mdglichkeit einer Verschiebung des 
Kopfes durch Auseinanderziehung, wenn 
der Stift den Hals verlasst und in die Epi- 
physe eintritt, und auch die Gefahr einer 
Kreislaufschadigung an der Hiifte Oder 
am Gelenk wird herabgesetzt. Mittels der 
Drahte lassen sich ferner mehrfache Boh- 
rungen ausfuhren, die eine raschere Hei- 
lung zur Folge haben. 

3. Es ist wichtig, keine Gewichtsbelas- 
tung vor Ablauf von wenigstens sechs 
Monaten zu gestatten, da die interne Fix¬ 
ierung zwar zur Verhiitung des Abgleitens 
der Epiphyse beitriigt, ein sicherer Schutz 
davor aber nur durch den volligen Epiphj"- 
senverschluss gewahrleistet wird. 

4. Die Gefahr eines erheblichen Abglei¬ 
tens liegt bei Kranken in einer zur Unvor- 
sichtigkeit neigenden Altersgruppe auf 
der Hand und triigt nicht dazu bei, die 
Behandlung mit einfachter Bettruhe, 
Krucken oder Schienen zu empfchlen. 

RESUMEN 

1. Todos los pacientes fueron tratados 
por reduccion y fijacidn interna; los resul- 
tados fueron considerados por cl autor 
como muy satisfactorios. ^ 
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2. Se utilizan alfileres en vez de clavos. 
Existe menor posibilidad de despla ami- 
ento de la cabeza por distraccion cuando 
el alfiler abandona el cuello y entra en la 
epifisis, tambien hay menor lesion a la 
circulacion en la articulacion. Se pueden 
hacer tambien multiples perforaciones por 
alambres para favorecer una cicatribacion 
rapida. 

3. Es importante no prmitir ningun 
levantamiento de peso por lo menos du¬ 
rante seis meses con el objeto de evitar la 
dislocacion de la fijacion interna; sin em¬ 
bargo, unicamente la consolidacion com- 
pleta puede evitar en forma definitiva la 
dislocacion. 

4. En uno grupo de edad sin cuidados, 
el riesgo considerable de dislocacion no se 
trata favorablemente por el descanso ni 
soportes. 

SUMARIO 

1. Todos os pacientes foram tratados 
por redu^ao e fixa§ao interna, sendo o re- 
sultado final consideradocomo satisfatorio. 

2. Sao usados parafusos em lugar de 
pregos. Ha menor prohabilidade de deslo- 
camento da cabeza quando o parafuso deixa 
0 colo e penetra na epifise. 

3. E importante que nao haja a^ao do 
peso, pelo menos durante 6 meses, pois 
embora a fixaqao interna auxilie a evitar o 
deslisamento, unicamente o fechamento 
epifisal complete garante definitivamente 
contra o deslisamento. 

4. 0 risco de deslisamento consideravel, 
numa idade sem cuidados, indica nao ser 
favoravel o tratamento meramente por 
repouso na cama ou muletas. 

RIASSUNTO 

1. Tutti i pazienti sono stati trattati 
mediante riduzione e fissazione interna, 
con risultati veramente buoni. 

2. In luogo di chiodi sono stati usati 
aghi: vi e. in tal modo, minor probabilita 


di spostamento della testa del femore 
quando I’ago lascia il collo per entrare 
nell’epifisi e minor probabilita di produrre 
lesioni circolatorie all’arto o aH’articola- 
zione. La guarigione e piu rapida. 

3. Per almeno sei mesi non si deve con- 
sentire il carico, poiche la fissazione in¬ 
terna previene lo scivolamento ma solo la 
saldatura completa dell’epifisi lo impedisce 
definitivamente. 

4. Il rischio di scivolamento, sopratutto 
nei pazienti che non hanno riguardi, non 
consente di limitare il trattamento sem- 
plicemente al riposo a letto o all’uso di 
grucce 0 bretelle. 

RESUME 

1. Touts les malades ont ete traites par 
reduction et fixation interne. L’auteur 
considere les resultats tres satisfaisants. 

2. Au lieu de clous il s’est sei'vi de bou- 
lons a pas de vis. Il y a moins de danger 
de deplacement de la tete du femur, quand 
le boulon quitte le collum et entre dans 
I’epiphyse et moine de danger pour la cir¬ 
culation de la hanche ou de I’articulation. 
En se servamt des fils de fer on pent per- 
forer multiples trous et par cela la gueri- 
son pourrait etre plus rapide. 

3. Il est important de ne pas permet- 
tre de charger la jambe au moins pendant 
6 mois, puisque la fixation interne aide a 
empecher une dislocation, mais seulement 
la fermeture complete de I’epiphyse peut 
empecher definitivement un glissement 
futur. 

4. Le risque d’un glissement consider¬ 
able dans un groupe d’age negligeant ne 
fait pas paraitre un traitement par repos, 
bequilles au gouttieres preferable. 
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Streptomycin and Isonicotinic Acid Hydrazines 
in the Treatment of 

Tuberculosis of the Female Genital Tract 

HARRY SERED. M.D.. D.A.B., F.I.C.S., BRUCE P. ZUMMO, M.D. 

AND FREDRICK H. FALLS, M.D. 

CHtCAGO, ILLINOIS 


P RIOR to the discovery of modern 
chemotherapeutic agents, the use of 
drugs effective in the treatment of 
tuberculosis of the female genital tract 
has heen disheartening. Impetus in the 
microbial therapy of this chronic disease 
was provided by the demonstrated partial 
success of sulfones in the treatment of 
laboratory animals afflicted with tubercu¬ 
losis. Since then, the usefulness of strep¬ 
tomycin and of dihydrostreptomycin, with 
or without para-aminosalicylic acid, and 
the remarkable results obtained, have been 
alluded to in previous publications.* 

It has long been obvious that the most 
important single factor that had limited 
the effectiveness of antituberculosis drugs 
is the unusual tendency of the tubercle 
bacillus to develop resistance to a drug 
during prolonged therapy. Thus, use is 
limited not only in the time interval dur¬ 
ing which a drug may be given prior to 
surgery, whenever such procedures are 
necessary, but the presence of resistant 
organisms also prevents the effective re¬ 
treatment should relapses or recurrences 
take place. 

The value of combined therapy, e.g., 
penicillin and sulfa, had been amply dem¬ 
onstrated in the case of nontuberculous 
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infections as early as 1948. In February 
1949, Karlson and his co-workers reported 
that a similar approach could be applied 
to the therapy of tuberculosis.^ Thus the 
combination of streptomycin and para- 
ami n o s a 1 i c y 1 i c acid came into vogue. 
Smaller doses of each drug given over a 
longer period yielded more satisfactory 
results. Side reactions, resistance and re¬ 
currences were less often encountered; 
indeed, fewer patients required surgical 
treatment. There were many, however, 
who could not tolerate para-aminosalicylic 
acid by any route, as there are others in 
whom similar reactions to streptomycin 
developed. A new drug had to be found; 
if possible, one to which resistance and 
side reactions are unusual or nonexistent. 
The latest drug to be presented in this con¬ 
tinual search are the isonicotinic acid 
hydrazines, namely isoniazid and its iso¬ 
propyl derivative iproniazid. The latter 
proved to be exceedingly toxic and there¬ 
fore not clinically suitable. 

Isoniazid: Origin and Pharmacologic 
Nature .—Isoniazid was first synthesized 
in Germany over forty years ago, by two 
chemists who saw no use for it.“ It was 
reintroduced into the United States in 
1952. Isoniazid is commercially available 
as almost colorless needle-shaped crystals 
that are highly soluble in water. The dry 
powders are stable. The" drug is rapidly-- 
absorbed from the g- 'nt - I tra' 
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it is widelj"- distributed in the body fluids, 
including the cerebrospinal fluid, and its 
excretion in the urine is usually completed 
within twenty-four hours after a single 
dose.'* Not more than 5 to 10 per cent is 
present in the feces. Peak levels of 1.3 to 
3.4 micrograms per milliliter occur in one 
to six hours after administration of 3 mg. 
per kilogram of body weight. 

Isoniazid is the most effective oral com¬ 
pound for use in treating tuberculosis. 
Steecken and Wolinsky reported that it 
has “tuberculostatic and tuberculocidal 
action in vitro” (Rev. Tuberc. 65:365 
1952). Although it is a potent antituber¬ 
culous agent, it seems to have no chemo¬ 
therapeutic action on other pathogenic 
organisms.'^ 

Dosage, Duration and Complicatwis .— 
Isoniazid is available as tablets, capsules 
or a palatable syrup. The therapeutic dose 
usually recommended is 3 to 5 mg. per 
kilogram of body weight, divided into 
three doses per day. Higher concentra¬ 
tions are recommended for children. Pa¬ 
tients with impaired renal function should 
be given smaller doses, since the blood 
concentration may otherwise become 
higher than desired. 

The duration of treatment with isonia¬ 
zid has been a topic of much consideration. 
Many investigators now express the opin¬ 
ion that the drug should not be given 
alone, because of the alleged rapidity with 
which resistance develops. 

Side effects and complications that have 
been attributed to isoniazid when it is 
given over prolonged periods or in exces¬ 
sive amounts are as follows: drowsiness, 
increase of deep reflexes, tremors, diffi¬ 
culty in initiating micturition, flushing of 
the face, skin disorders, nervous reactions, 
transient loss of memory"'- and confusional 
psychosis. Further publications indicate 
that agi-anulocytosis, rise of temperature" 
and hematuria' have also been encoun¬ 


tered. These complications usually subside 
with the cessation of medication or a re¬ 
duction in the dose. In one instance cere¬ 
bral impairment did not improve on the 
cessation of therapy (Hunter, R. A., Lan¬ 
cet 2:960, 1952). Adrenogenic drugs, 
ephedrine, belladonna, atropine and cer¬ 
tain hypnotic drugs (meperidine) may 
aggravate side reactions. The drug as a 
sole agent of therapy is contraindicated 
for epileptic patients because of the stim¬ 
ulation to the nervous system. 

Combined Streptomycin and Isoniazid 
Therapy. — Simultaneous therapy with 
streptomycin and isoniazid accelerates the 
death rate of both intracellular and extra¬ 
cellular tubercule bacilli. Bacterial cells 
potentially resistant to other drugs are 
killed by subinhibitory doses of the com¬ 
bined bactericidal agents (Mechaness, G. 
B., and Dunn, W.: Am. Rev. Tuberc. 67: 
322-340, 1953). 

Clinically, our experience and that of 
others definitely supports the opinion that 
the emergence of bacterial resistance is 
markedly delayed by the administration of 
intermittent streptomycin concomitantly 
with isoniazid. Accordingly, the duration 
of therapy is prolonged to many months 
instead of a few weeks. 

As in our previous efforts, the chief ob¬ 
jective of this series was to give both 
drugs for as long a period as possible, in 
an attempt to augment the patient’s own 
power of recovery and thereby avoid op¬ 
eration. Whenever surgical intervention 
became necessary, combined therapy was 
continued for at least three weeks after 
the operation. The 18 patients in the 
present group were given both drugs pre- 
operatively for an average period of three 
and one-half to four months. Those who 
responded favorably to medical therapy 
were not subjected to operation. 

Clinical Results. —1. Our first 3 patients 
mere given isoniazid as the sole form of 
therapy. Three hundred mg. per day was 
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decided upon as a standard dose for all 
patients, regardless of height and weight. 
The duration of therapy averaged twelve 
weeks. Surgically, a diffuse hyperplastic 
adhesive type of genital tuberculosis was 
observed in all 3 patients. Although the 
patients had given all the outward signs 
of clinical improvement from the use of 
isoniazid, surgically the adhesions were 
still present and rather dense, and the 
lines of cleavage were not readily dis¬ 
cernible. After three such experiences it 
was decided to combine streptomycin and 
isoniazid for subsequent patients. 

2. The next 11 patients were given SOO 
mg. of isoniazid per day and 1 Gm. of 
streptomycin twice a week. The subjec¬ 
tive and objective nonsurgical benefits 
continued to prevail. Briefly these in¬ 
cluded enhanced appetite, gain in weight, 
improved intestinal function, leveling off 
of temperature, vanishing of fluid waves, 
subsidence of postprandial pain, a tend¬ 
ency toward the correction of menstrual 
dysfunction, alleviation of weakness and 
fatigue and disappearance of chills. Those 
patients who had been operated on, how¬ 
ever, still did not present a picture of reso¬ 
lute improvement. In some of them the 
adhesions remained dense, lines of cleav¬ 
age failed to materialize, and ascitic fluid 
could be aspirated up to 200 or 200 cc. 
This was in excess of what we noted with 
the use of daily streptomycin and para- 
aminosalicylic acid. 

3. In the 4 subsequent cases the patients 
have been treated with our currently ac¬ 
cepted regimen of 1 Gm. of streptomycin 
three times per week and SOO mg. of iso¬ 
niazid divided into three daily doses of 
100 mg. each. The results have been most 
gratifying, and no complications have 
been encountered up to the time of writ¬ 
ing. 

Five of the 18 patients came to the 
operation with a mistaken preoperative 


diagnosis. Once the diagnosis of tubercu¬ 
losis became apparent, a biopsy specimen 
was taken and the abdomen was promptly 
closed. The erroneous diagnoses were: 
(a) uterine fibromyomas with chronic 
PID (2 patients), (b) probable carcinoma 
of the ovary (1 patient) and (c) chronic 
PID with tubo-ovarian abscess (2 pa¬ 
tients) . Two of these 5 patients responded 
so well to combined streptomycin and iso¬ 
niazid therapy that further surgical inter¬ 
vention was not deemed necessary. At the 
time of writing there has been no evidence 
of recurrence. The other 3 patients were 
reoperated on because of residual thicken¬ 
ings, infiltrations and masses, two, four 
and five months respectively after the 
initial operation. In each instance the 
second operation was performed because 
the patient had apparently attained the 
point of maximum benefit from combined 
streptomycin and isoniazid therapy. Total 
hysterectomy with bilateral salpingo- 
oophorectomy was performed on 2 and 
subtotal hysterectomy with bilateral sal- 
pingo-oophorectomy on 1. Further post¬ 
operative medical therapy was continued 
for three weeks. 

One patient was given streptomycin 
isoniazid only postoperatively, for six 
weeks. This patient was operated upon for 
fibromas of the uterus. Tuberculosis was 
discovered microscopically in the oviducts. 

One patient, with far advanced genital 
tuberculosis, treated medically and sur¬ 
gically, represents the only death in this 
series; 

A 34-year-old woman, gravida 4; para 1, en¬ 
tered the Cook County Hospital complaining 
of amenorrhea for one year, po.stprandial pain 
for nine months, pain in the back and abdomen 
for three months and progressive loss of 
weight. Endometrial biopsy showed tubercu¬ 
losis. The pulse rate w.ns 100, the temperature 
98.C F.; the blood pressure in millimeters of 
mercury was 90 systolic and 60 diastolic. The 
abdomen was moderately distended and ten¬ 
der, with some diffuse inv^* ■ tar>' rigf'V 
Bimanual examination oas ’ 


223 



JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


AUGUST. 1955 


tus and a moderate amount of mucopurulent 
discharge. The vault was deep and distensible. 
The cervix was posterior, firm and slightly 
tender on motion; the corpus uteri was within 
normal limits but was incorporated into poorly 
outlined adnexae surrounded by soft adhesions. 
Urine and vaginal cultures gave negative re¬ 
sults for tuberculosis. Gastrointestinal and 
thoracic roentgenograms were not noteworthy. 
The leukocyte count was 6,200 per cubic milli¬ 
meter of blood; the erythrocyte count, 3,200,- 
000, and the value for hemoglobin, 57 per cent. 

Streptomycin and para-aminosalicylic acid 
therapy was begun, and the patient immedi¬ 
ately improved. Three months later she had 
continued to do well, but the abdomen was still 
distended to palpation; some postprandial pain 
persisted, and nausea set in, due to the para- 
aminosalic.vlic acid. Isoniazid was then sub¬ 
stituted, 300 mg. daily, given by mouth. Two 
months later the isoniazid was increased to 
GOO mg. per day because of the abdominal 
distention and the thickened and tender ad¬ 
nexae. Two weeks later the impression was 
that the patient was actually growing worse. 
It was thought that e.xtirpation of the genitalia 
might help her to recover. Accordingly, a total 
hysterectomy and a bilateral salpingo-oopho- 
rectomy were done. The patient rallied for 
several weeks, then started a downhill course 
and died three months after the operation. 

In our opinion this patient was one of 
those unfortunate persons whose inherent 
power of recovery is extremely poor. Fur¬ 
thermore. the tubercule bacilli seemed to 
have become resistant to all forms of 
available therapy, so that the disease proc¬ 
ess was not able to heal for any consider¬ 
able time. The combination of poor re- 
cuperability and unusual virulence of the 
acid-fast organisms was too much for the 
patient to surmount. This is our third 
such experience in six years of studying 
genital tuberculosis. 

An important clinical observation in 
this series of IS patients is that 4 of them 
had been pregnant for a short time prior 
to the onset of their symptoms. One of 
them, three months after delivery, had 
undergone laparotomy for a possible car¬ 
cinoma of the ovary. The clinical course 
of the disease justified that possibility. 


Another began to have fever, abdominal 
distention, abdominal pain, and more pro¬ 
fuse lochia three days after delivery. She 
was treated with penicillin and ergotrate 
for probable neisserian puerperal pelvic 
cellulitis. Though she responded favorably 
to this regime, she returned one month 
later with the same complaints and post¬ 
prandial pain. On this occasion genital 
tuberculosis was discovered and medical 
therapy was promptly initiated. In the 
other 2 patients the condition was discov¬ 
ered two and five months, respectivel}% 
post partum. We reiterate, then, that ab¬ 
dominal distention, with or without 
ascites, appearing within a few months, 
weeks or days after delivery, necessarily 
calls to mind the possibility of tuberculo¬ 
sis.^'* 

Another important clinical observation 
in 3 (16.6 per cent) of this series of 18 
patients was the presence of tuberculosis 
of the cervix. In each case the patient’s 
condition had been diagnosed, prior to 
biopsy, as probable carcinoma of the cer¬ 
vix. After four months of combined ther¬ 
apy, 2 responded favorably enough not to 
require surgical intervention. The third 
patient was subjected to total hysterec¬ 
tomy and bilateral salpingo-oophorectomy 
because of persistent adnexal masses. 

COMMENT 

Thus far, no attempt has been made to 
treat genital tuberculosis with the triple 
combination of streptomycin, para-amino¬ 
salicylic acid and isoniazid. We are not in 
accordance with the principle of using our 
entire armamentarium at one time. First, 
there is no evidence that such a procedure 
enhances the patient’s recuperability. 
Second, the use of all currently known 
effective agents, as a bold heroic effort, 
may leave the patient with no further de¬ 
fense should resistance by the tubercle 
bacillus develop, as occurred in our 1 pa- 
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tient who died. Third, if side reactions 
appear, the physician is faced with the 
problem of discovering which drug or 
drugs has been responsible and thereby 
of interfering with therapy. The combi¬ 
nation of all three antituberculous drugs 
is perhaps justified only for the fulminat¬ 
ing types of tuberculosis. Our experience 
with these patients indicates that they will 
die anyway; once they begin to go down¬ 
hill, especially if the organisms are re¬ 
sistant to drug therapy, the course is dis¬ 
tressingly and hopelessly progressive, 
ending in death. 

Of the various drugs with antitubercu¬ 
lous properties, the combination of strep¬ 
tomycin and isoniazid offers the most 
nearly ideal therapeutic results available 
at present. In our opinion, streptomj’cin 
is the drug of choice, with isoniazid a 
close second. Isoniasid is, without a doubt, 
the most effective single oral preparation. 
The side reactions and toxicity associated 
with para-aminosalicylic acid have now 
relegated the drug to the third position. 
Its chief value lies in its availability as 
another weapon should the patient become 
sensitive to streptomycin or isoniazid or 
should drug-fastness occur, Amithiozone 
(tibione) is too toxic to warrant its fur¬ 
ther use. This is likewise true of ipronia¬ 
zid and viomycin, though the latter may 
he used as a last resort for patients who 
show resistance to streptomycin and iso¬ 
niazid and who reveal toxic manifestations 
due to para-aminosalicylic acid. 

SUMMARY AND CONCLUSIONS 

1. Eighteen consecutive cases of genital 
tuberculosis treated with streptomycin 
and isoniazid are discussed. 

2. The average dose of streptomycin 
now preferred is 1 Gm. three times a week, 
given intramuscularly. The dose of iso¬ 
niazid is 300 mg. per day, divided into 
three doses of 100 mg. each. Less than 300 
mg. of isoniazid per day will definitely re¬ 


duce its effectiveness. More than 300 mg. 
per day will encourage the onset of side 
reactions and thereby reduce the period of 
maximum effective therap}’. 

3. In this series, the duration of com¬ 
bined drug therapy was from three and 
one-half to four months. Patients who had 
been given the drugs prior to operation 
were given a postoperative therapeutic 
follow-up for three weeks. Those on whom 
extirpational operations had been per¬ 
formed and in whom tuberculosis was ob¬ 
served microscopically and coincidentally 
were treated for six weeks with combined 
therapy. 

4. As has been mentioned in their re¬ 
ports of previous experiences, the authors’ 
objective has been to give both drugs as 
long as possible in an effort to avoid oper¬ 
ation. Despite the addition of a new drug 
(isoniazid), it has again been found that 
advanced forms of genital tuberculosis 
still necessitate extirpational procedures. 

5. Since the authors began the use of 
isoniazid, no recurrences have been en¬ 
countered. One patient with a severe, far 
advanced type of genital miliary tubercu¬ 
losis responded to the initial phase of 
therapy but later relapsed and finally died. 

6. Four of the 18 patients had been re¬ 
cently pregnant. Abdominal distention, 
with or without ascites, appearing shortly 
after an abortion or a delivery, should 
strongly suggest genital tuberculosis. 

7. Three of the 18 patients had tuber¬ 
culosis of the cervix. 

8. Isoniazid is the most effective oral 
agent now available in the treatment of 
genital tuberculosis. It should not be used 
alone but in combination, preferably with 
the streptomycin group. 

aSsuMfi 

1, 18 cas successifs de tuberculo.se gdni- 
tale traites par la streptom.vcine et TINH 
(Isonicotinic Acid Hydrazine) sent pre- 
sentes. 
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2. La dose moyenne de streptomycine 
actuellement preferee est de 1 g trois fois 
par semaine (par voie intramusculaire). 
La dose d’INH est de 300 mg par jour, en 
trois doses de 100 mg chacune. Une dose 
inferieure d’INH favorise les reactions 
secondaires et reduit ainsi la periode d’effi- 
cacite therapeutique maximum. 

3. Le traitement combine a ete pour- 
suivi de trois mois et demi a quatre mois. 
Lorsqu’il avait ete administre avent I’ope- 
ration, il a ete poursuivi durant trois 
mois apres I’operation. Les malades chez 
lesquelles des extirpations chirurgicales 
avaient ete pratiquees et chez lesquelles on 
avait constate une tuberculose micresco- 
pique concomitante, out ete soumise a la 
therapeutique combinee durant six se- 
maines. 

4. Comme ils I’ont indique dans leurs 
rapports precedents, le but des auteurs 
etait d’administrer les deux medicaments 
combines pendant une periode aussi longue 
que possible, afin d’eviter I’operation. Mais 
ils estiment que I’extirpation est toujours 
necessaire dans les cas avances de tuber¬ 
culose genitale. 

5. Les auteurs n’ont observe aucune 
recidive depuis qu’ils utilisent I’INH. Une 
malade atteinte de tuberculose genitale 
miliaire avancee a bien reagi a la phase 
initiale du traitement puis est decedee a 
la suite d’une rechute. 

6. Sur les 18 malades des auteurs, 4 
avait ete recemment encientes. Une disten¬ 
sion abdominale avec ou sans ascite, appa- 
raissant peu du temps apres un avortement 
011 un accouchement, devrait toujours faire 
penser a une tuberculose genitale. 

7. Sur les 18 malades, 3 presentaient 
une tuberculose du col. 

8. L’INH est actuellement le traitement 
par voie buccale le plus efficace en cas de 
tuberculose genitale. II ne devrait pas 
etre utilise seul. mais de preference con- 
bine avec la streptomycine. 


RESUMEN 

1. Se presentan diez y ocho casos con- 
secutivos de tuberculosis genital tratados 
con estreptoEiicina y INH. 

2. La dosis promedio de estreptomicina 
preferida actualmente es de 1 gm. tres 
veces a la semana, por via intramuscular. 
La dosis de INH es de 300 mg. por dia, 
divididos en tres dosis de 100 mg. cada 
una. Menos de 300 mg. por dia facilitaria 
la presentacion de reacciones colaterales 
y reduciria por consiguiente el periodo de 
terapeutica maxima efectiva. 

3. La duracion de la terapia combinada 
fue de tres y medio a cuatro meses. Los 
pacientes a los que se habia administrado 
las drogas preoperatoriamente se les dio 
una terapeutica postoperatoria de tres 
semanas. Aquellos otros en los cuales se 
realizaron operaciones radicales y en los 
cuales se observe tuberculosis microsco- 
pica coincidente, fueron tratados durante 
seis semanas con la terapeutica combinada. 

4. Como ha sido mencionado en neustras 
comunicaciones de experiencias anteriores, 
neustra intencion ha sido la de adminis- 
trar ambas drogas durante los periodos 
mas largos posibles con el fin de evitar la 
operacion. A pesar de disponerse de una 
nueva droga (INH), se ha encontrado 
nuevamente, que las formas avanzadas de 
tuberculosis genital requieren aun proce- 
dimientos radicales. 

5. Desde que se empezo a usar la INH, 
no se ban observado recurrencias. Un pa- 
ciente con una tuberculosis miliar genital 
de tipo avanzado respondio en la fase ini- 
cial de la terapeutica, pero posteriormente 
recayo y finalmente murio. 

6. De los diez y ocho pacientes, cautro 
estuvieron embarazadas recientemente. La 
distencion abdominal, con 6 sin ascitis que 
aparece poco tiempo despues de un aborto 
6 un parto, sugiere tuberculosis genital. 

7. De los diez y ocho pacientes, tres 
tuvieron tuberculosis del cervi.x. 
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8. La INH es el agente mas efectivo por 
via oral, actualmente disponible, para el 
tratamiento de la tuberculosis genital. No 
debe usarse solo, sino en combinacion, 
principalmente con la estreptomicina. 

SUMARIO 

1. So apresentados 18 casos consecu- 
tivos de tuberculose genital, tratados pela 
estreptomicina e hidrazina do acido iso- 
nicotinico, 

2. A dose media de estreptomicina atual- 
mente preferida e de 1 gm, 3 vezes por 
dia, por via intramuscular. A dose deHIN 
e de 300 mg. por dia, divididas em 3 doses 
de 100 mg. cada. Menos de 300 mg. por 
dia facilitara o aparecimento de rea^oes 
colaterais, reduzindo assim o periodo de 
maxima atividade terapeutica, 

3. A duragao do tratamento combinado 
foi de 3,6 a 4 meses. As pacientes que re- 
ceberam as drogas anteriormente a opera- 
55 o, foram submetidas a urn ^‘follow up” 
terapeutico de 3 semanas. Aquelas em 
quern foram feitas opera$6es de extirpa- 
qao, com comprova^ao microscopica de 
tuberculose, foram tratadas durante 6 se¬ 
manas pela terapeutica combinada. 

4. Conforme foi mencionado nos rela- 
torios dos A.A., que objetivo foi adminis- 
trar as drogas durante urn periodo tao 
longo quanto possivel, para evitar a opera- 
5 ao. Apezar da adigao de uma nova droga 
(HIN), foi verificado novamente que as 
formas adiantadas de tuberculose genital 
ainda necessitam de processes cirurgicos 
de extirpagao. 

5. Oesde que os A.A. passaram a usar 
0 HIN nao observaram mais recidivas. 
Uma paciente com tipo grave e adiantado 
de tuberculose miliar genital, respondeu h 
fase inicial do tratamento, mas posterior- 
mente teve recaida e veio a falecer. 

6. Quatro das 18 pacientes tinham es- 
tado gravidas recentemente. A distensao 
abdominal, com ou sem ascite, surgindo 
logo ap6s urn aborto ou parto, sugere for- 


temente a existencia de tuberculose genital. 

7. Tres das dezoito pacientes apresenta- 
vam tuberculose do colo uterino. 

8. HIN constitui o agente oral mais efi- 
caz atualmente existente para o trata¬ 
mento da tuberculose genital. Nao deve 
ser usada isoladamente, mas sim em com- 
bina^ao, preferivelmente com o grupo da 
estreptomicina. 

RIASSUNTO 

1. Vengono presentati 18 casi di tuber- 
colosi genitale curata con streptomicina e 
INH. 

2. La dose media usata, per la strepto¬ 
micina, e di un grammo 3 volte la setti- 
mana, intramuscolo; per I’lNH e di 300 
mgr. al giorno, in 5 volte. Dosi inferior! 
possono determinare la comparsa di rea- 
zioni collateral!. 

3. La cura dura da 3 mesi e mezzo a 4 
mesi. Nei casi operati, e curati prima dell'- 
intervento, la cura venne continuata per 
altre 3 settimane dopo. Quando la cura 
chirurgica fu radicale e le lesioni si dimo- 
stra ono tubercolari agli esami istologici, 
la cura fu continuata per 6 settimane. 

4. Come e stato gia detto in precetlenti 
lavori, lo scopo da raggiun gere con la cura 
medica protratta e quello di evitare per 
quanto possibile Tintervento. Tuttavia, ad 
onta deirimpiego del nuovo farmaco 
(INH) le forme piu gravi di tbc genitale 
richiedono una terapia di exeresi. 

5. Da quando si h cominciato Tuso dell- 
INH non si sono piu avute recidive. Un 
solo paziente, con una forma molto grave 
di tbc miliare genitale, in un primo tempo- 
oebbe giovamento, ma poi si aggi*av6 di 
nuovo e inline morti. 

6. Su 18 donne, 4 hanno avuto gravi- 

danze recenti. Si ricorda cbe una disten- 
sione delVaddome, con o senza ascite, che 
compare a breve distaii’za dopo un aborto 
0 un parto, deve far pensare geni¬ 
tale. ;■ ' ’ 
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7. L’INH e il farmaco piu efficace per 
uso orale che si possa usare in questa ma- 
lattia. Non si deve usarlo da solo, ma in 
combinazione sopratutto con la strepto- 
micina. 

ZUS AM MENFASSUNG 

1. Es wil'd iiber eine Serie von 18 aufei- 
nanderfolgenden Fallen von Tuberkulose 
des weiblichen Geschlechtsapparates, die 
mit Streptomyzin und mit isonikotinsau- 
ren Hydrazinen (INH) behandelt wurden, 
berichtet. 

2. Die zur Zeit bevorzugte Dosis von 
Streptomj^zin betragt 1, Og dreimal woch- 
entlich, intramuskular verabreicht. Die 
Dosis des INH ist SOOmg taglich und wird 
in drei Einzeldosen von lOOmg eingeteilt. 
Eine Tagesdosis von weniger als SOOmg 
tragt zum Entstehen von Nebenerschei- 
nungen bei und verkurzt deshalb die Zeit- 
spanne des maximalen therapeutischen 
EfTekts. 

3. Die Dauer der Kombinationsbehand- 
lung mit den beiden Mitteln betrug von 
einem halben bis zu vier Monaten. Die 
Kranken, die vor der Operation mit den 
Mitteln behandelt worden Avaren, Avurden 
nach der Operation drei Wochen lang Avei- 
terbehandelt. Diejenigen, an denen Resek- 
tionen Amrgenommen AVurden und die 
Tuberkulose erst mikroskopisch und zu- 
fiillig gefunden Avurde, machten eine sech- 
SAVochige Behandlung mit der Kombina- 
tion der beiden Mittel durch. 

4. Wie schon in den Berichten iiber 
friihere Erfahrungen der, Verfasser er- 
Avahnt Avurde, is es ihr Ziel, die medika- 
mentbse Behandlung solange Avie moglich 
durchzufuhren, um einen operativen Ein- 
griff zu A’ermeiden. Es hat sicb aber AA’ie- 
derum gezeigt, dass die Genitaltuberkulose 
trotz des Hinzutretens eines neuen Medi- 
kaments (INH) doch noch chirurgische 
Massnahmen erfordert. 

5. Seit dem Beginn der AiiAvendung des 


INH Avurden keinerlei Riickfalle beobach- 
tet. Eine Patientin mit schAverer vorges- 
chrittener mi liar er Genitaltuberkulose 
sprach im Beginn auf die Behandlung an, 
hatte aber im spateren Verlauf einen 
Riickfall und starb. 

6. Unter den 18 Patientinnen befanden 
sich vier in einem friihen Stadium der 
SchAA^angerschaft. Das Auftreten eines 
aufgetriebenen Bauches mit oder ohne As- 
zites im Anschluss an einen Abort oder an 
eine Entbindung muss starken Verdacht 
auf eine Genitaltuberkulose ei'Avecken. 

7. Bei drei Amn den 18 Patientinnen lag 
eine Tuberkulose des Gebarmutterhalses 
Amr. 

8. INH ist das Avirksamste oral zu vera- 
breichende Mittel, das uns zur Zeit zur 
Behandlung der Genitaltuberkulose zur 
Verfiigung steht. Es sollte nicht als aus- 
schliessliches Medikament sondern in Ver- 
bindung mit anderen, vorzugSAveise mit 
solchen aus der Streptomyzingruppe, ange- 
Avendet Averden. 


REFERENCES 


1. Sered, H.; Falls, F. H., and Zummo, B. _P.: 
Streptomycin and Genital Tuberculosis; Prelim¬ 
inary Report, J.A.M.A. 142:547, 1960. Dihydro¬ 
streptomycin and Genital Tuberculosis; Further 
Observation, J.A.M.A. 148:521, 1962. 

2. Karlson, A. G.; Pfuetze, K. H.; Carr, D. T.; 
Feldman, W. H., and Hinshaw, H. C.: Effects of 
Combined Therapy with Streptomycin, PAS and 
Promin on the Emergence of Streptomycin Re¬ 
sistant Stains of Tubercule Bacilli, Proc. Staff 
Meet. Mayo Clin. 24:85-88, 1949. 

3. Jleyer, H., and Malley, J.: Jlonatschr. f. 
Chim. 33:1912. 

4. Rubin, S. H.; Drekter, L.; Scheiner, J., and 
DeRitter, E.: Determination of Blood Plasma 
Levels of Hydrazine Derivatives of Iso-micotinic 
Acid, Dis. of Chest 21:439, 1952. 

5. Medical Research Council Report on Isonia- 

zid, Brit. iM. J. 2:735, 1952. , 

6. Thomson, W. A.: Toxic Manifestation of 

Isoniazid, Practitioner 169:87, 1952. _ 

7. Letter to the Editor: Agranulocytosis Dur¬ 
ing Isoniazid Therapy, Lancet 2:1179, 1952. 

8. Merk, R., and W'einreich, J.: Investigation.s 
on the Hemorrhagic Tendency During Therapy 
with Isoniazid, Klin. Wchrschr. 32:212, 215,1, 19o4. 

9. Sered, H.; Falls, F. H., and Zummo, B. P.: 
Streptomvcin and PAS for Genital Tuberculosis, 
Am. J. Obst. & Gjmec. 66:828, 1953. 


228 



Inoperable Seminoma of the Undescended 
Testis Treated with Urethane 

Report of a Case 

D. E. C. MEKIE, F.R.C.S.E., F.I.C.S., and MARGERY LAWLEY, M.B., Ch.B. 

SINGAPORE, MALAYA 


T he following case is reported be¬ 
cause it is believed to be unique in 
the medical literature. 

REPORT OF CASE 

In July 1951, a Chinese man aged 39 was 
admitted to the Civil General Hospital, Singa¬ 
pore, with a three-year history of swelling in 
the right iliac fossa. Initially a small hard 
lump had appeared. This had steadily in¬ 
creased in size until it filled the whole of the 
right lower part of his abdomen. Six times 
during the four years the patient had attacks 
of “burning pain” over the swelling, lasting 
for a few hours and accompanied by fever. 
On the day before admission he had a rigor 
and collapsed. 

On Examination .—The patient was thin, 
anemic and dyspneic. The abdomen was 
slightly distended and did not move with 
respiration. A large, nodular, fairly mobile 
mass was palpable in the right iliac fossa. The 
right testicle was not in the scrotum. No 
other abnormality was detected on physical 
examination. 

There was a trace of albumin in the urine, 
and the blood count was normal. Two days 
after admission a barium enema was given 
and showed a soft tissue mass in the right 
lower quadrant of the abdomen causing up¬ 
ward displacement of the cecum. There was 
no intrinsic lesion of the colon. Eight days 
later a laparotomy was performed. A mass 
measuring 4 by 4 inches (10 by 10 cm.) was 
observed in the right iliac fossa, adherent to 
the posterior abdominal wall at a low level. 
It had pushed up a patch of peritoneum 2 
inches (5 cm.) long, infiltrated with fle.shy 
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vascular growth, against the anterior abdomi¬ 
nal wall. There was intestine adherent to the 
tumor mass. A biopsy specimen was taken 
from the tumor and the abdomen was closed. 
Postoperatively, the patient’s general condi¬ 
tion improved. An abscess developed at the 
site of incision, which was incised and drained 
in October 1951. 

Histologically the tumor was composed of 
malignant cells, arranged in an alveolar pat¬ 
tern and separated group from group by thin 
strands of connective tissues and small col¬ 
lections of lymphocytes. The tumors cells had 
ill-defined, faintly acidophilic cytoplasm and 
large vesicular nuclei, with one or more 
nucleoli. Mitotic figures were present but not 
frequent. Only a few lymphocytes had infil¬ 
trated between the individual tumor cells. At 
the margin of the tumor, very active connec¬ 
tive tissue was present, containing many 
fibroblasts and small blood vessels. The 
picture was considered that of seminoma of 
the testis (Figs. 1 and 2). 

The condition of the patient deteriorated, 
and he remained in the hospital. The wound 
continued to drain, and it appeared that the 
man was becoming more and more cachectic. 
In December 1951 his condition was grave in 
the extreme; he was semiconscious, had a low 
hectic fever and was obviously dying. At that 
time we were engaged in the investigation of 
the effect of urethane (ethyl carbamate) upon 
nasopharyngeal tumors, and it was decided to 
give the patient a course of this drug. Ure¬ 
thane (9.25 Gm.) in distilled water was given 
intravenously for six successive days. After 
the last injection the abdominal swelling was 
seen to have decreased, and the leukocyte 
count began to fall until, eight days later, it 
had decreased to 1,240 per cubic millimeter of 
blood. Pentose nucleotide was given for ten 
days, after which lime the total white cell 
count had begun to rise. T' 
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Left, alveolar arrangement of tumor cells with Ij-mphocytes between the tumor masses. X 100. 
Right, part of same section. In upper right-hand part connective tissue is seen. The rest shows 

tumor cells. X 300. 


right iliac fossa had completely disappeared, 
and only the induration at the site of the scar 
could be palpated. The general condition 
rapidly improved. 

Later a future abscess developed. This was 
incised and drained in March 1952. After this 
there were two pei-sistent discharging sinuses, 
and these had not healed when the patient was 
discharged in July. 

In October he was readmitted because a 
fleshy growth was found arising from one of 
the sinuses. A biopsy specimen was taken. The 
specimen consisted of chronic inflammatory 
tissue. The patient was then discharged. 

In March 1953 the sinuses were still dis¬ 
charging and the patient was given further 
urethane therapy. Injections of 12.5 Gm. 
daily were given for four days; then the 
patient began to vomit and have rigors. The 
treatment was discontinued and the patient 
sent home. This time the leukocyte count 
remained normal. 


In January 1954, he was readmitted because 
of bleeding from the sinus. 

At the time of writing, in December 1954, 
seven and a half years since the onset of the 
sjTnptoms and three years after the first 
course of urethane, the patient is well. There 
is still one persistent discharging sinus in the 
right flank. No tumor is palpable in the 
abdomen. 

COMMENT 

Seminoma, or seminome, the name orig¬ 
inally coined by Chevassu,^ comprises, 
with the teratoma, the most common group 
of testicular tumors. Maldescent of the 
testicle appears to predispose to the occur¬ 
rence of seminoma, and between 11 per 
cent (Willis-) and 14 per cent (Aird") of 
all such tumors are said to occur in an 
ectopic testis. Willis expressed the opinion 
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that ectopia is not the direct cause of tu¬ 
mor formation but is “only one expression 
of gonadal or more general endocrine 
anomaly predisposing to tumor formation 
in the gonadal tissues.” 

Seminoma occurs most commonly in the 
fourth decade of life, and its rate of 
growth varies according to the degree of 
malignancy. 

There is still some dispute about the 
histogenesis of the tumor, Ewing^ consid¬ 
ered it an embryonal carcinoma, teratoid 
in origin and allied to the teratomas. 
Gordon BelP demonstrated clearly the 
origin of seminoma from cells of the semi¬ 
niferous tubules and stressed the resem¬ 
blance of the tumor cells to spermatocytes. 
Willis agreed with this view. 

The histologic appearance is character¬ 
istic and is fairly uniform throughout any 
one tumor. Well-defined or ill-defined 
clumps of large round polyhedral cells 
with distinct cell boundaries, single large 
spherical nuclei and a rim of poorly stain¬ 
ing cytoplasm devoid of distinctive struc¬ 
tures are seen. The close similarity of the 
tumor cells to spermatocytes may be 
striking. Mitotic figures vary in fre¬ 
quency. The stroma consists of strands 
of connective tissue and blood vessels, 
characteristically accompanied by a vari¬ 
able number of lymphocytes. Variations 
giving more definite epithelial or sarcoma¬ 
tous appearances may occur (Willis). 

Urethane (ethyl carbamate) has been 
used in the treatment of many types of 
cancer, but the consensus is that any im¬ 
provement it evokes is temporary. In this 
case, however, the patient has remained 
alive for three year.s after treatment and 
for three and a half years after the growth 
was found inoperable. The malignancy of 
the tumor has been clearly established, but 
there has been no recurrence of the growth 
within the abdomen, nor have metastascs 
appeared. The patient is e.xtremely well, 
and it seems probable that in this case 


urethane has caused a permanent regres¬ 
sion of the tumor growth. 

SUMMARY 

In 1951 a man aged 39, with a four- 
year history of swelling in the right lower 
abdominal quadrant, was discovered at 
laparotomy to have an inoperable semi¬ 
noma of the undescended testis. He was 
given a course of urethane three years 
ago, after which the swelling disappeared 
and has not since recurred. 

ZUSAMMENFASSUNG 

Im Jahre 1951 ergab die Laparotomie 
eines 39 jahrigen Mannes, der eine 4- 
jahrige Krankheitsgeschichte einer Sch- 
wellung im rechten Unterbauch aufwies, 
ein inoperables Seminom des nicht 
herabgestiegenen Hodens. Der Patient 
machte vor drei Jahren eine Urethankur 
durch, v/onach die Schwellung verschwand, 
ohne bisher wieder aufzutreten. 

RESUMEN 

En el ano de 1951, se encontro en la 
laparotomia un seminoma inoperable de 
un testiculo no descendido, en un hombre 
de 39 anos de edad qiie tenia una historia 
de 4 anos de un crecimiento en el cua- 
drante inferior derecho del abdomen. Se 
le dio un tratamiento de uretano hace tres 
anos, despues del cual el crecimiento-desa- 
parecio y no ha recidivado desde entonces. 

RESUME , 

En 1951 on trouva a la laparatomie d’un 
homme, age de 39 ans, qui souffrait depuis 
4 ans de la partie inferieure du cote droit 
de I’abdomen enfiee, un seminome inop¬ 
erable du testiciile pa.s descendu. II regut 
un cours d’urethane avant 3 ans, suivant 
ce traitement I’enflure disparut et n’appa- 
rut plus depuis. 
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RIASSUNTO 

Uno uomo di 39 anni fu operator per 
una tumefazione inguinale che datava da 
4 anni; si trovo un seminoma inasporta- 
bile in testicolo criptorchide. Gli venno 
prescritta una terapia con uretano, dopo 
la quale il tumore scomparve e fino ad ora 
non e piii ritornato. 

SUMARIO 

Em 1951 verificou-se pela laparotomia, 
em homem de 39 anos com tumoracao in¬ 
ferior direita de 4 anos de dura^ao, a 
existencia de um seminoma de testiculo 


criptorquidico. Foi administrada uma 
serie de uretana ha 4 anos, apos a qual 
a tumoracao desapareceu, nao tendo re- 
aparecido desde entao. 
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A true classic, as I should like to hear it defined, is an author who has enriched 
the human mind, increased its treasure and caused it to advance a step; who has 
discovered some moral and not equivocal truth, or revealed some eternal passion in 
that heart where all seemed known and discovered; who has expressed his thought, 
observation, or invention, in no matter what form, only provided it be broad and 
great, refined and sensible, sane and beautiful in itself; who has spoken to all in 
his own peculiar style, a style which is found to be also that of the whole world, 
a style new without neologism, new and old, easily contemporary with all time. 

Such a classic may for a moment have been revolutionary; it may at least have 
seemed so. but it is not; it only lashed and subverted whatever prevented the restora¬ 
tion of the balance of order and beauty. 

—Sainle Beive 

Far more seemly to have thy study full of books, than thy purse full of money. 

—Lyly 
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Variable Patterns in Surgical 
Treatment of the Gallbladder 

ALFRED H. lASON, M.D. 

BROOKLYN, NEW YORK 


No man living is infallible in the diag¬ 
nosis of obstmctivc jaundice. 

—Moynihan 

T he increasing incidence of serious 
sequelae from operations on the gall¬ 
bladder as reported in the literature 
and at surgical conventions calls for an 
attempt to arouse acute awareness of 
anatomic variables and of the many ana¬ 
tomic pitfalls in order to avoid inaccurate 
and inadequate technics. 

In no field of special surgery is a pro¬ 
found knowledge of the "normal” and 
variable vascular patterns so important as 
in that of the gallbladder area. Then, too, 
the surgical steps must be followed fault¬ 
lessly. 

Terminology. —To begin with, it is well 
to call attention to the occasional misuse 
of relevant words and phrases. Here are 
some examples: 

Aberrant: This merely means "deviat¬ 
ing from the usual course.” Thus, when 
a hepatic artery arises from a source 
other than the terminal end of the celiac 
trunk, it is considered an aberrant hepatic 
artery. 

Anomalous: As applied to a vessel, this 
means “taking an irregular course.” 
Accessory: Supplementary. 

Pouch: A pocket-like space or cavity, 
e.g., Hartmann’s pouch—a sacculation of 
the neck of the gallbladder anchored 
toward the first part of the duodenum by 
the cholecystoduodenal ligament. Calculi 
frequently are caught in this pouch and 
may cause adhesions between it and the 
duodenum or the bile ducts. In advanced 


conditions a cholecystoduodenal or chole- 
cystoductal fistula may form. Adhesions 
between the duodenum and Hartmann’s 
pouch must be treated with great circum¬ 
spection, because they may contain a di¬ 
verticulum from the intestine. 

Monson’s pouch is a pouch of perito¬ 
neum below the liver and to the right of 
the right kidney. 

Papilla: This word is often misused for 
“ampulla.” A papilla is an elevation, mass 
or swelling. An ampulla is a dilated ves¬ 
sel, canal or duct — in other words, 
“space”; however, there is one exception. 
In the human embryo the hepatic pancre¬ 
atic duct joins the fused duodenum but in 
the course of time regresses. The embry¬ 
onic ampulla is not discoverable in the 
adult bile duct. What is vestigial is a 
small depression in the mucosal septum 
between tbe termination of the common 
bile duct and the pancreatic ducts. 

Ampulla of Voter: This is the enlarged 
common channel at the end of the common 
bile duct and the pancreatic ducts. It may 
lie at the margin of a duodenal recess, 
which may be congenital or acquired as a 
result of traction of the duodenum on the 
bile duct or ptosis of the duodenum. It is 
sometimes completely absent. 

Papilla of Vater: This is the elevation 
of the mucous membrane inside the duo¬ 
denal canal. The orifice of the common 
duct empties on its summit. 

Foranicn of Winslow or Foramen Epi- 
ploiea: This can be found by drawing the 
liver upward and the stomach downward 
and then carrying the finger behind the 
right (free) border of the gastrohepatic 
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omentum (hepaticoduodenal ligament), 
which is directly below the neck of the 
gallbladder. 

The foramen is bounded anteriorly by 
the right (free) border of the duodenohe- 
patic ligament, the fold forming the right 
termination of the lesser omentum, be¬ 
tween the two layers of which are the 
hepatic artery, the portal vein and the 
common bile duct, bounded posteriorlj'^ bj^ 
the inferior vena cava, which is covered 
by peritoneum; superiorly by the caudate 
lobe or process of the liver, and inferiorlj^ 
by the first part of the duodenum and the 
hepatic artery, ciu’ving forward from the 
celiac axis. 

The boundaries of the foramen serve as 
surgical guides. They are readilj^ discov¬ 
erable by placing a finger along the free 
mai-gin of the right side of the lesser 
omentum. The index finger, now in the 
lesser peritoneal sac, finds the common 
bile duct and posterior to it the hepatic 
artery and the portal vein.* 

Calot’s Triangle: The base is the cs’stic 
artery; the ape.x is the angle formed bj’' 
the juncture of the cystic and hepatic 
ducts. This is an extremely important 
anatomic landmark. 

Sphincter: The three structures it is 
well to bear in mind in surgical treatment 
of the biliary tract are as follows: 

(a) Sphincter of Oddi; smooth muscle 
around the ductus choledochus and the 
pancreatic duct. It was first noted by 
Francis Glisson in 1854. Oddi (Arch. ital. 
de biol. 8:317-322, 1887) described it as 
“a more or less pronounced bed of fibers 
encircling the choledochal channel, which 
one is able to consider as almost com¬ 
pletely independent, with the exception of 
some slender loops which lose themselves 
between the fibers proper of the intestine.” 

(b) Sphincter choledochus: the annular 
smooth muscle of the common bile duct 

of the caHb’.acMcr thro-joh tho foramen of 
rcror-.c-J by Ar.drcm N. McF.ea. Brit. J. Sarjr 
rst’ff'c, is:o-5i. 


immediately before its juncture with the 
pancreatic duct. 

(c) Sphincter j)ancreaticus; the band 
(inconstant) of smooth muscle surround¬ 
ing the pancreatic duct just before it joins 
the ampulla of Vater. 

The Gallbladder (Vesica fellea). — Com¬ 
parative Anatomy: 

The mammalian species have been clas¬ 
sified according to whether they possess a 
gallbladder or not. 

The absence of the gallbladder has, in 
the past, appeared most significant as in¬ 
dicating a difference of species rather than 
as an individual difference. 

Some examples of animals without a 
gallbladder are the horse, the pigeon, the 
deer, the rat, the dove, the pocket gopher 
and the peccaiy. Why the mouse and not 
the rat should possess a gallbladder is an 
occult problem. 

(Incidentally, man is the only animal in 
which cholesterol stones are common.) 

Occasionally, but rarely, the gallbladder 
is absent or rudimentary. It may be trans¬ 
posed, or it maj’' be buried in the liver. On 
the other hand, it may “fioat,” i.e., be sus¬ 
pended from the liver by a long, lax 
mesentery. 

Anteriorly the liver is covered with 
peritoneum, which anchors the gallbladder 
closely to the liver; thus there is, as a 
rule, no mesentery, but when present it is 
to be found at the upper end of the gall¬ 
bladder, near the cystic duct or Hart¬ 
mann’s pouch. At its upper surface the 
gallbladder is attached to the liver by 
fibrous connective tissue, peritoneum and 
blood vessels. 

The long axis of the gallbladder is di¬ 
rected upward, posteriorly and medially 
toward the porta hepatis. 

Position: In a short person the gall¬ 
bladder may lie in the upper part of the 
abdominal cavity. In a ptotic person the 
lower aspect of the liver may be below the 
crest of the ilium, with the gallbladder in 
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the lower part of the abdomen. 

The gallbladder may therefore occupy 
any position in the right side of the ab¬ 
dominal cavity. It may even be found 
resting on the body of the third lumbar 
vertebra. 

Varieties: According to E. A. Boyden 
(Am. J, Anat. 38:177, 1926) there may 
be a bilobular gallbladder, a double gall¬ 
bladder or a Y-shaped gallbladder with 
two cystic ducts uniting before entering 
the common bile duct. There may also be 


two cystic ducts emptying separately into 
the common bile duct. 

Cruveilhier (1860) was among the first 
to describe a double gallbladder. He called 
it *‘vesica divisa.” 

The fundus, or lower end of the gall¬ 
bladder, is situated opposite the right 
ninth costal cartilage, or at the angle 
formed by the right costal margin and the 
right margin of the right rectus muscle. 

The fundus is fo 
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which extends obliquely backward, poste¬ 
riorly and medially, narrowing to form 
the neck at its upper end. 

The neck is located at the margin of 
the lesser omentum, near the right end of 
the porta hepatis, and is continued into 
the cystic duct. The fundus is clothed on 
all sides with closelj'^ adherent peritoneum, 
but the body and neck lie between the liver 
and its peritoneum and are therefore cov¬ 
ered only on the lower surface and the 
sides. 

The gallbladder has slow, weak contrac¬ 
tions at irregular intervals and tonic con¬ 
tractions in its entirety. 

The Biliary Ducts. — The biliary duct 
system, for descriptive purpose, is divided 
into intrahepatic and extrahepatic parts. 

The extrahepatic biliary system con¬ 
sists of: (a) right and left hepatic ducts; 
(b) common hepatic ducts; (c) cystic 
duct; (d) gallbladder, and (e) common 
bile duct (choledochus) with its termina¬ 
tion at the ampulla of Vater. 

(Atresia of intrahepatic interlobular 
bile ducts is seldom referred to in the sur¬ 
gical literature; there are occasional re¬ 
ports, however, of congenital atresia of the 
extrahepatic biliary system. This was first 
described by Aristotle.) 

The supraduodenal part of the bile duct 


system lies between the juncture of the 
cystic and common ducts and the superior 
border of the first part of the duodenum. 
It passes caudally and medially and re¬ 
mains inferior and lateral to the hepatic 
artery and parallel, lateral and somewhat 
anterior to the portal vein. The three 
structures are confined together in the 
free edge of the hepatoduodenal ligament. 
(This represents the anterior boundary of 
the epiploic foramen.) 

The retroduodenal part continues in 
relation similar to that of the supraduo¬ 
denal part but rests behind the juncture 
of the first and second parts of the duo¬ 
denum. 

In its pancreatic part the duct lies in a 
groove on the dorsal aspect of the head 
of the pancreas or sometimes (particu¬ 
larly in the lower part) in a canal enclosed 
by pancreatic tissue. Directly proximal to 
its pancreatic part the bile duct bends 
with the convexity to the left. At this area 
there is frequently some fixation to part 
of the hepatoduodenal ligament. It seems 
to be surgically significant because it is 
responsible for holding the first two parts 
of the bile duct parallel to and contiguous 
with the portal vein and hepatic artery, 
and it causes a definite change in direction 
of the common duct. 
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Fig. 3.—Deviations in origin of cystic artery, according to Anson and Daseler. G.D., Gastro¬ 
duodenal artery; R.H., right hepatic artery; Z/.W., left hepatic artery; right gastric artery; 
L.G., left gastric artery; S.M., superior mesenteric artery. 


The intramural part of the common bile 
duct passes obliquely through the coats of 
the second part of the duodenum, to open 
on its dorsal mesial wall about 8 cm. from 
the pyloric sphincter. 

The Hepatic Ducts: A curious feature 
of the structure of the biliary ducts in 
their entirety is the relative absence of 
muscle fibers as compared with the intes¬ 
tinal tract. The ducts are mainly highly 
distensible fibroelastic tubes, but they are 
noncontractile except in the case of the 
gallbladder. (In the terminal inch of the 


common bile duct smooth muscle is plen¬ 
tiful.) 

Two main trunks come from the liver 
at the porta, one from the right and the 
other from the left lobe. These fuse to 
form the common hepatic duct, which 
passes downward and to the right for 
about 5 cm. between the layers at the 
lesser omentum. 

(The gallbladder may receive some 
small ducts directly from the substance 
of the liver.) 

The duct is accompanied by the hepatic 


237 



JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


AUGUST, 1955 


artery and the portal vein. 

The right and left hepatic ducts usually 
extend out of the porta and may even fail 
to unite until they join the cystic duct; 
occasionally there is an additional duct 
from the right lobe. The bile duct may be 
shortened by an unusual descent of the 
cystic and common hepatic ducts into the 
lesser omentum, or the bile duct may be 
formed between the lips of the porta. 

A common anomaly is a so-called acces¬ 
sory hepatic duct, usually coming from the 
right extremity of the porta hepatis. It 
unites with the common hepatic ducts at 
an area more distal than that which marks 
the juncture of the other two. When pres¬ 
ent, this duct appears to have a close rela¬ 
tion to a normally placed cystic artery, 
resting as it does in the angle between the 
cystic duct and the common hepatic duct. 

Commonest of all are the variations in 
the length of the ducts themselves. The 
two hepatic ducts are usually short. They 
may extend low before uniting, thus 
shortening the length of the common bile 
duct. 

(In the past, aberrant bile ducts in the 
gallbladder fissure were known as the 
“ducts of Luschka.”) 

An accessory hepatic duct, often atten¬ 
uated, is frequently unrecognized during 
a cholecystectomy, and leakage of bile 
from the divided end may be troublesome 
or may even cause fatal postoperative 
complications. 

According to Beesley and Johnston 
(iManual of Surgical Anatomy, Oxford 
Press, 5th ed., 1939) the accessory duct 
may be as large as the right hepatic duct. 
“It is usually stated that injury to the 
accessory ducts, which is unnoticed at the 
time of operation, is responsible for the 
oozing of bile from the wound after the op¬ 
eration of cholecystectomy. It seems 
likely, however, that in many cases this is 
due to a slow escape of bile from the raw 
surface of the liver. In either event, it is 


essential to leave a drain down to the gall¬ 
bladder bed in order to avoid the retention 
of bile in the depths of the wound.” 

Thorek groups the accessory ducts ac¬ 
cording to the level at which they enter 
the main duct. Thus: 

“1. The junction of the accessory duct 
with the right hepatic duct. 

“2. The junction of the accessory duct 
with the common hepatic duct. 

“3. The junction is at the union of the 
cystic and common hepatic ducts, usually 
at an acute angle.” 

The Cystic Diict: The cystic duct is a 
tube of variable length, size and course. 
It is about 4 cm. long and runs posterioi’b^ 
downward and to the left from the neck 
of the gallbladder (Fig. 1). 

The position of the duct varies with that 
of the gallbladder. Sometimes it lies con¬ 
tiguous to the common hepatic duct as the 
two descend between the leaves of the 
hepatoduodenal ligament for a distance of 
3 inches (7.5 cm.) before they unit. 

As a rule the cystic duct empties into 
the right lateral wall of the common he¬ 
patic bile duct. It ma}'', however, open 
into the anterior surfaces of the common 
hepatic duct. 

The extreme mobility of the common 
duct is a common cause of injury to the 
cystic duct, particularly if it is short and 
wide. 

When the cystic duct is short and effects 
an immediate fusion with the common 
hepatic duct, both structures may be in¬ 
cluded by the ligature of the cystic duct. 
When the cystic duct descends along the 
side of the common hepatic duct the sur¬ 
geon may leave a long residual stump, 
which, in time, becomes dilated and pro¬ 
duces the so-called reformed gallbladder 
of Beye. 

It will be recalled that the cystic duct 
possesses a permanent internal spiral 
arrangement of mucous membrane (valve 
of Heister). This prevents kinking, in 
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spite of its S-shaped bends, and thus facil¬ 
itates the flow of bile up or down the tube 
according to need. The ridge passing dis- 
talward from the juncture at the cystic 
and common bile ducts doubtless has a 
similar function. 

The cj'stic duct is the sole extrahepatic 
duct that is tortuous. 

At times it makes a spiral twist around 
the front or back of the main hepatic duct 
before they unite to form the common bile 
duct. 

The cystic duct may be absent, or the 
gallbladder may possess a wide opening 
into the common duct. 

The cystic duct, instead of coming from 
the right side of the main tube, may sprout 
from its anterior wail or from its left side, 
in which case it crosses the common duct 
to reach the gallbladder. 

The cystic duct may be absent, leaving 
the gallbladder as a sessile diverticulum 
on the common duct stem. 

At the juncture of the cystic and com¬ 
mon hepatic ducts a lymphatic gland (cystic 
gland) is commonly present. It is usually 
enlarged in the presence of cholecystitis. 
Where the merging occurs an acute angle 
is made. If the common hepatic duct is 
followed upward to the cystic artery 
(where it passes toward the gallbladder) 
a triangle is discoverable (Calot’s), an 
important "landmark.” 

The Comvion Bile Duct; Vater’s de¬ 
scription in 1720 (Haller’s Disputationem 
Anat. Selectum 3:258, 1748) of the ter¬ 
mination of the common bile duct was 
augmented by Oddi, Ruggeri and Maracci 
(Arch. ital. de biol. 8:317, 1887), who 
gave an accurate description of the 
sphincteric structures. 

The rare occurrence of two common bile 
ducts in man has received little attention 
in the surgical literature. 

Bile ducts that empty into the stomach 
were described by Paulet (1868), Voies 
(Diet. Encyclo. des Sc. Med. T. 9, series 



I, p. 311) and Courvoisier (Casuistisch- 
statistische, Beitrage zur Pathologie und 
Chirurgie der Gallenwege. Leipzig, F. C. 
W. Vogel, 1890). 

Galen wrote that in man one of the bil¬ 
iary ducts ends in the stomach. 

Both ends of a bifid common duet have 
been found, one emptying into the pylorus 
and the other into the duodenum. 

There have been reports of the entrance 
of the common bile duct into a duodenal 
diverticulum (J.A.M.A. 148:196, 1952). 

Despite these reports, it may be said 
that the common bile duct is the least vari¬ 
able segment of the biliary duct system. 
It usually departs from the anatomic norm 
in respect only to such features as length, 
vascular relation and juncture with the 
pancreatic duct. 

It is manifest, then, that the bile ducts, 
which are present, as a rule, along the free 
edge of the hepatoduodenal ligament, are 
not unchangeably placed and consequently 
maintain no constant position. 

The common bile duct may pass down¬ 
ward in a vertical plane or in a ’ '1' 

position. Sometimes it lies - 
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over the bodies of the second and third 
lumbar vertebrae rather than lateral to 
them. 

The common bile duct has been described 
as consisting of four components, to wit: 

1. A supraduodenal part, passing infe- 
riorly to the right (free) border of the 
lesser omentum, from the beginning of the 
duct to the superior border of the first part 
of the duodenum. 

2. A retroduodenal part, resting dorsal 
to the first part of the duodenum. 

3. An infraduodenal (or pancreatic) 
part, passing in relation with the head of 
the pancreas. 

4. A duodenal (or inti'amural) part, 
passing through the wall of the second part 
of the duodenum to open into the lumen of 
that viscus. 

The length of the supraduodenal part of 
the common duct varies with the level of 
the duodenum and the area at which the 
cystic and common hepatic ducts fuse. 

The ductus choledochus, or common bile 
duct, is about 3 inches (7.5 cm.) long and 
about 14 inch (0.6 cm.) wide. It begins 
near the porta hepatis by the union of the 
cystic duct and the common hepatic duct. 
It descends along the right border of the 
lesser omentum, above the foramen of 
Winslow, and passes behind the first part 
of the duodenum anterior to the portal 
vein, to enter a groove in the back of the 
head of the pancreas. Here it runs down¬ 
ward and slightly to the right, to end in 
the second part of the duodenum, a little 
below its middle on its posteromedial as¬ 
pect. 

The pancreatic part of the common bile 
duct can be revealed by exposing the sec¬ 
ond part of the duodenum and drawing it 
forward and to the left. 

The common duct in its supraduodenal 
part may sometimes lie more horizontal 
than vertical in relation to the long axis 
of the body. 

There is a great deal of variation in the 


relation of the common bile duct and the 
main pancreatic duct as they approach and 
enter the duodenum. 

The pancreatic duct may join the com¬ 
mon bile duct proximal to the sphincter 
of Oddi. 

The common bile duct and the main pan¬ 
creatic duct may traverse the duodenal 
musculature separately but enter a single 
ampulla. 

More frequently, the common bile duct 
and pancreatic duct have separate orifices 
into the duodenum, which may be vaiying 
distances apart. 

Some surgeons may find it difficult to 
recognize and locate the common bile duct 
because of infiammatory conditions. The 
foramen of Winslow and other “land¬ 
marks” may be obliterated by adhesions. 
A structure believed to be the common 
duct may be exposed and incised which 
may, for example, prove to be the superior 
mesenteric artery. 

The four main factors in injury of the 
common bile duct are: (a) traction on the 
gallbladder; (b) tenting of the common 
duct; (c) clamping the common duct in¬ 
stead of the cj'stic duct, and (d) careless 
application of artery forceps when sudden 
severe hemorrhage obscures the field. 

The surgeon’s perceptive sense must be 
sharpest in the triangle—in a sense, the 
tragic triangle—formed by the common 
hepatic duct, the cystic duct and the 
cystic artery (Calot’s triangle). This ap¬ 
pears invariably, irrespective of the char¬ 
acter and formation of the general ana¬ 
tomic pattern of the ducts and blood 
vessels. The variations of the common 
bile duct are not so great as those of the 
cystic duct and the hepatic and cjLstic 
arteries. 

Sometimes there is a great cystic dila¬ 
tation of the upper part of the common 
bile duct, especially in women. The cause 
is assumed to be congenital. The channel 
from the cystic duct to the duodenum is 
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usually unobstructed: there may, how¬ 
ever, be a stricture, valvular folds or tor¬ 
sion of the duct proper. 

Excretory Pancreatic Ducts: The fol¬ 
lowing varieties have been described; 

1. The duct opens into the bile duct at 
a variable distance from the opening on 
the greater papilla, Vater's, in the duo¬ 
denum, 

2. The pancreatic and bile ducts open 
close to each other into the duodenum on 
the common major papilla. 

3. The pancreatic and bile ducts open 
into the duodenum at separate areas. 

Vascular Supply of the Gallbladder and 
Bile Ducts. — The blood supply of the 
biliary tract is extremely variable. It is 
to be kept in mind that the hepatic bud 
arises from the gut on the boundary line 
between the foregut (supplied by the 
celiac axis) and the midgut (supplied by 
the superior mesenteric artery). It is 
therefore not surprising that the main 
artery of the liver sometimes comes from 
the one and sometimes from the other of 
these vessels, and not infrequently there 
are two hepatic arteries, one coming from 
each source. Nor is it to be wondered at 
that the superior pancreaticoduodenal 
branch of the hepatic artery anastomoses 
With the inferior pancreaticoduodenal 
branch of the superior mesenteric artery 
in the area of the duodenal papilla. 

Many years ago Sir Arthur Keith 
the fact that in the biliary area 
variation is rampant." And Lahey (Ann. 
Surg. 129:763, 1948) said: 

‘‘We should publicize the fact that the 
cholecystectomy is a dangerous operation. 

is dangerous unless one realizes how 
important it is to control the blood sup¬ 
ply. to demonstrate definitely the anatomic 
relationships and to realize that anomal¬ 
ous anatomy is very common. I believe 
've could do nothing better than to write 
roore and more on the need for accuraci' 
m cholecystectomy and reporting the find- 
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ing of the common bile duct in the pan¬ 
creas and behind the duodenum. 

The Celiac Artery: This artery is the 
largest branch of the abdominal aorta. It 
arises as a short, thick trunk from the 
front of the aorta, between the medial 
crura of the diaphragm a little below the 
aorta opening. Its site of origin is very 
close to that of the superior mesenteric 
artery. The celiac artery passes horizon¬ 
tally forward above the upper margin of 
the pancreas, where it normally breaks 
up into three branches for the supply of 
the supramesocolic organs. 

The Hepatic Arteries: The branches of 
the hepatic artery are the pyloric (right 
gastric), gastroduodenal, and right and 
left hepatic arteries. 

The right and left hepatic arteries vary 
greatly in their relation to the main he- 
patic and cystic ducts. 

The branches of the hepatic artery are 
in front of the veins; they are correspond¬ 
ingly dissimilar in width and length, and 
accompany the veins into the lobes. 

A typical “normal” hepatic artery 
arises from the celiac trunk, enters the 



Fig. 5 .—Fine catgut sutures placed in 
duct indicate site of incision. 
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right (free) border of the lesser omentum 
and rests to the left of the bile duct and 
anterior to the portal vein. The hepatic 
arteiy divides into three main branches; 
the right hepatic supplies the right lobe, 
the left hepatic the left lobe and the mid¬ 
dle hepatic the quadrate lobe. The middle 
hepatic is usually a branch of either the 
I'ight or the left hepatic and may arise 
from either stem. 

The right branch of the hepatic artery 
may cross in front of the common duct 
instead of behind it, and the cystic artery 
may arise from the hepatic trunk and 
cross the bile duct. The hepatic artery 
may arise directly from the aorta or from 
the superior mesenteric artery, and it may 
be replaced or supplemented by a branch 
from the aorta that enters the liver poste¬ 
riorly. The left branch may be replaced 
wholly or in part by an artery that arises 
from the left gastric artery in the lesser 
omentum. 

The right hepatic artery may take ori¬ 
gin from the superior mesenteric artery, 
the aorta or the right renal arteiy. 

The gastroduodenal artery may arise 
from the hepatic artery not far from the 
hilus of the liver and course downward 



Fip. c. —Cystic duct and cystic arterj- ligated; 
clamp applied directly proximal to cystic duct 
closure. 


along the common duct, where it may be 
injured by exposure of the common duct. 

Again, the right hepatic artery may 
cross the right edge of the main hepatic 
duct and enter the liver or form a ring 
around the hepatic duct. Then, too, the 
artery may arise from the superior mesen¬ 
teric artery, always passing behind the 
common duct. In its course the hepatic 
artery first passes below the foramen of 
Winslow and then anterior to it. 

Two right hepatic arteries are some¬ 
times present. 

Owing to its abnormal position, the • 
right hepatic artery may easily be mis¬ 
taken for its branch, the cystic artery, 
and be injured. 

In a number of patients the right he¬ 
patic artery parallels the cystic duct for 
an appreciable distance before giving ori¬ 
gin to its cystic branch. 

The Cystic Artery: It is the cystic 
artery that is of greatest importance to 
the surgeon during cholecystectomy. 

This artery is classified as “normal” 
when it stems from the right hepatic 
artery in the angle between the common 
hepatic duct in Calot’s triangle and the 
cystic duct just as the right hepatic 
emerges from behind the common hepatic 
duct. 

Two or more cystic arteries may stem 
from the right hepatic artery. 

After a short, medium or long course 
the cystic arteiy usually divides into a 
superficial and a deep branch. The first 
is distributed to the free, peritoneal sur¬ 
face of the gallbladder, the second to the 
attached, nonperitoneal surface and to 
the gallbladder bed. The branches anas¬ 
tomose at various points and furnish many 
twigs to the liver substance underlying 
and adjacent to the gallbladder bed, twigs 
from the superficial cystic artery being 
distributed to the lateral aspect, twigs 
from the deep cystic artery to the medial 
aspect of the gallbladder or vice versa. 
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Some factors that contribute to vascular 
injury in cholecystectomy are: (a) a small 
incision with inadequate exposure in an 
obese patient, (b) poor illumination and 
(c) a badly administered anesthetic that 
causes the patient to strain, thus making- 
muscular and fascial retraction difficult. 

Gastroduodenal Artery: As a rule the 
pancreaticoduodenal artery, a_ branch of 
the gastroduodenal, crosses the common 
duct. At times the gastroduodenal artery 
passes across the left border of the com¬ 
mon duct or in front of the common duct. 

The Venous Supply: The plexiform 
arrangement of veins over the common 
duct is often a source of troublesome 
hemorrhage during exposure of the ducts. 

In about 80 to 90 per cent of patients 
the portal vein divides before entering the 
liver and sometimes does so before bifur¬ 
cation. 

Behind the duodenum the portal vein 
remains posteriorly related to the duct, 
but the artery on its medial aspect is now 
the gastroduodenal. When the duct is in 
the pancreatic head the inferior vena cava 
is posterior to it, and the vessel on its 
medial side is the pancreaticoduodenal 
vein. 

The right branch of the portal vein re¬ 
ceives the cystic vein and then passes into 
the right lobe. The left branch is nar¬ 
rower and longer. It runs medially along 
the bottom of the porta, giving branches 
to the caudate and quadrate lobes. 

The portal vein may also be injured 
during operation upon the gallbladder and 
bile ducts. 

The Nerve Supply. —The nerve supply 
is parasympathetic and sympathetic. It is 
still a debatable question whether the 
finer distribution is that of the myenteric 
plexus of Auerbach or that of the sub¬ 
mucous plexus of Meissner. (The first 
plexus lies between the coats of the intes¬ 
tine and the second in the submucosa of 


the stomach and small intestine.) 

Some Surgical Operations in the Biliary 
Duct Area.—HistoHcal Notes: Gallstones 
were mentioned in the most ancient med¬ 
ical manuscript extant—the Ebers Pap.v- 
rus (Egi-pt). Gentile da Foligno (circa 
fourteenth century) referred to gallstones. 
Wilhelm Fabry (Fabricius Hildanus, 
1560-1634) removed gallstones from a 
living patient. 

The first successful removal of the gall¬ 
bladder was performed by Carl Johann 
August Langenbach (Ein Fall von Extir¬ 
pation der Gallenblase wegen chronischer 
Choieiithiasis: Heilung, Berlin Klin. 
Wshnschr. 19:725-27,1882). In the United 
States the first successful cholecystectomy 
was accomplished by Dr. Justus Ohage 
(Sept. 24, 1886) at St. Joseph’s Hospital, 
St. Paul, Minnesota. Dr. Marion Sims 
(1813-1863) was also among the first sur¬ 
geons in the United States to accomplish 
cholecystectomy successfully. 

Incisions: Success in the surgical treat¬ 
ment of the gallbladder and bile duets, as 
in that of other abdominal organs, depends 
largely upon adequate exposure and upon 
the anesthesia. 

The Vertical Incision: The incision 
should begin as high as possible in the 
angle between the costal margin and the 
xiphoid cartilage. The cutaneous and sub¬ 
cutaneous incision is carried obliquely 
downward and somewhat to the right, 
passing 1 to 2 inches (2.5 to 5 cm.) iateral 
to the umbilicus and may extend about 2 
inches (5 cm.) below the umbilicus. A 
vertical incision is then made through the 
anterior rectus sheath, about 2 cm. lateral 
to the medial border of the muscle. 

The rectus muscle can then be retracted 
slightly to the right for incision of the 
posterior sheath and peritoneum. The • 
posterior sheath of the ''cctus and "peri¬ 
toneum are caught ' • ' 

proximal part of 1’ 
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neum is incised under the full length of 
the skin incision. 

The high costal incision seems to be the 
most satisfactoi'y for operations on the 
biliary system. Good exposure is obtain¬ 
able, and it is a safeguard against post¬ 
operative hernia. 

Transverse Oblique Subcostal Muscle- 
Splitting Incision: This incision is almost 
transverse, beginning near the right bor¬ 
der of the linea alba and passing laterally 
where it meets the lower border of the 
costal margin between the exit of the 
eighth and ninth intercostal nerves. 

The skin and subcutaneous tissues hav¬ 
ing been cut and retracted, the incision is 
continued through the anterior rectus 
sheath, but with avoidance of the muscle. 
Severance through the anterior rectus 
sheath usually is about 1 cm. above the 
second tendinous inscription. The exter¬ 
nal oblique aponeurosis is at the same time 
split laterally to its muscle bundles, which 
are usually at the costal margin. 

The rectus muscle can be divided by 
blunt dissection and the component parts 


retracted medially or lateralljL The sub¬ 
jacent posterior rectus sheath is now 
caught and incised down to and into the 
peritoneal cavity. 

The posterior rectus sheath is then cut 
under the retracted rectus muscle. 

Under certain conditions it is best to 
obtain a visualizing cholangiogram as 
soon as the abdomen is opened and before 
any part of the extrahepatic biliaiy tract 
has received close attention. A solution of 
diodrast is introduced into the gallbladder 
or the bile ducts and a roentgenogram is 
taken. 

Cholecystectomy: As has been stated, 
there should be adequate exposure. 

Variations are so frequent that the sur¬ 
geon in every operation must be keenly 
perceptive with regard to: (a) the cystic 
artery as it reaches the gallbladder; (b) 
the juncture of the cystic duct with the 
hepatic and common bile ducts before the 
artery or duct is ligated, and (c) visuali¬ 
zation of Calot’s triangle. 

Difficulties are sometimes met with be¬ 
cause of variable anatomic relations 
between the C5’’stic duct and arteiy, the 
common duct, the hepatic duct and acces- 
soiy ducts, the hepatic artery and occa¬ 
sionally the portal vein and duodenum and 
the head of the pancreas. 

Excessive bleeding from tearing of the 
cystic or right branch of the hepatic 
artery, unless there is adequate exposure, 
creates an emergency that threatens life. 

There is only one way to avoid catas¬ 
trophe; that is, to fix the neck of the 
gallbladder with a clamp and, after sever¬ 
ing the cholecystoduodenal and the chole- 
cystocolic ligaments, to wipe the fatty 
tissues gently toward the common duct. 
If there is an accessory artery or duct, it 
should be exposed before division, and the 
juncture of the cystic duct with the main 
duct can then be distinctly seen. 

An attempt should be made to visualize 
Calot’s triangle clearljL 
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One of the major causes of injury to 
the ducts is hemorrhage from a divided 
cystic artery or an anomalous vascular 
stump. It is best to identify and ligate 
the cystic artery before dividing the cystic 
duct. 

If the structures are not clearly identi¬ 
fied, there are four main causes to which 
injury to the common hepatic or common 
duct may be attributable. They are as 
follows: 

1. A large S-shaped curve of the 
gallbladder may be closely attached to the 
upper part of the common duct. When the 
gallbladder is drawn up the duct comes 
with it and may be mistaken for the cystic 
duct and injured. 

2. When the gallbladder is drawn up 
in the presence of an extremely short 
cystic duct, a V-shaped part of the main 
duct may also be drawn up, when possibly 
as much as 1 inch (2.5 cm.) of the com¬ 
mon hepatic and common duct may be re¬ 
moved. 

3. A clamp may be applied somewhat 
beyond the cystic duct, so that a bite is 
taken from the lateral aspect of the main 
duct. 

4. The forceps on the cystic artery may 
be dislodged, and hasty efforts to secure 
it again may cause injury to the common 
hepatic duct through grasping the whole 
or a part of it with the vessels. This is 
especially likely to occur when the artery 
arises from the right hepatic posterior to 
the duct. 

The most serious injury that can occur 
is that to the common hepatic, right he¬ 
patic or common ducts, resulting in occlu¬ 
sion and/or stricture. Poor exposure and 
poor mobilization are contributory factors. 

Hemorrhage can be controlled by pres¬ 
sure, as a rule. A finger is inserted in the 
foramen of Winslow and intermittent 
pressure is made on the hepatic artery; 
then, under direct vision in a dr}' field, the 
bleeding vessel can be accurately identi¬ 


fied and ligated by the most suitable 
method. 

When the hand is placed between the 
right hepatic lobe and the diaphragm, air 
flows between these organs. The right 
lobe is thus pushed downward into the 
lower abdominal position. Greater mobili¬ 
zation of the liver may be obtained, if 
necessary, by cutting the round ligament 
and its falciform investment between liga¬ 
tures. 

The fundus is caught and a hemostat is 
placed on Hartmann’s pouch; Lateral and 
upward traction should be made. This 
tenses the cholecystoduodenal ligament. 

(Injury is possible when cholecystecto¬ 
my is commenced from the fundus; here 
the blood trickles from the liver during its 
separation from the gallbladder, obscur¬ 
ing the field of vision when the most in¬ 
tricate part of the operation, i. e., ligature 
of the cystic duct and cystic artery, is 
about to be carried out.) 

In cholecystectomy the cystic duct 
should be carefully dissected from 
the adjacent fibrous and fatty tissue in 
order to expose its full course from the 
gallbladder to the juncture with the com- 



Fig, 8.—T-tube drainage from ,• • 
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Fig. 9.—Outline of gallbladder in situ and closed 
common duct and duodenum. 


mon hepatic ducts. (The cystic artery is 
usually medial and cephalad to the cystic 
duct.) Sometimes exposure may be facili¬ 
tated by incising the peritoneum along 
the right side of the body of the gallblad¬ 
der. Then, by lifting and rotating the 
gallbladder to the left, it may be peeled 
aivay from the liver. The left peritoneal 
fold, with its contained cystic arterial 
branches, is thus readily freed. Identifi¬ 
cation of the cystic duct and the artery is 
often made difficult by adhesions and by 
adjacent areas of inflammation. 

The gallbladder is decompressed, and a 
clamp is placed on the puncture made by 
the trocar. 

The cystic duct and cystic artery are 
i^cparafcbj ligated and divided. The first 
structure is ligated about 1 to 2 cm. prox¬ 


imal to its juncture with the common duct. 

If the surgeon permits too large a part 
of the cj’^stic duct to remain, postoperative 
distress may occur. If, on the other hand, 
he is too radical in ligating the cystic 
stump, postoperative stricture of the bili¬ 
ary ducts may develop, with its train of 
serious consequences. 

The cleavage plane between the gall¬ 
bladder and the liver bed is peeled. 

In removing the gallbladder from the 
liver as wide a cuff of peritoneum as pos¬ 
sible should be left on both sides, and the 
two edges should be sewn together to 
cover the raw area of the gallbladder 
fossa. 

Suture of a piece of omentum over the 
stumps of the cystic duct and artery will 
help to prevent formation of adhesions 
involving the duodenum; howevei*, this is 
rarely necessary. 

Drainage must never be omitted after 
the standard operation. To avoid the use 
of drains, electrocoagulation of the gall¬ 
bladder bed is carried out by some sur¬ 
geons. 

It is often necessary to suture together 
the mai’gins of the flaps of peritoneum 
over the gallbladder bed (Figs. 8 and 9). 

ChoJedochostomy: The indications for 
opening the common bile duct are: (a) 
palpation of a stone in the common or 
hepatic ducts; (b) a dilated or thickened 
common duct; (c) jaundice, or a history 
of recent jaundice; (d) biliary colic with¬ 
out stones in the gallbladder, and (e) 
small stones and the presence of a dilated 
cystic duct. 

The field of operation is isolated. The 
common bile duct is identified by aspirat¬ 
ing bile or located by inserting two stay 
sutures about 14 ii^^h (0.6 cm.) below 
the insertion of the cystic duct (Figs. 2 
and 3). 

The duct is opened between the stay 
stitches and the bile aspirated. The com¬ 
mon and hepatic ducts are sy.stematicalb' 
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explored with scoops. Graduated metal or 
gum elastic bougies are passed down the 
duct and through the sphincter of Oddi 
into the duodenum. The duct is drained 
by inserting a T tube after irrigating the 
duct to evacuate any residual calculi. 

Garlock (Arch. Surg., May 1954), writ¬ 
ing of exposure of the common bile duct 
in order to reach and crush digitally an 
impacted stone, maintains that: 

“The surgeon should go over to the left 
side of the operating table and remove 
the pads and retractor from the duodenum 
and stomach” ... It seems to me that this 
move is unnecessary, because adequate 
manipulation and retraction can be 
achieved with a small metal retractor. 

When a stone is impacted in the am¬ 
pulla so that a probe cannot enter the 
duodenum through the common bile duct 
it may be advisable to split the peritoneum 
directly lateral to the second part of this 
gut, which is then retracted medially, ex¬ 
posing the region of the ampulla and the 
inferior vena cava. Digital manipulation 
usually results in crushing the stone, so 
that it can be removed into the duodenum 
or through an opening in the common duct 
(Pigs. 4 and 6). 

On rare occasions, when complete ex¬ 
posure of the common duct and arteries 
are impossible because of edema, as in the 
presence of some acute gallbladder infec¬ 
tions, the organ may be drained as a tem¬ 
porary expedient. Later cholecystectomy 
can be performed. 

Transduodcnal Chalcdockotomy: When 
a bilitary stone is too large—which may 
be determined by palpation before or after 
splitting the peritoneal reflexion from the 
duodenum—it is necessary to gain access 
to the ampulla of Vater transduodenally. 
This is done by making an incision into 
the duodenum anterolaterally below the 
ampulla, which is then visualized and 
stretched with an instrument to permit 
removal of the stone (Figs. 6, 7 and 10). 


The patency of the ampulla is gauged 
by inserting a probe. The duodenum is 
then closed with interrupted sutures, and 
a T tube is inserted into the common duct, 
which, as has been stated, was opened. 
One of the arms of the T tube may be in¬ 
serted through the ampulla into the duo¬ 
denum. Cattel's T tube with one long arm 
may be used. It should not be removed for 
several weeks after complete roentgeno- 
graphic studies. 

Results. — The reasons for poor post¬ 
operative results are (I) the performance 
of cholecystectomy for nonpathologic con¬ 
ditions; (2) residual stones in the com¬ 
mon bile duct; (3) incomplete cholecystec¬ 
tomy, and (4) strictures of the duct 
caused by surgical trauma. 



Fig. 10.—Transduodcnal cholcdocliotomy to liber¬ 
ate calculus impacted in common duct. Note in- 
sertion of pro^. 
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In summary, it may be said that all the 
poor results (except No. 1) are due to 
poor mobilization, poor visualization and, 
primarilj^, poor knowledge of anatomy. 
Man}’^ surgeons ascribe poor surgical re¬ 
sults to anatomic anomalies, which, as a 
matter of fact, are not so common as some 
surgeons believe. The great increase in 
highly trained surgeons obviously results 
in a great reduction of the tragic results 
of injury to the bile ducts and blood 
vessels. 

Complications .—Some of the complica¬ 
tions of surgical treatment of the biliary 
tract are: (a) postoperative hemoi'rhage; 
(b) injury to the common duct, as shoAvn 
by copious bile drainage or increasing 
jaundice;* (c) stricture of the ducts; (d) 
fistulas; (e) bile peritonitis; (f) hepatic 
dysfunction, and (g) obstructive jaundice. 

After cholecystectomy the sphincter of 
Oddi becomes incompetent, which is in¬ 
dicative of a close functional relation 
between the structures. In time the 
sphincter commonly becomes active and 
overactive, thus causing dilatation of the 
bile ducts. 

Some Difficulties: Some hindrances in 
biliary surgeiy are as follows: 

1. Dilation of the bile ducts to accom¬ 
modate, to a degree, the bile from the 
liver. 

2. When the tone of the sphincter of 
Oddi is actively high, the pressure in the 
biliary tract is elevated until it may ap¬ 
proximate or exceed the secretory pres¬ 
sure of the liver cells and thereby interfere 
with their activity. 

3. Contrariwise, if the sphincteric tone 
is low, bile passes into the intestine irreg¬ 
ularly. 

SUMMARY 

The author presents a detailed discus¬ 
sion of “anatomic variables” that may 


•Thic rr.ay he attributr.bTc to a sliprc-d cystic duct lig-aturc. 


affect the results of surgical operations 
on the biliary tract. The principal reasons 
for poor results from such operations are 
listed, as are the various complications 
that maj’’ arise therefrom. 

ZUSAMMENFASSUNG 

Der Verfasser gibt eine detaillierte Dar- 
stellung “anatoniischer Varietaten,” die 
von Einfiuss auf die Ergebnisse chirur- 
gischer Eingriffe an den Gallenwegen sein 
konnen. Die wesentlichen Griinde fiir die 
schlechten Erfolge solcher Operationen, 
sowie die daraus entstehenden verschie- 
denartigen Komplikationen werden auf- 
gezahlt. 

RESUME 

L’auteur presente une discussion detail- 
lee des variations anatomiques qui peuvent 
etre importantes dans les resultats des 
operations au systeme biliaire. Les raisons 
importantes pour les mauvais resultats cle 
ces operations sont registrees de meme que 
les differentes complications qui peuvent 
en resulter. 

RESUMEN 

El autor presenta una discusion detal- 
lada de las “variaciones anatomicas” que 
puedan afectar los resultados de las opera- 
ciones quirurgicas que se hacen sobre la 
via biliar. Se enumeran las razones prin- 
cipales de los malos resultados que e obtie- 
nen de dichas operaciones, asi como la.s 
complicaciones que pueden ocurrir. 

RIASSUNTO 

L’autore presenta i risultati di una ric- 
erca anatomica sulle anomalie delle vie 
biliari che possono incontrarsi durante gli 
interventi chirurgici. Dalla presenza di 
tali anomalie possono derivare complica- 
zioni responsabili di molti degli insuccessi 
chirurgici. 
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Not All ^^Slipped Discs'^ Have Slipped 
Past Dr. Brailsford 


O UE knowledgeable and highly read¬ 
able colleague, Dr. James F. Braiis- 
ford, Ph.D., F.R.C.P., F.I.C.S.. 
Emeritus Director of Radiological Studies 
in Living Anatomy at the Univer.sity of 
Birmingham (England), has recentl.v pub¬ 
lished in the Spectator another of his stim¬ 
ulating articles compounded about equal¬ 
ly of science and professional ctiucs, this 
time discussing in his inimitab'.- -tvle the 
question of when and where not '.i operate 
for slipping of a vertebral di He re¬ 
ports that there is a tendeno\ a-, pre.sent 
to attribute backache of any t nu lo a 
slipped disc, which too often re o i.- ni an 
unnecessary surgical procedure 

This unjustifiable practice lb .’.i.-.- 
ford strongly—and, of cour.se. iji.it a — 
deplores. No surgeon conscious of hi.- re¬ 
sponsibility to his patient will coudone 
unnecessary surgical intervention for .in. 
purpose whatever. Surgery i.s a tu'iceie s 
form of the healing art, with reg.in' to 
which the term "art” may be used advis¬ 
edly; the competent surgeon’s skill is .skill 
of the highest order, and for this very 
reason it is necessary to be constantly on 
guard against the temptation to employ it 
for its own sake. 

Dr. Brailsford aptly heads his comment 
with a quotation from the immortal Pare: 
A remedy thoroughly tested is better 
than one recently invented.” Exceptions 
oan be made to this rule, to be sure, ns to 
any’ other generalization, and certainly it 
cannot be denied that a great many meth¬ 


ods invented fairly recently have more 
than proved their yvorth. By and large, 
however, the adage is a good one; too 
much haste in attacking any illness is al¬ 
ways unfortunate, just as the too impetu¬ 
ous discarding of a long-tried and effective 
therapeutic technic in favor of a new and 
untried one is always unwise. Surgical 
technics, above all, need the test of time., 
"The term 'slipped disc’ is new, but" 
pains in the back or even in the neck are 
not rare,” Dr. Brailsford points out. "They 
have been recorded in any number of 
ancient writings on medicine. ... On the 
discovery of x-rays surgeons taught us 
that the pains were due to posture, or dis¬ 
placements of the bones. They did not 
then attach any undue significance to the 
discs, which they rightly regarded as our 
most perfect joints, since they not only 
permitted every form of movement but 
.inchored and kept fixed in their places the 
individual bones of the spine. . . . Jledical 
practice, like clothing, is often largely a 
matter of fashion. ... We have seen fash¬ 
ions exhibited in appendicitis, colitis, 
dropped kidneys, x-rays, etc.; and now 
discs. ... A report came from America 
that the discs from a group of patients 
with lumbago or sciatica had been partly 
or wholly removed; cure had resulted in 
all save one or two in whom the pressure 
of the displaced disc had been permitted ‘ 
to continue so long that "thejiervea had 
liecn destroyed. . . . Sb ^ 'on was 

world-wide and w ' 
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tients were operated upon. But it was not 
long before reports began to come in that 
the operations were not all successful, 
even in the hands of the most expert. . . . 
This undue emphasis on the slipped disc 
has caused many who would formerlj’^ 
have regarded the malady as a temporary 
inconvenience to regard themselves more 
or less as invalids, particularly when the 
pain persists after the operation." 

Whether or not one agrees with this 
criticism in its entirety, there is enough 
food for thought in it to give us pause. All 
will remember several instances of ivhat 
Dr. Brailsford calls “fashion” in thera¬ 
peutics; e.g., the fairh' recent hysterec¬ 
tomy dispute, in which it was charged that 
hundreds of women who had no need of 
the operation were being subjected to it, 
and the trend, a few years farther back, 
'toward universal acceptance of the theory 
that, whatever signs of infection wei-e ob¬ 
served in a patient, the removal of all his 
teeth would solve the problem. These ex¬ 
cesses have occurred now and again 
throughout medical history. They are due, 
for the most part, not to charlatanry or 
malpractice but to overenthusiasm for a 
new idea. As Dr. Brailsford implies, suc¬ 
cess with one patient or group of patients 
may easily lead the incautious to the as¬ 
sumption that a panacea has been found 
at last. Ah, that panacea! How many 
weary years we have awaited it: how many 
more years must pass before we finaVy 
recognize it for the will-o’-the-wisp it is! 

It is true that a disc may slip and pain 
may result, just as it is true that many 
women stand in need of hysterectomy and 
that infection elsewhere in the body can 


often be traced to the teeth. But when the 
surgeon is tempted to substitute the gen¬ 
eral for the particular, the syllogism goes 
awry, thus; 

1. John Jones had sciatica; 

2. We operated on John Jones and found 
a slipped vertebral disc, correction of 
which cured the sciatica permanently; 
therefore, 

3. Sciatica is due to the slipping of a 
vertebral disc and can be cured by its sur¬ 
gical correction. 

Aristotle would not approve of this 
brand of logic, anj’- more than does Dr. 
Brailsford. He would point out that the 
only conclusion we are justified in draw¬ 
ing is that in the particular case of John 
Jones the sciatic pains were apparently 
due to a slipped disc and, at the time of re¬ 
porting, were apparently cured by the 
surgical correction thereof. This is the 
language of science as opposed to the fluc¬ 
tuant, facile expression of public opinion, 
with which men of science in their pro¬ 
fessional capacity have nothing to do. 

There is no danger, therefore, that oper¬ 
ation for slipped disc, in those cases in 
which it is clearb' indicated, will suffer 
from the pointing out of its obvious limi¬ 
tations. A touch of adverse criticism for 
good cause is like salt in food, a preserva¬ 
tive and a creator of good flavor. After 
all, the teeth, the uterus and the vertebral 
discs are fairly important to the individual 
patient, who is certainly the person most 
concerned. It will do us no harm to be 
reminded, repeatedly if necessary, that his 
welfare takes precedence over both theory 
and skill. 

—M. T. 
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New Books 


Books Received.—The following books 
have been received by the Editor; they 
will be reviewed critically as space and 
facilities permit. Omission of more ex¬ 
tended review, however, is not to be 
taken as criticism of the merit of the 
book. 


Legal Medicine, Pathology and Toxicology. 
By Thomas A. Gonzales, Morgan Vance, Mil- 
ton Helpern, and Charles J. Umberger. 2nd 
ed. New York, Appleton-Century-Crofts, Inc., 
1954. Pp. 1349. Profusely illustrated. 

Les Yomissements du Nourisson: Etude 
critique, Diagnostic etiologique, Indications 
therapeutiques. Par Emilio Roviralta. Edi¬ 
tion revue et angmentee par I'auteur en 1952. 
Adaptation frangaise de Bernard Duhamel, 
d’apres la traduction de Edouard Del Castil¬ 
lo Japuolot. Paris, fiditions Medicales Flam- 
marion, 1952. Pp. 236. Ulus. 

Technique de la Chirurgie du Sympathique 
et de ses Infiltrations. Par 0. Lambert, P. 
Razemon, et P. Decoulx. 4e 4d. Paris, G. 
Doin & Cie., 1953. 115 figures et 4 planches. 

Cystites Inv4t4r4es et Algies Pelviennes, 
leur Traitement par Infiltrations Anesthesi- 
ques et Neurotomies Chirurgicales. Par Ray¬ 
mond Darget et Holland Ballanger, Paris, 
Masson & Cie., 1954. Pp. 118. Ulus. 

El Dranaje en Cirugia. Por Domingo Prat. 
Montevideo, Imprenta Rosgal, 1955. Pp. 166. 
Ulus, 

Aspectos Quirurgicos de la Estasis Biliar. 
Por J. Pi-Figueras, con V. Artigas y A. 
Llaurado. Madrid, Asociacion Espanola de 
Cirujanos, n.d. Pp. 155. Ulus. (Ill Congreso 
Nacional de Cirugia, Granada, Septiembre 
de 1953). 

La Aortografia Abdominal. Por Ramon 
Carillo, Raul F. Matera, y Juan de Dulacska. 
Buenos Aires, Lopez & Etchogoyen, S.R.L., 
1954. Pp. 114. Illus, 

Sindromi Dolorose dopo Interventi Gastri- 
ci e loro Terapia Chirurgica. Per Luigi Leo- 
poldo Bracco. Torino, Minerva Medica, 1952. 
Pp. 178. Plates. 

Thorakoskopische Eingriffe am Nerven- 
system. Von E. Kux. Stuttgart, Georg Thie- 
me, 1954. Pp. ISO. 48 Teils mehrfarbigen 
Abbildungen. 


Pratique de LTntubafion intra-tracheale 
en Anesthesie. Par Henri Gibert. Paris, G. 
Doin & Cie., 1953. Pp. 188. 39 figures. 

Pheochromocytoma and the General Prac¬ 
titioner. By Joseph L. DeCourcy and Cor¬ 
nelius B. DeCourcy. Cincinnati, DeCourcy 
Clinic. 1952. Pp. 165. 

The Year Book of Obstetrics and Gynecol¬ 
ogy* 1954-1955. Ed. by J. P. Greenhill. Chi¬ 
cago, Year Book Publishers, 1954. Pp. 544. 
Abstracts. 

Anuario Bibliografico Peruano de 1949- 
1950. Ed. by Alberto Tauro. Lima, Biblioteca 
Nacional, 1954. Pp. 427. (Ediciones de la 
Biblioteca Nacional-IX.) 

A general bibliography. I. Books and pam¬ 
phlets. II. Periodicals. HI. Bio-bibliogra¬ 
phies. IV. Bib. of librarianship. Fully in¬ 
dexed, with cumulative contents of the 
series. 

Part I contains a section on medical 
sciences. 

Hugh Roy Cullen, a story of American 
Opportunity. By Ed Kilman and Theon 
Wright. New York, Prentice-Hall, 1954. Pp. 
376. Illus. Biography of a distinguished 
medical benefactor. 

Diseases of the Skin, for Practitioners and 
Students. By George Clinton Andrews. 4th 
ed. Phil, and London, W. B. Saunders Co., 
1954. Pp. 877. 777 illus. 

La Valvola lilitrale: Aspetti anatomici, 
fisiologici, clinici e chirurgici. Per Michele 
A. Chiechi e Charles P. Bailey (sic). Roma, 
Pensiero Scientifico Ed., 1954. Pp. 561. Illus. 

The History of the Samaritan Free Hospi¬ 
tal, with an Appendi.x on the London Hos¬ 
pitals and Infirmaries. By Arnold Whitaker 
Oxford. Cambridge, W. Heffer & Sons, Ltd.. 
1931. Pp. 96. 

Patologia del Estomago Opcrado; II Con¬ 
greso Argentine de Gastroentoerologia, Mar 
del Plata, 13-18 do Abril de 1953. Contribu¬ 
tors from Sociednd de Gastroentcrologia dc 
Buenos Aires, Asociacion Argentina do Ra- 
diologia, and Sociedad Medica dc Mendoza. 
Buenos Aires, Ed. Unicersitaria, 1954. Pp. 
482. Illus. 

Verhandlungen der i 
schaft fiir Chirurgie, 70-Tagung, . 

1953. Berlin, Springer 
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Reactions with Drug Therapy. By Hany 
L. Alexander. Philadelphia: TheW.B.Saun¬ 
ders Company, 1955. Pp. 282. 

The incidence of drug reactions has in¬ 
creased greatly in recent years. Many new 
chemicals have been introduced as therapeutic 
agents, and many more persons apply them 
more frequently. 

The great benefit to man’s health is obvious. 
The fact that untoward reactions to drugs 
have also increased in number is a point to be 
made. One must have the right perspective 
as to untoward reactions to drugs; that is, 
while such reactions sometimes cause the 
drugs to defeat their own purpose, they are 
mere incidents in the great scheme of drug 
therapy. 

In presenting this problem, this book gives 
a comprehensive, well-organized, easily read 
study of drug reactions. 

After Chapter 1, which is in the nature of 
an introduction, establishes the scope of the 
problem. Chapter 2 presents lucidly the cur¬ 
rent trends of thought about the mechanics of 
drug reactions. Chapter 3 classifies and de¬ 
fines the dermatologic manifestations, which 
are the most numerous among drug reactions. 
Chapter 4 deals with the systemic patterns, 
which include the most serious drug reactions. 

The theoretical basis of drug reactions thus 
established, the rest of the book explains the 
application of that knowledge to practical use. 

In each of the next twenty-four chapters 
the author deals with a group of drugs that 
falls under one therapeutic heading, present¬ 
ing the untoward reactions of each in its sta¬ 
tistical perspective and explaining its mecha¬ 
nism, referring the reader to Chapter 2. He 
describes the dermatological manifestations, 
if any, referring to Chapter 3, and discusses 
the systemic pattern of the side reactions, if 
any, referring again to Chapter 3. 

Since untoward reactions to drug therapy 
are a part of drug therapy, this book is part 
of a text on the use of these drugs. 

Z. PiNTEL, ]M.D. 

Otto Russe: .An .Atlas of Operations for 
Trauma. By Otto Russe. Vienna and Bonn: 
Wilhelm Maudrich. 1954. Illustrated. 

Otto Russe, a pupil of Boehler and other 
eminent .Austrian traumatic surgeons, has 
written an atlas of those methods in traumatic 
surgery which are used in his own work and 
which have stood the test of time. The te.xt 
—.and this is to the present reviewer a novelty. 


and an excellent one it is written in three 
languages, German, English and French, and 
thus becomes immediately accessible to the 
greater part of the medical world. It truly 
fits into the concept of medicine as pi’opagated 
by the International College of Surgeons. One 
can only wonder why a Spanish translation 
was omitted. 

The reviewer, being an orthopedic surgeon, 
naturally was particularly interested in the 
treatment of injuries of the e.xtremities and 
the spine as practiced by Dr. Russe. Hardly 
any surgical technic of importance has been 
omitted, possibly with the e.xception of the 
subtrochanteric osteotomy for nonunion of 
fracture of the femoral neck. Also, although 
the comminuted intertrochanteric fracture is 
one of the most difficult fractui-es to treat, the 
reader of the atlas is likelj' to gain the impres¬ 
sion that the treatment of this fracture is an 
easy task. 

The book is well organized, especially in the 
way in which the short te.xt is related to the 
drawings. Furthermore unlike most surgical 
books in which the material is divided accord¬ 
ing to the types of operation, Russe arranges 
the material to advantage in chapters dealing 
with a particular extremity. Thus each opera¬ 
tion, whether it is open reduction of a frac¬ 
ture, a tendon repair or a joint ankylosis, is 
described individually for each extremity. Ap¬ 
proaches and the division of the soft tissue 
are well enough described for the experienced 
orthopedist. The beginner will wish to study 
the surgical procedures in more comprehen¬ 
sive te.xts, but he will always find described in 
the Atlas what can be done in more or less 
common situations. 

The text is concise. The drawings are ex¬ 
cellent and something the author, who states 
that he made them himself, can be proud of. 
The print could be no better. The paper is 
excellent. All this makes it a pleasure to study 
the book. The index of the material and 
authors is most welcome, as is the bibliogra¬ 
phy. The Atlas will be of particular value in 
hospital libraries. 

Kurt Eichelbaum, M.D. 

The Anliseplic: Golden .Tubilee Issue. Ed¬ 
ited by U. Ax Ran. A'ol. .51:2.3.3-732, April 
1954. Illustrated. 

The general theme of this anniversary num¬ 
ber is medical progress in India since 1904. 
In that year Drs. Rama Rau and Xair began 
a monthly journal in Aladras, responding to a 
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need in south India, which was without an 
adequate organ of medical communication. 
The name they chose was in honor of Lister’s 
revolutionary achievements. 

Since then The Antiseptic has identified it¬ 
self with reform in Indian medicine and made 
itself a considerable force in the public life. 
The foreword to this anniversary issue out¬ 
lines its important role in a number of med¬ 
ical movements, including improvements in 
medical education and registration, reforms in 
the civil service and advances in vaccination 
and epidemiologic measures. Through its sup¬ 
port it was also instrumental in founding the 
All-India Medical Council and the Indian Med¬ 
ical Association. 

This wide activity for public improvement 
is reflected in the articles of the Golden Jubilee 
issue, which attempt to represent every facet 
of the medical profession in India. For any¬ 
one concerned with the history and develop¬ 
ment of medicine throughout the world, it thus 
becomes a document of no little value and in¬ 
terest. The many articles received for this 
issue but postponed for lack of space promise 
an even fuller record as future issues appear. 

Readers especially interested in the progress 
of surgery in India will note the generous 
number of articles covering general surgery 
and the specialties. Their titles include: Prog¬ 
ress in Stirgei'y; Fifty Years of Urology; 
Fifty Years of Progress in Gynaecology; Re¬ 
cent Advances in Thoracic Surgery; Pitfalls 
in Surgery; Present Status of Surgery of the 
Heart; Recent Advances in Genito-Urinary 
Surgery; Some Orthopaedic Conditions; Plas¬ 
tic Surgery for Facial Defects; Recent Ad¬ 
vances in Anesthesia; Treatment of Genital 
Prolapse, and Plastic Lens in Cataract Sur- 
Max Thorek, BLD. 

Blodern Surgery for Nurses. Edited by F. 
Wilson Harlow. London: William Heine- 
mann Medical Books, Ltd., 1954. 3d ed. 

Twelve distinguished British teachers in¬ 
cluding the Editor himself, have collaborated 
in the production of this 855-page book on 
surgery for nurses. The present volume is the 
third edition; the original appeared in 1948. 
In the interval since the first edition, oppor¬ 
tunity has been taken to prune, polish and aug¬ 
ment the text in keeping with the incessant 
advances in surgical science and practice. 
Apart from the progress in overall surgical 
knowledge, textbooks for nurse.s reflect the 
enormous change that has occurred in the 
status of the nurse within comparativcij* re¬ 
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cent years. From the level of a menial (not in 
spirit, but certainly in the eyes of the general 
public and, alas, of many physicians) she has 
now reached the rank of a professional. Judg¬ 
ing from the contents of current books on 
nursing, prerequisites for the registered nurse 
at this time are not vastly different from those 
for the medical degree. And after taking ac¬ 
count of chronologic disparity, the educational 
requirements for the graduate nurse today 
would seem to be even more rigid than those 
for the medical graduate of the recent past. 

Harlow's Modern Surgery for Nttrses re¬ 
flects the scope of the nurses' classroom train¬ 
ing in recent years and tends to corroborate 
the foregoing comments on the newly acquired 
status of the nurse. 

Systematically organized and written in uni- 
foi*mly simple language, the book treats ade¬ 
quately the subjects of hemorrhage and shock, 
anesthesia, transfusions, wounds, inflamma¬ 
tions (acute and chronic), including infections 
of the hand, syphilis, tuberculosis, skin graft¬ 
ing, gangrene, amputations, peritonitis, ap¬ 
pendicitis, surgical diseases by organs and 
regions, fractures and dislocations, laboratory 
diagnosis, roentgenology and postoperative 
complications. It thus fulfills the qualifications 
both of a textbook and of a work of reference 
for the nurse, as well as a compendium for the 
medical student. Every type of nursing tech¬ 
nic is described and appropriately located 
somewhere in the book. Although it coincides 
in outline with books of similar scope, this 
work contains information not available in 
other nurses’ textbooks. One is amazed at the 
detailed discussion of certain subjects. The 
chapters are well balanced, despite the mul¬ 
tiple authorship. 

The modern practitioner of medicine and 
surgery wholeheartedly approves of the broad¬ 
er training of the nurse and her occupancy of 
a professional plane. One notes an occasional 
trend, however, to accord the nurse the status 
of an independent therapist beyond the realm 
of firet aid, pending the availability of a physi¬ 
cian. This trend is scarcely to be encouraged. 
The reviewer notes at one point in the book 
the recommendation, without qualification, 
that “carbolic acid is useful for ulcer.’’ This 
is a minor criticism which should not detract 
from the merits of the book. Indeed, ♦’ k 
is recommended not only for the u. 
nursing personnel, but to students '■■■ 
bers of the house staff for quick re.. 

Over 400 well-chosen »’’ -tn , ‘•unr’ 
the text, Ulysses f* 
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Abstracts from Current Literature 


A Technique for the Cure of Inguinal Her- 
niae (Une tecnique de cure des hernies in- 
Ruinales). Ferrand, J., and Pelissier, G., 
Presse Med. 1:63, 1955. 

That methods proposed for the radical cure 
of inguinal hernias are numerous is due to 
the relative frequency (10 to 15 per cent) of 
recurrence after operation by classic technics. 

Even if many surgically treated hernias do 
not recur, it is recognized that most methods 
do not I’ospect the anatomic and ph 3 'siologic 
character of the inguinal region. Goinard in 
France, MaeVay in the United States, Rains 
in Great Britain and others have drawn at¬ 
tention to these shortcomings. 

During etTort the conjoined tendon con¬ 
tracts in a manner parallel to the femoral 
arcade, thus obliterating the elliptic orifice 
situated between the muscular arc and 
Cooper’s ligament. It is the passage of the 
spermatic cord through this space which is 
tlie cause of the parietal weakness frequently 
observed, manifested either by persistence of 
a congenital peritoneal sac or by direct hernia. 
The rarity of direct hernias in women is 
noted. 

MaeVay’s operation of bringing the con¬ 
joined tendon down to Cooper’s ligament, thus 
obliterating the muscular arc is a good mea¬ 
sure against recurrence. With this technic, 
however, one form of failure is still possible: 
Recurrence at the level of passage of the cord 
in the transitional space between the con- 
joined-to-Cooper’s repair and the more super¬ 
ficial plane of the e.xternal oblique. 

Against this the authors propose e.xterioriz- 
ing the testicle and then passing the cord 
through a “window” made in the fibers of the 
conjoined tendon. Then the latter is approxi¬ 
mated to Cooper’s ligament in the usual way. 
The testicle is easily replaced into the scrotum. 
With this technic it is claimed, the weak .spot 
is extremely reduced and does not permit re¬ 
currence. In a way this method is not unlike 
the repair of hernias in women. It is to be 
noted that recurrence in women is e.xceptional. 

The operation is possible only in the pres¬ 
ence of an anatomically and functionall.v in¬ 
tact conjoined tendon which is usually present. 
Forty adults treated by this method since 1952 
have ])resented no signs of recurrence. 

S. A. GUKt'KDJlAN. M.D. 


Treatment of Certain Coarctations with 
Homologous Grafts, Fixed in 4% Formalin. 
Nuboer, J. F., Arch. chir. Neerlandicum 6: 
123, 1954. 

The author states that direct anastomosis 
between the two aortic stumps is the ideal 
surgical treatment of stenosis of the aortic 
isthmus, provided the connection can be made 
wide enough. This is possible only when the 
aortic arch and the subclavian arteiy, on the 
one hand, and the descending aorta, on the 
other, have to a certain extent been mobilized. 
The optimal time for surgical treatment is 
between the ages of 10 and eighteen. In older 
patients, when the coarctation is rather drawn 
out, sclerotic modifications with loss of elas¬ 
ticity and development of brittleness cause the 
aortic wall to become so fragile that the 
sutures, which must be applied with some ten¬ 
sion, do not hold. 

The development of aneurysms in the adja¬ 
cent intercostal artery or in the aorta distant 
to the stenotic area further complicates the 
suturing. Use of the Clagett and Blalock an¬ 
astomosis of the end of the subclavian artery 
to the side of the aorta often gives poor re¬ 
sults, because interruption of a normal stream 
through the subclavian artery causes a large 
number of important collaterals to be cut out, 
and probably also because the connection be¬ 
comes too narrow or is entirely closed by de¬ 
velopment of a thrombus. The latter was 
observed bj’ the author in the case of a girl 
operated on at the age of 14. From the first 
no pulsations in the legs were perceptible. A 
fresh operation was performed when the pa¬ 
tient was 17 and it was then observed that the 
diameter of the subclavian artery was no more 
than that of a pencil; the region of the anas¬ 
tomosis was completel.v obliterated. 

Another i-eason for failure is that the por¬ 
tion of the subclavian artery turned down can 
be nipped off, since the aortic arch in the 
stenotic region remains fixed. Citing the 
studies of Gross, the author concludes th.'it, in 
the presence of any of the following six con¬ 
ditions, homologous grafting is far preferable 
to bridging the gap b\' anastomosis between 
the left subclavian artery and the descending 
portion of the aorta: 

1. Long strictures. 

2. Short strictures in elderly patients, in 
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whom the aorta is rigid and nonelastic. 

3. Aneurysmatic distention of the aorta, 
distal to the site of the aorta. 

4. Aneurysm of the intercostal arteries, 
which may lead to irreparable damage to the 
aortic wall. 

5. Distal aortic stenosis in most cases. 

6. Recurrence of aortic stenosis. 

Since the method of Gross for preserving 
artei'ial grafts is impracticable in the Nether¬ 
lands because autopsy cannot often be done 
so quickly after death that successful aseptic 
grafts can be obtained, and since suitable 
grafts are difficult to obtain, the author 
started an experimental investigation of the 
possibility of acquiring homologous grafts 
fixed in solution of formaldehyde, for which 
the reader is referred to an article bv Moeys, 
Mreyen and Den Hartog (published in the 
same issue). These authoi*s showed that, 
provided fixing and preserving are well done, 
these grafts are in no respect inferior to 
fresh homologous grafts and have some ad¬ 
vantage over them, since the elastica breaks 
up much later than is the case with fresh 
homologous grafts. 

This type of graft was first used on periph¬ 
eral arteries, and when the results proved 
good it was applied in cases of coarctation. The 
grafts are obtained by taking the artery from 
the cadaver without any aseptic precaution. 
The branches are cut off at some distance 
from the aorta. The blood vessel is then 
placed in physiological water and sent to the 
surgical department, where all the side 
branches are carefully detached and tied off 
and the larger side branches are closed with 
everting sutures of No. 00000 silk and atrau¬ 
matic needles. The aorta is slipped over a 
glass tube and fixed in a 4 per cent solution 
of formaldehyde with a pH of 5.6. If the solu¬ 
tion is more acid the blood vessel become,s too 
hard for suturing; if a more alkaline solution 
is employed the wall becomes too soft for 
normal use. 

The specimens are pre.served at room 
temperature and arc ready for use after ten 
to fourteen days. They may be kept for six 
months and probably even longer. Specimens 
presented for a very long time tend to become 
somewhat stiff. 

Before being used, the specimens are 
rinsed for twenty-four hours in sterile saline 
solution, after which they are placed in saline 
solution to which penicillin and heparin have 
been added. In the Surgical Department of 


Utrecht University Hospital, there -were 19 
cases of coarctation, in 8 of which the con¬ 
dition was treated by means of homologous 
grafts. 

None of the patients died as a conse¬ 
quence of the operation. Eleven patients under 
20 years of age required only one graft, and 
this was on reoperation after a procedure of 
the Clagett type which had taken place three 
years previously. Of the 5 patients between 
the ages of 20 and 30, grafting was done in 
4, twice owing to aortic stenoses of long dura¬ 
tion and twice owing to great brittleness of 
the wall with concurrent aneurysmal distention 
of the aorta or the intercostal artery. All 
patients over the age of 30 required the graft¬ 
ing technic because of great brittleness of the 
nortic wall. In 1 case the result was unsatis¬ 
factory because, in the course of the opera¬ 
tion, it was observed that the aorta was 
partially thrombosed distally. One patient 
died fourteen months after the operation 
of mitral insufficiency and aortic stenosis with 
insufficiency. Autopsy revealed that the homol¬ 
ogous graft had remained perfect. Histologic 
examination of this graft indicated that the 
elastica of formaldehyde preserved grafts re¬ 
mains longer intact, and in the author's 
opinion the extensive calcification reported by 
Gross as occurring in such grafts is due to 
inadequate fixation. 

Warren A. Yemm, M.D. 

Inverse Gastrectomy: Proposition and jus¬ 
tification of a new curative operation for 
peptic ulcer (La gastrectomie inversee; prop¬ 
osition et justification d’une intervention 
curatrice nouvelle de la malndie ulccreuse). 
Dcloyers, L., Lyon Chir. 50:5-1.5, 1955, 

Empirically the efficacy of the usual types 
of partial gastrectomy for ulcer rests on the 
fact that by these methods the acid-bearing 
zone of the stomach is disconnected from its 
region of ph)’siologic stimulation. Thus the 
therapy is typically “functional,” a form of 
treatment which, even without excision of the 
ulcer, produces free achlorhydria of the re¬ 
maining stump. However, on these assump¬ 
tions, and physiologically speaking, classic 
gastrectomy is a paradoxic operation. 

Indeed achlorhydria is obtained by the re¬ 
moval of the alkaline zone (antral)), 
stomach, while the acid-bearing 
fundus) is left intact. Admittedly 
rendered silent, but potentially .it kCv.. 
acid-secreting power I. ’ ' ■ in 
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tain cases maj- resume the production of hy¬ 
drochloric acid, thus reopening the cycle of 
ulcer disease. 

The author has obser\-ed experimentally 
that in the absence of the gastrin-secreting 
prepyloric antrum it is possible to stimulate 
acid secretion at the fundus either by increas¬ 
ing the intensity of the stimulus (histamine, 
for example)) or by postoperative states of 
“stress.” Indeed, sti'ess is considered the 
likeliest cause of the hydrochloric acid after 
gastrectomy, via a hormonal stimulation from 
the pituitary and adrenals. 

For the author the problem is this: It is 
dangerous to leave a territory of gastric se¬ 
cretion while thei'apeutically the aim pursued 
is the suppression of free production of hydro¬ 
chloric acid by the stomach. It is frankly ad¬ 
mitted that the usual technics of gastrectomy 
give e.xcellent results in the majority of cases, 
as well as satisfaction to the surgeon. How¬ 
ever, clinically and e.xperimentally the danger 
of leaving a potential acid-secreting ai-ea con¬ 
stitutes the paradox related to these opera¬ 
tions. 

Once these physiopathologic facts are rec¬ 
ognized, the author wonders why gastric re¬ 
section should not take on a more rational 
character. This leads to the proposition of 
“invei*se gastrectomy,” performed by remov¬ 
ing the acid-bearing (proximal) part and 


leaving the alkaline (distal) part. 

The technic of the operation is described 
and illustrated. A thoracic approach is used. 
The ninth rib is resected, and the distal part 
of the esophagus is liberated by opening the 
diaphragmatic hiatus. Gastric section is per¬ 
formed at the antrofundal juncture, the acid¬ 
bearing fundus being removed completely. 
End-to-end anastomosis is done between the 
stomach and the esophagus below the cardia. 
The ulcer is, of course, not removed. 

The results are said to be highly gratifying. 
Acid curves remain negative even after ad¬ 
ministration of histamine, and the gastric con¬ 
tents remain free from pepsin. Roentgen 
studies show a normal passage. Subjectively 
the patient feels satisfied. Not a single case 
of “dumping syndrome” was noted in this 
series. 

Indications for inverse gastrectomy in¬ 
clude all the manifestations of peptic disease: 
ulcer of the cardia, of the lesser curve, of the 
antrum, of the duodenum or of the jejunum. 
Pyloric stenosis is a contraindication. 

It is admitted that this new approach and 
technic may have difficulties and will need 
longer and more thorough investigation, but 
it appears to have a logical basis. 

Illustrations enrich this notably serious 
study. 

S. A. Gueukdjian, M.D. 


Alwavs advise a Friend to do that which you are sure he is not going to do. 
Then, if his Venture fails, you will receive credit for having warned him.. If it 
succeeds, he will be happy in the Opportunity to tell you that you were Dead Wrong. 

—Adc 
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Original Articles 

Cysts of the Semilunar Cartilage 
of the Knee-Joint 

JOHN HERTZ, M.D., F,I.C.S., F.S.C.S. 
COPENHAGEN, DENMARK 


C YSTS of the semilunar cartilages are 
rare. The first descriptions are usu¬ 
ally credited to Ebner (1904) and 
Schmidt (1906). As far back as 1883, 
however, the Frenchman Nicaise published 
an account of a multilocular cyst of this 
type, and in 1900 Ernberg described a 
case of a cyst situated at the fibulotibial 
joint. In 1916, Riedel wrote of 6 instances 
of cysts of the semilunar cartilage. In 
1927 Kleinberg was able to trace 20 cases 
in the literature available; and in 1949 T. 
Borg had collected 71 cases, in 54 of 
which the diagnosis had been verified at 
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operation and in 36, moreover, by subse¬ 
quent microscopic examination. In 1953, 
Bonnin published a comprehensive report 
of 29 of his own patients, with a total of 
31 cysts. As to the incidence of cysts of 
the semilunar cartilages, Sjovall of Swe¬ 
den, referring to 875 arthrotomies from 
the University Clinic in Lund, has pointed 
out that they occurred in only 1 per cent 
of the total number of arthrotomies of the 
knee joint. 

Owing to the relative infrequency of 
this condition, it seems appropriate to re¬ 
port 2 further cases, presenting almost 
identical features, which have c nd 
my own observation and in 
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the patients were treated successfully. 

Etiologic a7id Pathogenic Background. 
—The cause and pathogenesis are obscure; 
several theories have been advanced, but 
no final conclusion has yet been reached. 

Congenital inclusions of synovial rests 
have been blamed for the development of 
these cysts — a theory that was first ad¬ 
vanced by Ollerenshaw; other authors 
(Willard and Nicholson, Zadek and Jatfee) 
later came to the same conclusion. Chronic 
infection has also been held responsible 
for the development of the cysts (Jean). 

With regard to the causal relation be¬ 
tween the development of these cysts and 
vascidar abnormalities, Ebner, as far back 
as 1904, described an obliterating type of 
endarteritis of the small arteries of the 
capsule, though other authors have been 
unable to confirm this finding. 

There appears to exist a certain relation 
between the formation of cysts of the 
semilunar cartilage and tranina, as a con¬ 
siderable number of records mention an 
antecedent injury. Some authors, how¬ 
ever (Blanco, i\Iarano and Postoloff), con¬ 
sider the traumatic theory “highly specu¬ 
lative.” The frequency of antecedent 
trauma is given by Bonnin as one-third of 
the cases, by Jean as 45 per cent and by 
Allison and O’Connor as half the cases. 
Sjbvall placed the frequency at 55 per 
cent, and Borg reported that an antecedent 
trauma had been established in 21 of the 
54 cases in which operation was per¬ 
formed. It is remarkable that, in 3 cases 
of the 6 reported by Lidstrom which came 
before the Insurance Mediator’s Board, 
this institution decided that an accident 
within the meaning of the insurance laws 
had occurred in these 3 cases. One of the 
patients under consideration here (Case 
1) also had a history of an antecedent 
trauma — a severe one, with fracture and. 
moreover, rupture of the semilunar car¬ 
tilage. whereas the patient in Case 2 de¬ 
nied having undergone any preceding in¬ 


jury. Since this has been observed in such 
a considerable number of cases, it is im¬ 
possible to deny the significance of trauma, 
and the relation between a torn cartilage 
and cyst formation is of great interest. 
At an autopsy, Lindblom demonstrated a 
rupture of the anterior part of the lateral 
semilunar cartilage, ending in a ganglion 
at the most anterior capsular attachment. 
It is remarkable that cysts of the external 
meniscus have been shown to be three 
times as frequent as are cysts of the me¬ 
dial semilunar cartilage: Bounin’s account 
includes 7 medial and 24 lateral meniscec¬ 
tomies, as the medial semilunar cartilage 
is injured approximately six times as fre¬ 
quently as the lateral. Some authors 
(Bristow; Phemister) have held the slight 
inward angulation at the knee responsible 
for the higher frequency of degenerative 
cysts of the lateral meniscus, as it causes 
greater pressure on the outer side of the 
joint. This theory, however, has been 
gainsaid by Taylor, who pointed out that 
“this inward angulation is greater in 
women than in men, and yet the incidence 
of cysts in the menisci is less in women 
than in men.” Taylor found an explana¬ 
tion in the fact that the lateral cartilage 
is more exposed to direct trauma than is 
the medial, and if in cases of cj''sts in the 
internal cartilage a trauma has been re¬ 
ported, it has been a direct blow on the 
medial side of the knee. 

Concerning pathogenesis and the mech¬ 
anism of the trauma, even the first au¬ 
thors to publish cases of this type of cyst 
suggested that the cyst formation de¬ 
pended on a hernial protrusion of the 
synovial membrane (Nicaise; Ernberg). 

With regard to the mechanism of the 
trauma, Jean e.xpressed the opinion that 
the trauma caused a hemorrhage into the 
meniscus, a “hemorrhagic intrameni.scale” 
from which the cysts develop. Taylor also 
pointed to a contusion of the semilunar 
cartilage, followed by mucoid degeneration 
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of the cartilage; he emphasized the “mild¬ 
ness” of the trauma as an essential factor 
in the development of the cysts. An in¬ 
complete transverse or oblique tear, the 
“parrot-beak tear,” is associated particu- 
iarly with cystic degeneration (Smillie). 
Concerning the mechanism of the trauma, 
Smillie, who has also pointed to the sig¬ 
nificance of the rotary trauma, offered an 
interesting explanation: as a definite his¬ 
tory of a direct kick over the joint line is 
recorded in a number of these cases and 
it is not improbable that this direct kick 
on the convexity forces the meniscus 
towards the center of the joint; and, as 
the lateral meniscus is tightly gripped be¬ 
tween the femur and the tibia, it cannot 
fold or buckle, and a transverse tear may 
result. In 1 of my own cases, however 
(Case 1), the antecedent trauma was a 
severe one, with fracture and a torn car¬ 
tilage. The ability of the semilunar car¬ 
tilage to regenerate after trauma seems 
to be an important factor in this connec¬ 
tion, and it may be worth while to draw 
attention to Fisher’s description of the 
nourishment of the menisci. Fisher de¬ 
scribed how the outer third of the semi¬ 
lunar cartilages derives its nourishment 
from blood vessels entering the cartilage 
from the periphery, whereas the inner two- 
thirds derive their nourishment from the 
synovial fluid. He observed that in trans¬ 
verse tears of the semilunar cartilages the 
outer third heals by dense fibrous tissue, 
while the inner third fails to heal at all. 
It is also known that regeneration of the 
semilunar cartilages after meniscectomy 
can take place from the periphery, with 
the formation of new meniscus. 

That degenerative changes in the menis¬ 
cus play a very important role in the devel¬ 
opment of the cysts has been emphasized 
by most of the authors who have con¬ 
cerned themselves with these cysts (Bris¬ 
tow; Campbell and Mitchell; Fisher; 
Phemister; Taylor), and attention has 


been drawn to the similarity between these 
cysts and ganglions in other sites. Colloid 
degeneration of the fibrocartilage (Allison 
and O’Connor; Borg; Kleinberg) has even 
been termed “meniscite chronique pseudo- 
kystique” by Jean. Allison and O’Connor 
concluded that the degenerative changes 
were the end result of interference with 
the blood supply of the cartilage. These 
authors also found it reasonable to assume 
that the trauma may act as an eliciting 
factor, but they emphasized the point that 
such an assumption cannot expiain the 
evident progressive degeneration of the 
semilunar cartilage over a period of 
months, or even of years, after the injury. 
Kleinberg, too, came to the conclusion that 
the cysts arise from the cartilage and rep¬ 
resent the end result of a degenerative 
process starting in the cartilage; defects 
appear in the middle of the meniscus, 
either through some kind of injury or per¬ 
haps through disturbances of the metabo¬ 
lism of the cartilage cells; these cells be¬ 
come necrotic; the defects develop into 
vacuoles, which coalesce, enlarge and be¬ 
come cysts. 

Pathologic Picture .—The cyst is firmly 
attached to the meniscus and extends into 
it. Microscopic examination shows that 
the cyst consists of a lining membrane 
made up of fibrous connective tissue, which 
contains a few scattered cells and deposits 
of fibroid material with degenerative 
changes (Fig. 1). The cyst usually con¬ 
tains mucoid, or slightly blood-tinged ma¬ 
terial. The cyst may be unilocular, or, as 
in most cases, multilocular, separated by 
fibrous septums; there is, however, no rea¬ 
son to distinguish between unilocular and 
multilocular cysts, as several authors have 
done. Far more important from a patho¬ 
genetic point of view is the problem as to 
whether the wall is lined by a membrane 
of epithelial or endothelial tissue. This 
has long been a matter of controver.sy. 
Ollerenshaw, Willard and Nicholson and 
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Zadeck and Jaffee claimed that they ob¬ 
served an endothelial lining, but most 
authors have been unable to confirm this 
observation (Ebner; Allison and O’Con¬ 
nor; Campbell and Mitchell; Jean). 

In neither of the 2 cases here reported 
was an epithelial or an endothelial lining 
observed; degenerative changes, however, 
were pronounced, and the cavities were 
lined with degenerated cartilage tissue. 

Clinical Featiircs. — The condition is 
usually encountered in young adults 
(Blanco: IMarano and Postoloff; Sjovall; 
Smillie; Bonnin; Taylor). There are, 
however, cases on record of children—a 
5-year-old (Campbell) and a 6 - 3 'ear-old 
(Colonna)—with such a cyst of the semi¬ 
lunar cartilage, and in the cases here pre¬ 
sented the patients were men aged 51 and 
64 respectively. The lesion most frequent¬ 
ly occurs in males; Bonnin’s account in¬ 
cludes the cases of 22 male and 7 female 
patients. 

The cyst usually appears as a swelling 
located at the middle portion of the af¬ 
fected cartilage. It may also be situated 
anteriorly or posteriorly; these locations 
are rarer. According to Bonnin’s account 
of 31 cysts, 24 were located at the “classic” 
site, while 3 were located anteriorly and 
4 posteriorly. The swelling usually gi-ows 
slowly for several years, as in Case 2; it 
may. however, reach its maximum size 
quickly and then remain stationary (Alli¬ 
son and O’Connor), as it did in Case 1. 
The cysts may be painful or painless. 
Hayek emphasized “lancinating pain” as 
an early and frequent symptom, observed 
in his 2 cases, in which the pain did not 
disappear until four or five weeks after 
removal of the cyst. The patient may also 
complain of insecurity of the knee joint 
(Blanco; Marano and Postoloff). Bonnin. 
Blanco. Smillie and Marano and Postoloff 
also mentioned pain (particularly after 
exercise and athletic activity) relieved by 
rest, but a number of Bonnin’s patients 
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stated that the pain was worse at night. 
Bonnin further mentioned active pain in 
the knee joint, which was referred by the 
patient “with accuracy and precision” to a 
small area on the joint line. 

A symptom not mentioned in the avail¬ 
able literature is a paresthetic sensation 
in the region of the peroneal nerve, caused 
by compression of this nerve; this symp¬ 
tom was veiy pronounced in Case 1, and 
it is remarkable that it disappeared imme- 
diatelj" the tumor was removed. 

The mass may be firm or semifiuctuat- 
ing. It is not reducible, but its size may 
vaiy with different positions of the knee, 
being larger with the limb extended 
(Sjovall). Pisani considered complete 
disappearance on acute flexion a pathog¬ 
nomonic sign, which he termed the “dis¬ 
appearing sign”; it was observed by him 
in 31 instances. The cyst may or may not 
be tender to firm pressure. The move¬ 
ments of the joint are usually normal, 
apart from slight pain or tenderness on 
extreme flexion or extension of the limb 
(Allison and O’Connor), as in Case 1. The 
movements of the limb may also be com¬ 
pletely free and painless, as in Case 2. It 
is a characteristic feature that the mass 
moves only with the movements of the 
tibia. 

A unique and extremely interesting case 
has been reported by Wijnbladh. In this 
case there was a lump on the anterior side 
of the tibia, which recurred after removal; 
at reoperation it proved to be a cyst of the 
medial semilunar cartilage. A stem 20 cm. 
long connected the mass with the degen¬ 
erated meniscus, which was also removed. 
Wijnbladh called it “a migrating gan¬ 
glion.” 

The ordinary roentgenogram of the 
knee joint is completely normal except for 
the shadow that may be revealed in the 
soft parts. A roentgenogram after insuf¬ 
flation of air into the knee joint in cases 
of severe involvement reveals a horizontal 
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fissure in the semilunar cartilage (Fig. 2). 

Treatment and Prognosis. — Proper 
treatment consists in operation, with ex¬ 
cision of the cyst and the semilunar car¬ 
tilage or part of it. It is advisable to re¬ 
move the meniscus and the cyst cn bloc, 
as was done in Case 1; this may be a com¬ 
plicated procedure, as part of the synovial 
membrane must be sacrificed in some 
cases. Removal of part of the cartilage 
may prove sufficient, especially when the 
cyst is attached to the anterior part of it 
(M. Thorek). In some cases Smillie has 
used an additional posterior incision. 

Most authors agree that the removal of 
the semilunar cartilage, or part of it, is 
necessary if recurrence is to be avoided 
with certainty (Allison and O’Connor; 
Borg; Riedel; Taylor). In the case de¬ 
scribed by Schmidt in 1906 it was remark¬ 
able that the condition recurred twice 
after simple removal of the cyst; when, at 
the third operation, the semilunar carti¬ 
lage too was removed, the condition was 
cured. Simple excision of the cyst with¬ 
out removal of the meniscus may also 
prove sufficient to insure a favorable re¬ 
sult (Sjovall), as it did in Case 2, but the 
more radical surgical procedure is to be 
preferred. 

After complete removal, recovery with 
no recurrence may be expected, as in the 
2 cases under review, in which the post¬ 
operative period of observation extended 
over several years: ten in Case 1 and two 
in Case 2. 


REPORT OF CASES 

Case 1. — A 51-year-old man had had an 
accident resulting in fracture of the left femur 
and tibia four years prior to entering the 
hospital. The fracture healed after proper 
treatment. Subsequently a node developed at 
the level of the head of the left fibula; the 
node was fairly painful, and there were slight 
paresthetic sensations in the peroneal region, 
JIassage had only a slight effect on the pain. 
The node remained unchanged, and the pain 
returned. 


On admission a soft, tender, flat node the 
size of a prune was palpated at the level of the 
head of the left fibula; it was adherent in the 
deep tissues but not to the skin; it was not 
reducible. Except for pronounced tenderness 
at the site of the node when the knee was 
fully flexed, the movements of the knee were 
normal and caused no pain. There was slight 
hypersensitivity in the peroneal region. There 
was no atrophy of the peroneal muscles. 

Routine examination revealed no abnor¬ 
mality. The blood pressure in millimeters of 
mercury was 100 systolic and 75 diastolic. 
Roentgen examination of the left knee joint 
by air insufflation revealed a fissure of the 
lateral semilunar cartilage (Fig. 2), 

Operation was performed (J. H.). An incision 
was made through the skin and fascia; the 
hygroma, which was multilocular, was iso¬ 
lated; the lateral semilunar cartilage and the 
hygroma were extirpated en bloc, isolation 
being effected from the internal surface of 
the capsule to avoid damage to the peronFal 
nerve, which must have been lying close to 
the hygroma and was probably compressed by 
it. Part of the lateral collateral ligament was 
sutured with interrupted silk sutures; the 



Fig. 1 (Case 1).—Cyst of the semilunar cartilage 
and the attachment to the meniscus. Pronounced 
degenerative changes, with formation o • cuole*^' 
and cystic cavities, can be her ^ c 

dence of any epithelial 
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Fip. 2 (Case 1).—Roentgenogram of cyst of the 
semilunar cartilage, revealing a fissure in the 
lateral meniscus. 


capsule with catgut, and the skin with silk. 
The postoperative course was uneventful. The 
paresthesias in the peroneal region dis¬ 
appeared immediately after the operation. 

Microscopic examination showed a semi¬ 
lunar cartilage with scattered, pronounced 
degenerative changes. Edema, vacuolization, 
dissolution and crumbling of the fibrils were 
observed, as well as unmasked areas of the 
tissue. Scattered narrow cystic cavities lined 
with cartilaginous tissue presenting degenera¬ 
tive changes were observed. There was no evi¬ 
dence of any endothelial or epithelial lining of 
the cavities. Macroscopically it was seen that 
a mass was firmly attached to the border of 
this meniscus. Microscopic examination 
showed that this mass consisted of lamellar 
fibrous tissue, poor in cells, surrounding 
smaller cystic cavities lined by tissue with 
pronounced degeneration. There was no evi¬ 
dence of .any endothelial or epithelial lining of 
tl'.e cavities. A synovia! epithelium covered part 
of the sp'.vim.en. In the adjacent structures 


very slight unspecific inflammatory changes 
were evidenced. The microscopic diagnosis 
was degenerative change in the semilunar car¬ 
tilage, with a so-called “ganglion” attached 
(Fig.l). 

At reexamination the patient was still feel¬ 
ing well, and there has been no recurrence 
during a follow-up period of ten years. 


COMMENT 

This case illustrates how a cyst of the 
lateral semilunar cartilage may develop 
after a severe injury to the knee joint. The 
cyst had caused sensations in the region 
of the peroneal nerve, probably on account 
of compression of this nerve. The roent¬ 
genogram revealed a fissure in the semi¬ 
lunar cartilage. Operation, including com¬ 
plete removal of the cyst and the meniscus 
en bloc, brought about recovery during a 
postoperative observation period of ten 
years. On microscopic examination the 
relation of the Qyst to the semilunar car¬ 
tilage was ascertained, but there was no 
evidence of an epithelial lining in the cys¬ 
tic cavities. 

Case 2.—A 64-yeai'-old man had for some 
time noticed a swelling on the lateral border 
of the right patella. There was no history of 
antecedent trauma, and there had been no 
pain. The node had slowly increased in .size 
during a nine-month period of observation. 

On admission, a comparatively soft node the 
size of a pea w’as palpated in the region of the 
lateral border of the right patella. The node 
was not reducible. There was no tenderness of 
the node, which was adherent in the deep tis¬ 
sues but not to the .skin. Movements of the 
knee were normal and without pain. The re¬ 
sults of routine e.xamination were essentially 
negative. The blood pressure in millimeters of 
mercury was 1.3.5 .systolic and 50 diastolic. 
Roentgen examination of the right knee re¬ 
vealed nothing abnormal. Examination by 
means of air insufflation was not performed. 

Operation was performed (J. H.). A cunx-d 
incision was made through the skin and fascia 
at the lateral border of the patella. A multi- 
locular hygroma was isolated with some dif¬ 
ficulty. A communication to the knee-joint 
cavity of the thickness of a pencil was ob- 
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served at the lateral meniscus. The hygroma 
was removed completely. The communication 
was sutured and the meniscus in situ. The 
fibrous capsule was closed with interrupted cat¬ 
gut sutures, and the skin with silk. Except for 
slight hemorrhagic oozing, the postoperative 
course was uneventful. 

Microscopic examination revealed that the 
tissue removed consisted of lamellar fibrous 
tissue with degenerative changes, vacuoliza¬ 
tion and smaller cystic cavities, which in 
places coalesced, forming larger cavities lined 
by tissue with marked desquamation. There 
was no evidence of any epithelial or endo¬ 
thelial lining of the cavities. The microscopic 
diagnosis was so-called ganglion. 

COMMENT 

This case illustrates an apparently spon¬ 
taneous development of a cyst of the lat¬ 
eral semilunar cartilage and, in addition, 
the manner in which surgical intervention, 
with removal of the cyst, brought about 
recovery during a postoperative observa¬ 
tion period of two years. Microscopic 
examination failed to demonstrate the 
presence of any epithelial or endothelial 
lining of the cysts. 

SUMMARY 

After a survey of the frequency of cysts 
of the semilunar cartilages of the knee 
joint, the author gives an account of the 
different theories about the etiologic back¬ 
ground and pathogenesis of this condition. 
The pathologic picture, the clinical fea¬ 
tures and the treatment are outlined, and 
2 illustrative cases are reported. 

ZUSAMMENFASSUNG 

Nach einer Untersuchung der Haufig- 
keit des Auftretens von Zysten in den 
Menisken des Kniegelenks berichtet der 
Verfasser fiber die verschiedenen Theorien 
des iitiologischen Hintergrundes und der 
Pathogenese dieser Erkrankung. Bas 
pathologische Bild, die klinischen Erschei- 


nungen und die Behandlung werden be- 
schrieben, Zwei erlauternde Falle werden 
berichtet. 

RfiSUMfi 

Apres avoir donne un apergu de la fre¬ 
quence des cystes du cartilage semilunaire 
du genou, Tauteur explique les differentes 
theories de Tetiologie et pathogenese de 
cette condition. L’image pathologiques, les 
symptomes cliniques et le traitement sont 
expliques et deux cas illustratives sont 
reportees. 

RESUMEN 

Despues de una encuesta para determi- 
nar la frecuencia de los quisles de los car¬ 
tilages semilunares de la rodilla, el autor 
da una relacidn de las diferentes teorias 
acerca del fondo etiol6gico y patogenesis 
de este padecimiento. Se mencionan la 
imagen patoldgica, los hallazgos clinicos y 
el tratamiento y se comunican 2 casos ilus- 
trativos. 

SUMARIO 

Apos uma investigagao sobre a freqUen- 
cia dos cistos das cartilagens semilunares 
da articulagao do joelho, o autor apresenta 
as varias teorias sobre as bases etioldgicas 
e patogeneticas desta afeegao. 0 quadro 
patologico e delineado, bem como os dados 
clinicos e o tratamento, sendo apresenta- 
dos dots casos. 

RIASSUNTO 

Bopo una rassegna sulla frequenza della 
cisti della cartilagine semilunare del ginoc- 
chio Tautore espone le varie teorie sulPeti- 
ologia e sulla patogenesi di tale affe 
et ne descrive il quadro anatomo 
gico, clinico e la cura. Vengono presen 
due casi dimostrativi. 
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Yi’isdom is the jicrfcct good of the human mind; j)hilosoj)hy 
wisdom and the endeavor to attain it. 


is the love of 
—Scricca 


To he a pliilosojdier is not merely to have subtle thoughts, nor even to found a 
school, hut so to love wisdom as to live according to its dictates, a life of simplicity, 
independence, magnanimity, and trust. 

—Thorcatt 
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Fractures of the Femoral Neck 

CHAELES J. FEANKEL, M.D., and DANIEL W. PEATT, M.D. 

CHARLOTTESVILLZ, VIRGINIA 


A BOUT fifteen years ago Kellog Speed 
delivered a lecture on the "unsolved 
^ fracture.” At that time the Smith- 
Petersen nail, multiple pins, the lag screw 
and many other varieties of hardware 
were in active use. Dr. Speed’s paper was 
politely accepted as the offering of an 
elderly medical statesman. One of us, a 
former student of Dr. Speed’s, should have 
realized that this illustrious surgeon did 
not often speak lightly. The passing of 
the years has shown how timely was his 
message and how he tried in vain to guide 
younger surgeons away from the false 
illusions created by a multiplicity of un¬ 
proved procedures. 

In 1953 Dr. James A. Dickson, in a 
presidential address given before the 
American Orthopedic Association, pro¬ 
tested against defeatism. The unsolved 
fracture was still an enigma. Much had 
been learned; progress had been great, but 
poor end results still plagued most ortho¬ 
pedic surgeons. Dr. Dickson presented 
several case reports on patients who had 
had preliminary care with the Whitman 
plaster, the Thomas splint, the lag screw, 
multiple pins, a Smith-Petersen nail and 
the Jewett nail; and, regardless of the 
method used, nonunion had occurred. 
After being treated with bone grafts or 
combined osteotomy and bone grafts, all 
of the patients presented by Dr. Dickson 
obtained almost normally functioning 
hips, with no pain or limited motion and 
no limp. Today most of these patients 
would have been considered candidates for 
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hip prostheses. Dr. Dickson further pro¬ 
tested the use of untested materials, non- 
physiologic procedures and immature 
judgment. 

The “unsolved fracture" will not be 
solved through a series of minor attacks. 
An all-out effort combining the talents of 
engineers, anatomists, physiologists and 
surgeons will be needed. 

Retrospection, when repeated, often 
brings to light information which one has 
thought to be new and advice which, had 
it been heeded, might have changed the 
course of many disastrous cases. Pauwels 
thoroughly studied the mechanics of frac¬ 
tures of the femoral neck. He warned of 
the poor prognosis to be expected of Type 
2 and Type 3 fractures, or fractures in 
which the angle of fracture was between 
30 to 60 degrees and 60 to 90 degrees re¬ 
spectively. Pauwels further suggested 
that the Type 3 fracture might require 
additional care — perhaps bone grafting. 
In 1945 the South American literature 
contained several articles in which excel¬ 
lent results in fairly large series of cases 
were reported. In all of these cases bone 
grafts had been inserted during the period 
of initial surgical treatment. 

Senn, in 1901, stated that if bone ends 
can be placed in perfect apposition, union 
by bone will take place. Time has proved 
Senn somewhat overenthusiastic, but it 
was his work that laid the foundation for 
the development of the Smith-Petersen 
tri-fianged nail and the recognition of the 
need for better roentgen technic to show 
the hip in the lateral as well as the antero¬ 
posterior positions. Phemister, Wolcott, 
Whitman, Abbott, Johannson, Linton, 
IMcEIvenny, Leadbetter and dozens of 
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others have contributed information that 
has been responsible for the virtual elim¬ 
ination of the high mortality rate that 
attended fractures of the femoral neck in 
the early 1900’s and for the increase in 
union from 10 per cent to the 60 or 70 per 
cent level. 

There have been many excellent case 
reports in the recent literature and an¬ 
other such report would serve no useful 
purpose. We have therefore made a crit¬ 
ical analysis of over 400 cases of fracture 
treated in several centers and at our own 
institution. This study has brought out 
some common misconceptions and also 
demonstrates a frequent failure to recog¬ 
nize or look for obvious pathologic fea¬ 
tures. We have classified the fractui*es 
into three groups: (1) fractures without 
displacement; (2) fractures with displace¬ 
ment, and (3) fractures that healed but 
were later followed by avascular necrosis 
of the femoral head. 

1. hitracapsnlor Fractures of the Fem¬ 
oral Neck Without Displaccmwnt. —Frac¬ 
tures without displacement usually are 
classified as Type I Pauwels (one in which 
the angle of fracture varies from 0 to 30 
degrees). Pauwels and many other sur¬ 


geons considered this an impacted fracture 
that can well be handled by conservative 
treatment, either with the use of traction 
or by the application of a short leg cast to 
which a bar has been added to prevent 
rotation. If the fracture is incomplete it 
can be so held; but more often, after ten 
days of absorption, a more complete frac¬ 
ture line is often visible, and displacement 
may be brought about by an overzealous 
attendant who rolls the patient but forgets 
to include the cast and bar. The treatment 
should, in our opinion, consist of mainte¬ 
nance of position by avoidance of unneces- 
saiy handling or manipulation and the 
insertion of one or two screws. The use 
of a tri-fin nail may carry with it the dan¬ 
ger of displacing the fragments as the nail 
is being inserted. It has not the advan¬ 
tage, therefore, that two screws provide. 

2. Fractures with Displacement. —Frac¬ 
tures with displacement require manipula¬ 
tion in order to secure anatomic restitution 
to an adequate degree. As to what consti¬ 
tutes adequacy there is some disagreement. 
Some insist on complete anatomic realign¬ 
ment ; others, including ourselves, demand 
onl.v good apposition and bony contact in 
a mechanically stable position. If commi- 
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Fig. 2.—Operating room film taken after Jewett nail fixation. 


nution is present or an adequate reduction 
cannot be obtained after two or three at¬ 
tempts, an open exposure of the fracture 
site is indicated. Comminuted fragments 
may be replaced and a graft applied, after 
which the tri-fin nail is inserted under 
direct observation. Routine open reduc¬ 
tion and exposure of the fracture site is 
not recommended. Cleveland reported an 
increase in the incidence of nonunion as 
resulting from such a routine. Tri-fin 
nails, multiple pins or screws may be used 
for fixation and should be inserted away 
from the upper one-third of the head. 
Stability may be enhanced by proper posi¬ 
tioning of the mechanical fixer, and dis¬ 
turbance of helpful intramedullary bone 
structure will not occur. Several papers 
have been published or are about to be 
published in which the authors recom¬ 
mend the use of a Jewett nail or a nail 
fixed to the cortex of the shaft. A careful 
study of all fractures of the neck of the 
femur will reveal, six to twelve weeks 
after the operation, a “settling” phase, in 


which there may be a shift to varus or 
valgus. A shift to the former position may 
be disastrous if weight bearing is begun 
too soon or if the extremity is allowed free 
flexion and external rotation too early. 
The nail, which cannot now protrude lat¬ 
erally, can only go in one of two direc¬ 
tions: either through the head into the 
acetabulum or cut through the neck, to be 
drawn superiorly. If the fracture has been 
properly immobilized by a tri-fin nail, 
multiple pins, or screws, the lateral dis¬ 
placement of the pin which develops as 
settling occurs can be observed, and 
prompt action by one of the osteotomies 
or bone grafting procedures can be insti¬ 
tuted. Settling apparently occurs in prac¬ 
tically all cases and varies from a few 
millimeters to more than a centimeter. 
Settling, plus a shift to valgus, need cause 
no alarm, but a shift toward varus sug¬ 
gests disaster and calls for intervention. 
The prompt recognition of the indication.s 
for palliative operation cannot be ov 
emphasized. A viable head is.always pro 
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Fip. 3.—View taken twenty-one weeks after the operation, showing protrusion of nail into the ace¬ 
tabulum after shortening of the femoral neck. 



enible to n prosthesis. In a largre majority 
of the cases of early nonunion, viability 
may be preserved and union of the frac¬ 


ture site brought about by intelligent and 
e.vacting application of the principle.^ for 
corrective o.steotomy as laid down by 
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Blount and Dickson. The use of a Jewett 
nail in fractures of the neck is an inade¬ 
quate mechanical answer to a problem 
that calls for a physiologic attack. The 
Jewett type of nail often complicates the 
problem. 

3. Avascular Necrosis. —Unfortunately, 
this serious complication, which occurs in 
about 25 per cent of the cases of healed 
fractures, presents itself eighteen to thirty 
months after the fracture has healed. By 
careful roentgen studies of the density of 
the femoral head, the first sign of avascular 
necrosis may be recognized at about nine 
months after the fracture. Discomfort on 
weight bearing is suggestive, but the 
presence of a new break in the continuity 
of the head is conclusive evidence of the 
need for a preliminary period of complete 
freedom from weight bearing, or for bone 
grafting. Secondary deforming articular 
changes may develop as a consequence of 
failure to recognize the early necrosis. 
Rest and/or bone grafting can be expected 
to help in 25 per cent of these cases. In 
76 per cent, however, the necrosis goes on 
to complete destruction of the head. It is 
in cases of this type that the use of pros- 
theses finds the widest application. 

Avascular necrosis is unpredictable. On 
the basis of current knowledge one can¬ 
not measure the extent of damage to the 
blood supply, nor can one prognosticate 
with any degree of certainty. This is an 
unsolved element in the complicated multi¬ 
faceted physiologic problem of fracture of 
the neck of the femur. 

If a solution is to be found—and in our 
opinion it will be in the near future—^w-e 
are certain that the answer will not be 
forthcoming from the development of fur¬ 
ther physical research. One must not con¬ 
fuse the physical with the physiologic. If 
a small part of the energy now being ex¬ 
pended in the development of new pros- 
theses and modification of other hardware 
could be devoted to the problems of circula¬ 


tion in the head and neck of the femur, to 
bone metabolism and repair, to calcium and 
phosphorus metabolism and to other re¬ 
lated anatomic and physiologic problems, 
the solution might be closer at hand. What 
is needed are the answers to such ques¬ 
tions as; Does any blood supply come into 
the adult femoral head through the liga- 
mentum teres? Does the head need a new 
blood supply, or does it require drainage? 
Will the use of muscle flaps bring in the 
blood supply or provide drainage? How 
may the radioactive isotopes be used to 
study metabolism in bone? Venable and 
Stuck, Trueta, McNabb and others, includ¬ 
ing ourselves, have explored and will con¬ 
tinue to explore this fascinating fleld for 
the answers. 

SUMMARY 

The application of good surgical prin¬ 
ciples, such as early operation when the 
patient is medically sound and shows no 
obvious renal or cardiac failure, has al¬ 
most eliminated immediate postoperative 
mortality. Intelligent use of the proper 
materials for fixation and careful post¬ 
operative supervision has been responsible 
for an increase in the incidence of union, 
but little has been accomplished toward 
helping the orthopedist to predict the de¬ 
velopment of avascular necrosis in any 
given case, or toward the prevention and 
proper treatment of this crippling compli¬ 
cation. The so-called nondisplaced fracture 
must be watched carefully and is best 
treated by fixation with screws. The dis¬ 
placed fracture requires sound medical 
handling and an equally sound surgical 
approach. The importance of the settling 
phase must not be overlooked, and it 
should be realized that in the use of vari¬ 
ous types of prostheses, the physiologic 
response will completely alter some of the 
mechanical advantages demonstrated by 
the prostheses on dead bone and 1 wood. 
The unsolved problem of ava- 
sis calls for early recognition 
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equally early intervention by palliative 
procedures that tend to preserve the bone 
rather than to remove it by amputation. 
A greater interest in basic research is 
needed. The problem was recently summed 
up admirably by Eggers: ‘‘There is no 
physiologj* in the knife blade.” 

ZUSAM MENFASSUNG 

Die Anwendung verniinftiger chirurgis- 
cher Grundsatze, wie z. B. die friihzeitige 
Einleitung operativer Massnahmen bei 
innerlich gesunden Patienten ohne offen- 
kundige Nieren—oder Herzschadigungen, 
hat die unmittelbare postoperative Ster- 
blichkeit fast v 611 i g ausgeschaltet. 
Intelligente Anwendung des geeigneten 
Fixierungsmaterials und sorgfiiltige Dber- 
wachung nach der Operation haben zu 
einem Anstieg des Prozentsatzes eimeich- 
ter knocherner Heilung gefiihrt. Dagegen 
ist noch nicht viel geleistet worden, was 
die Voraussage, in welchen. Fallen eine 
avaskulare Nekrose zu erwarten ist, er- 
leichtern, oder zur Verhutung und erfol- 
greichen Behandlung dieser verstiimmeln- 
den Komplikation von Nutzen sein konnte. 
Der sogenannte nicht verschobene Knoch- 
enbruch muss sorgfaltig beobachtet wer- 
den und wird am besten mit der Fi.xierung 
durch Schrauben behandelt. Der Bruch 
mit verschobenen Fragmenten erfordert 
verniinftiges medizinisches und chirur- 
gisches Vorgehen. Die Bedeutung des 
Heilungsstadiums bei diesen Knochenbrii- 
chen darf nicht iibersehen werden, und 
man mu.^s beriicksichtigen, dass bei An¬ 
wendung verschicdener Arten von iMetall- 
warcn die iihy.-^iologische Reaktion manche 
der mechanischen Vorziige, die das Metall 
am toten Knochen oder am Holz aufzu- 
weisen hatte. vbllig veriindert. Die Be- 
haiuiliing der noch durchaus problematis- 
chen avaskularen Nekrose verlangt eine 
frubzeitige Diagnose und eine ebenso 
fruhzeitige Anwendung palliativer Mass- 
nahmen. die eher auf eine Erhaltung des 


Knochens als auf seine Amputation ge- 
richtet sind. Es bedarf weiterer vereinter 
Krafte der grossen Organisationen, das 
Interesse an grundlegender Forschung- 
sarbeit anzufeuern. Zum Schluss Avird 
eine kiirzlich von Eggers geausserte Be- 
merkung zitiert; “Die Schneide des 
Messers kennt keine Physiologie.” 

RESUME 

L’application des principes chirurgi- 
caux, c'est a dire I’operation precoce, 
quand le malade est en bonne condition et 
son coeur et ses reins fonctionnent bien, a 
presque elimine la mortalite postoperative 
immediate. Grace a I’election intelligente 
des materiaux pour fi.xation et au bon soin 
postoperatif les cas d’union sont plus nom- 
breux, mais jusqu’a present on n’a pas su 
prevoir les cas en quels une necrose avas- 
culaire va se developper ou comment pre- 
venir et bien traiter cette maladie, qui 
rend les malades infirmes. La fracture 
sans deformite doit etre bien observee et 
le meilleur traitement serait celui par fixa¬ 
tion avec des vis. Les fractures deform6es 
seront traitees suivant propres methodes 
medicales et chirurgicales. II ne faut pas 
oublier I’importance de la phase de con¬ 
solidation dans ces fractures et il faut se 
souvenir que malgre I’usage de toutes 
sortes d’utils en fer, I’action physiologique 
peut abolir completement une partie des 
advantages mecaniques qu’on a vu en se 
servant de ces utils a I’os mort ou h dii 
bois. Le traitement du probleme pas 
resolu de la necrose avasculaire demande 
la recognition et intervention precoce plu- 
tot par I’usage des procedures palliatives 
pour conserve!* I’os au lieu de I’enlever par 
une amputation. II faut que cette grande 
organisation continue de collaborer avec 
des autres, pour stimuler plus d’interet en 
recherche fondamentale. Nous finissons 
en citant un resume dernierement fait par 
Eggers; “II n’y a pas de la physiologie 
dans la lame du couteau. 
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RIASSUNTO 

L’applicazione di esatti principi chirur- 
gici, quali Tintervento precoce quando non 
vi siano segni di insufficienza cardiaca o 
renale, ha pressoche eliminate la morta- 
lita operatoria. L’impiego intelligente di 
materiali di fissazione appropriati e le 
cure post-operatorie hanno migliorato la 
percentuale di guarigioni, ma ancora non 
e possibile prevedere in quali casi compa- 
rira una necrosi avascolare ne e possible 
prevenire o curare tale spiacevole compli- 
cazione. La cosidetta frattura senza spo- 
stamento deve essere considerata con 
attenzione, e la cura migliore e rappresen- 
tata dalla fissazione con viti. La frattura 
con spostamento richiede un trattamento 
accurate cosi medico come chlrurgico. Non 
si deve sottovalutare Timportanza della 
ricomposizione in tali fratture e bisogna 
ricordare che I’impiege dei vari tipi di 
metalli determina delle risposte fisiologiche 
che non compensano i vantaggi meccanici 
di tali materiali. 

La cura della necrosi avascolare h pro- 
blema ancora insoluto, che richiede una 
diagnosi precoce e un precoce intervento 
con mezzie palliativi piuttosto che ricor- 
rere airamputazione. 

E’ necessario continuare nelle ricerche. 
Noi ci associamo a Eggers che recente- 
mente ha affermato che “non vi e fisiolo- 
gia sulla lama del bisturi.” 

SUMARIO 

A aplicacao de bons principios cirur- 
gicos, tais como cirurgia precoce quando. 
0 paciente esta clinicamente sao, sem in- 
suficiencia cardiaca renal on cardiaca evi- 
dente, prMicamente eliminou a mortali- 
dade p6s-operat6ria imediata. 0 uso de 
materials adequados para a fixagao e a 
supervisao pos-operatoria cuidadosa tern 
sido responsaveis pelo aumento da inci- 
dencia da uniao, mas pouco se tern conse- 
guido ate esta data para que se possa 


prever quais casos possam vir a apresentar 
necrose avascular, ou como se podera evi- 
tar e tratar adequadamente esta compli- 
ca^ao. A chamada fratura sem desloca- 
mento deve ser cuidadosamente observada, 
sendo melhor fixada pelo uso de parafusos. 
A fratura com deslocamento exige trata- 
mentos clinico e cirurgico rigorosos. 0 
tratamento do problema ainda nao resol- 
vido da necrose avascular exige reconheci- 
mento precoce e interven^ao igualmente 
precoce pelo uso de processes paliativos 
que tendam a preservar o osso e nao a re- 
move-lo por amputacao. Esta grande 
organizagao deve continual* a unir-se com 
outras com o fito de estimular maior in- 
teresse na pesquiza basica. Em conclusao, 
0 autor cita a assertiva de Eggers “Nao 
ha fisiologia nalamina de uma faca.” 

BESUMEN 

La aplicacidn de buenos principios qui- 
rurgicos tales como el tratamiento quirur- 
glco precoz cuando el paciente no presenta 
padecimiento renal o cardiaco casi ha 
eliminado la mortalidad postoperatoria. 
El uso de los materiales apropiados para 
la fijacion y la supervision postoperatoria 
adecuada a aumentado la frecuencia de la 
consolidacion; sin embargo poco se ha 
avanzado para predecir cuando un caso 
va a presenter una necrosis avascular o 
cuando se puede prevenir esta complica- 
cidn invalidante para poder ser tratada. 
La llamada fractura no desplazada debe 
ser tratada cuidadosamente, obteniendose 
los mejores resultados por la fijacion in¬ 
terna por medio de clavos. El desplaza- 
miento de la fractura requiere tratamiento 
medico y quirurgico. No debe pasarse 
desapercibida la importancia de la fase de 
asentamiento en estas fracturas, las res- 
puestas fisiologicas pueden alterar algunas 
de las ventajas mecanicas. El tratamiento 
del problema no resuelto de la necrosis 
avascular requiere un diagnostico y tera- 
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peutica precoces, usando procedimientos 
paliativos que tiendan a conservar el hueso 
en vez de extirparlo por amputacion. Esta 
organizacion debe unirse a otros con el 
objeto de estimular j’ crear un mayor in- 


teres en la investigacion. En conclusion, 
citaremos lo establecido recientemente por 
Eggers: “No existe ninguna fisiologia en 
el bisturi.” 


■ i <a ■■ 


Greatness is a spiritual condition worthy to excite love, interest, and admira¬ 
tion; and the outward proof of possessing greatness is, that we excite love, interest, 
and admiration. 

—Arnold 

Greatness, after all, in sjiite of its name, appears to be not so much a certain 
size as a certain quality in human lives. It may he present in lives irhose range is 
very small. 

—Brooks 


No great man lives in vain. The History of the world is hut the Biograpliy of 

—Carlyle 


great men. 


He alone is worthy of the appellation who either docs great things, or tenches 
how thev may be done, or describes them with a suitable majesty when they have 
been done: but those only are great things which tend to render life more happy, 
\shich increase the innocent enjoyments and comforts of existence, or which pave 
the way to a state of future bliss more permanent and more pure. 

—Milton 


He only is a great man who can neglect the applause of the multitude, and 
enjov himself independent of its favour. 


■Stccie 



Psychopathologic Aspects of Plastic Surgery 

JULIO A. OTERMIN AGUIRRE, M.D., F.I.C.SA 
BUENOS AIRES, ARGENTINA 


O NE who operates on an appendix 
without knowing the patient's psy¬ 
chosomatic personality is an opera¬ 
tor but not a surgeon. In the same way, 
one w'ho corrects a scar on a face without 
knowing the psychic and ambient factors 
that affect the patient is a plastic operator 
but not a plastic surgeon. One ought not 
to consider any defect a new and inde¬ 
pendent process; it is a process that takes 
part in the evolution of the patient’s entire 
personality. 

These are the two fundamental premises 
upon which this article is based. 

Picture a Greek lake and Narcissus at 
its border. The young man sees his image 
in the mirror of the water and admires it. 
Introvert as he is, he sees his soul, satis¬ 
fies his senses and rejoices in his internal 
vision. This Hellenic myth explains a 
good many of the psychic problems con¬ 
fronting the plastic surgeon. This, how'- 
ever, is only one side of a very complex 
polyhedron; the surgeon must be endowed 
with sufficient penetration and analysis to 
interpret each facet and, therefore, pro¬ 
ceed according to the individual case. 

The wish to be or to seem physically 
agreeable is as old as the world. Primitive 
man used to paint himself. Naked bodies 
—man’s and woman’s—against the back¬ 
drop of nature in ancient Greece, w'on ap¬ 
plause or were scorned bj* a people aes¬ 
thetically trained. Warriors, cutting off 
the ears and noses of their defeated ene¬ 
mies, deformed them, depriving them of 
their beauty and so humiliating them. 
Throughout the centuries similar exam- 
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pies are to be found, which reveal the 
power of the senses in governing human 
nature. 

Today this passion for physical perfec¬ 
tion has found a basis for hope; plastic 
and reparative surgery, which can remodel 
nature’s defects and embellish her less 
pleasing performances. 

Not only narcissism, however, impels 
man toward an unattainable perfection: 
this desire may also be motivated by a 
natural wish to be agreeable, a natural 
shrinking from appearing repulsive. 

The craving may be exaggerated, dimin¬ 
ished or altered. The doctor, before giving 
advice, must know the psychic condition 
of his patient. 

In any patient who is dissatisfied with 
his appearance a struggles takes place be¬ 
tween the patient's eye and his alter ego, 
so to speak, the perfect self. And this inner 
struggle affects his life, his actions, and 
his behavior toward others, enlarging or 
restricting the entire field of his activity. 
A man with a little defect on his nose may 
be humiliated by his exaggerated idea of 
the physical imperfection and may change 
into a voluntaril.v misplaced person, since 
he changes his physical microtrauma into 
a psychic macrotrauma. A woman with a 
large pilose pigmentarj' mark covering 
her cheek may transcend, without the 
need of stoicism, her real ugliness and de¬ 
velop normally in society, since she changes 
her phy.sical macrotrauma into a psychic 
microtrauma. The former is a dysmor¬ 
phic person, a true narcissist: the latter- 
a eumorphic person, a defender of her 
ego. 

A worker want ac 

(Fig. 1). A sma pre- 
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Fig. 1.—Preoperative and postoperative photo¬ 
graphs of a patient with rhinokyphosis. A small 
physical defect had given rise to a great psychic 
defect. 



Fig. 2.—Two “model” photographs of an actor, 
brought by the patient shown in Figure 1, who 
wished his nose reconstructed to match them. 


vented liim. so lie said, from developing 
his work on the screen, and he showed me 
a “model” photograph (Fig. 2). asking me 
to construct him a similar nose. Once the 
operation had been performed, the man’s 
equilibrium was reestablished. 

A young woman had a pilose pigmen- 


taiy mark. 'Without any urgency, she 
asked me for advice as to the possibility 
of improving the appearance of her cheek. 
After the operation (replacement of the 
pathologic skin by a dermatome graft) 
the patient’s psyche adjusted itself, and 
there was no alteration at all in her iron 
chai'acter (Fig. 3). 

The plastic surgeon must study his pa¬ 
tient as a psychosomatic entity. He must 
penetrate the patient’s psyche and ponder, 
pro and con, the results that may follow 
correction of the defect. 

In some cases, of course, he may dis¬ 
pense with such a study, in view of the 
seriousness or the urgency with which 
steps must be taken. For example, a imung 
man crashed with his plane in flames. As 
a result, his face and hands were deformed 
by horrible burns. Poorly cared for, they 
healed with frightful scars, which led him 
to consult me (Fig. 4). But here is the 
interesting thing in this case: the young 
man’s psyche, notwithstanding the trauma 
he had suffered, had not lost its equilib¬ 
rium ; he was able to transcend the physi¬ 
cal disabilities brought about by his de¬ 
formity as well as the unjust punishment 
inflicted by society through imprudent and 
tactless comments. Since most of his de¬ 
formities have been surgically corrected, 
the patient’s social life is unmarred by any 
sense of inferiority. 



Fig. 3.—Preoperative and postoperative profiles. 
The cosmetic effect of the plastic operation is 
apparent. 
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Fig. 4.—Loss of eyebrows and scalp; ectropy; 
chyloids on cheeks; loss of part of the nose and 
the cartilage of the ear; deformity of lips; chy¬ 
loids and “bridles” on hands. Nothing could in¬ 
fluence the patient’s personality. 

still more interesting is a second patient 
of the same general type. A white woman 
44 years old, of normal height, born in the 
State of Eio de Janeiro, stated that a 
black “mark" on the anterior cervical re¬ 
gion and the anterior part of the thorax 
changed, when she was 18 years old, to 
red. Roentgen therapy, applied for four 
years, could not prevent the development 
of the tumor, which, growing in thickness 
and surface, invaded 80 per cent of the 
face (Pig. 5). This was a case of heman¬ 
gioma, which Brazilian doctors had already 
treated in part. 

It is a good case to demonstrate that 
psychosomatic medicine cannot always be 
applied as a means of correcting the severe 
psychic trauma brought about by a physi¬ 
cal abnormality. An immense amount of 
readjustment was necessary to enable this 
seriously wounded psyche to arrive at 
some equilibrium. 

As a third case I offer the photographic 
documentation, offered by Brazilian col- 
league.s, of a young man with hemangio¬ 
mas on his tongue (Fig. 6). His psyche 
was so altered that he lived in a perma¬ 
nent st.ite of anxiety, constantly asking 
surgeons to correct his abnormality. 

Successive operations removed part of 
the tumors, without, however, achieving 


any adjustment of the patient’s anxiety'. 

In such cases physical life comes first 
in the decision adopted by the surgeon, 
who, to some extent, is freed of the neces¬ 
sity for psychoanalytic studies prior to an 
intervention of this kind. 

Patients who try to hide their true rea¬ 
sons for calling on the plastic surgeon 
deserve another tj'pe of study. One who 
is accustomed to them recognizes them im¬ 
mediately. A woman 50 years old wished 
to have her facial wrinkles eliminated 
(Fig. 7A). Her history showed that her 
anxiety had begun after an operation for 
rhinomengaly had been performed on her 
daughter. Perhaps a hidden impulse of 
rivalry was born in her against her daugh¬ 
ter’s youth and beauty. From the way she 
linked her answers, the possibility could 
not be put aside. Moreover, the illu.sion 
that she intended “building” for others 
and the half-secret way in which she told 
me of the troubles brought about by her 
“premature old age” supported such a 
supposition. 

I was thus confronted wdth a drama of 
menopause, or, more aptly, of the “seconde 
jeunesse,” of which the French talk so 
much. “I never had any youth,” said the 
patient, “and I have still a craving for 



Fig. 5.— A, multiple tumors invading almost all 
of the patient’s face. One of her eyes was lo^t 
and the mouth completely deformed. D, result of 
a surgical attempt to oral flcformity.s. 
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Fig. 6.—Photograph showing tongue four times 
the normal size, owing to hemangiomas. 


love.” Though educated, she “narcotized 
herself” with her work, in order to “build 
a parenthesis of foi'getting.” During her 
periods of rest she had periods of anxiety 
followed by hyperexcitation or depression. 

Undoubtedly, meloplasty could not 
bring about many changes in this psychic 
drama, which could be bettered only by a 
serene adaptation to life; nevertheless, the 
operation had to be carried out as a tem¬ 
porary therapeutic solution. The patient 
is satisfied with the results (Fig. IB). But 
what will happen when, within six or 
seven years, the wrinkles reappear, deal¬ 
ing her psyche a still harder blow? Will 
the next surgeon be able to satisfy her 
narcissism, which today has been ap- 
appeased? 

I had to care for her psychologically 


during the postoperative period, thus pro¬ 
tecting her against the future and freeing 
her of the complexes acquired through 
exaggeration of her phj^sical defects. 

The surgeon must “penetrate” the men¬ 
tal atmosphere of his patients. The human 
being rejects, whether openly or not, sur¬ 
geons who offer only improvement of the 
physical defects; he wants more, a word 
of comprehension, a “greater interest” in 
his “misfortune,” which is never merely 
physical. 

It is at the very beginning that empathy 
appears, if at all. The first contact is de¬ 
finitive. At this moment the surgeon will 
either win or lose his patient. And let us 
not forget that patients are predisposed to 
this impact of mind upon mind; they ex¬ 
pect it. The entire personality must be 
taken into account. Only thus can the sur¬ 
geon deal with the patient in such a way 
as to show him that his suffering has been 
interpreted, understood and sympathized 
with by the doctor. It is in similar situa¬ 
tions that positive contact and empathy 
have been achieved, producing a catharsis 
that greatly facilitates the taking of a 
thorough anamnesis. 

A case of this order was as follows: A 
healthy man aged 54, born in a Latin- 
American country, very wealthy, married. 


Fig. 7.— A, wrinkles on the forehead, at the ex¬ 
ternal coi'ners of the eyes, in the nasogenal fur¬ 
row and on the neck. B, results of meloplasty, 
which improved the patient’s appearance and re¬ 
stored her psychic balance. 
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Fig. 8.—Unilateral complete harelip. Note the large palatal fissure with separation of the dental 
arch. C, postoperative appearance. 


with 6 children, came to Buenos Aires for 
correction of prognathism and facial 
wrinkles. Introverted, with the psychoso¬ 
matic temperament of the introvert, he 
explained his difficulties thus: “When I 
go to a restaurant, everyone rivets his 
eyes on my chin and cheeks; in business I 
have no success, since I feel depressed." 
He asked me imperatively to operate upon 
him, saying that he was ready to face any 
danger. He was stoical during the opera¬ 
tion. I had the explanation some time 
later, through the confidences of one of 
his intimate friends. His complex was 
caused by his position in society since his 
second marriage, to a woman much 
younger than himself. 

In such a case the surgeon knows quite 
well that the patient hides and disguises 
the true cause of his anxiety. Operation 
must be carried out after the patient has 
been informed of its importance and after 
he is told that it will fulfill his illusion of 
perfectibility. 

Embarrassment due to deformity may 
be transferred. One good example is the 
case of a young man who came to me ac¬ 
companied by his fiance and said; “I 


want my fiance's chin to be operated on. 
I do not like her the way it is." 

The young man's attitude showed him 
to be sure of his mental influence on the 
girl, and she accepted his de6ision, con¬ 
vinced of the importance of her defect. In 
both, anxiety was lessened by the opera¬ 
tion. 

A eumorphic person with a defect, in¬ 
herited or acquired, may change into a 
dysmorphic person if subjected to a log¬ 
ical psychic impact or a change of ambient 
influence. A teacher 22 years old "cre¬ 
ated” in her mind a strong inferiority 
comple.x by hearing one of her pupils make 
a joke about the size of her nose. 

“Up to then,” she said to me, after 
syntoncopsychy had been obtained in 
anamnesis, “I had never thought of my 
defect.” From then on, however, the com¬ 
pulsive desire for improvement made her 
beg for plastic correction, which, once 
carried out, rebalanced her p.syche. 

A eumorph in his natural environment 
—a Negro in Africa, a Chinese in the East 
—may be a dysmorph among white men. 
This is the reason for the anxiety of cer¬ 
tain persons to be transformed in appear- 
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Fig. 9.—Wing-shaped ears corrected belatedly 
(preoperative and postoperative views). 


ance — they feel that it will help them 
adapt themselves to their environment. 

Semites have their noses and ears cor¬ 
rected to escape racial persecution. Even 
now the malad.iusted ones ask for such 
correction, which they consider necessary 
for the elimination of racial stigmas. 

If the defect is congenital and its bearer 
attributes it, for example, to maternal or 
paternal syphilis, he will accuse his par¬ 
ents and will create a psychic state of 
hostility to them. For example: A man 30 
years old. on whom I operated in Uberaba, 
Brazil, was introduced to me by a Brazil¬ 
ian colleague who knew the intense physi- 
copsychic drama that tormented the pa¬ 
tient. who had a harelip and a palatial 
fissure (Fig. SA and B). He lived far 
from his parents, to whom he attributed 
his deformity. 

Operation brought about an improve¬ 
ment of his morphophysiologic state (Fig. 
IOC). Psychologic treatment during the 
postoperative period put him back in so¬ 
ciety. living more easily with his fellows. 


Age, also, has its influence. Children 
acquire psj'chic disturbances by aeitono- 
masia. The least shock gives origin to pre¬ 
mature complexes. The most common is 
the complex arising from the hoots of 
schoolmates referring to wing-shaped ears 
(Fig. 9). It is my opinion that this defect 
should be corrected before the child 
goes to school. 

In many instances children are over¬ 
come by timidity on account of these com¬ 
plexes; they improve considerablj^ how¬ 
ever, once their physical defects and 
mental imbalance are corrected. 

The professional activities of the pa¬ 
tient are also to be taken into account. A 
dancer asked me to modifj’^ the size and 
rear angle of her ears, which prevented 
her from combing her hair upward in 
order to take part in a certain ballet. It 
was a professional necessity that had to 
be considered by the plastic surgeon (Fig. 
10 ). 

This patient had no recollection of 



Fig. 10.— Above, preoperative views of ears from 
the front and in profile. Below, similar views 
after surgical correction. 
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trauma in infancy or adolescence. The de¬ 
formity had not given rise in her to de¬ 
fensive aggressive attitudes. There was 
no depreciation of personality. It was 
simply a professional necessity. 

As an example of the importance of a 
physical defect in the normal development 
of an activity, I shall present the cases of 
2 men, affected with rhinomegaly and 
platyrrhiny respectively (Fig. IIA). After 
obtaining the anamnesis, I was able to 
explain the complexes that prevented 
them from reaching full development in 
their respective activities. 

One double operation was performed, 
involving the use of a homograft which, 
taken from the rhinomegalic patient, was 
applied to the platyrrhinic patient, and 



Fig. 11.— A, preoperative view of patients face 
to face. B, postoperative view. 
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Fig. 12 .—Ay preoperative photograph showing 
mfcrognathism. B, postoperative view, showing 
cosmetic improvement. Will the patient’s psychic 
difficulty be cured also? C, preoperative photo¬ 
graph showing bilateral temporomaxillary anky¬ 
losis. D, postoperative view; two pieces cf \ital- 
lium inserted in both ascending branches of the 
interior maxilla modified the opening. E and F, 
postoperative photographs showing final result. 

corrected both defects (Fig, 115). Thus, 
by the same surgical act, the psychophy.si- 
cal of 2 patients was improved. 

Facts cannot be considered separately; 
they must be taken as representing a total 
experience, in which the anatomic dishar¬ 
mony is considered in its relation to the 
psychic phenomena and the incidental 
and ambient factors. 

Autognosis of the abnormality built up 
by the patients must be carefully elim¬ 
inated by the doctor before he can arrive 
at a decision as to ther-T^y, th 
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Fig. 13.—Mentothoracic bridle that hinder exten¬ 
sion of the neck, thus marring the patient’s phys¬ 
ical appearance. 


which is heightened by analysis of the 
total personality. 

There are patients who insist that the 
surgeon solve urgent anatomopsychic 
problems, for which treatment must be 
applied without any consideration of the 
psychosomatic effects. 

A case of this kind was that of a patient 
with temporomaxillary bilateral ankylosis 
and micrognathy (Fig. 12). The two de¬ 
fects prevented him from eating, speaking 
and walking freely among his fellow crea¬ 
tures. Depreciation of his personality 
through autognosis was not very strong, 
but he was unable to develop any activity. 

The correction, in operative stages, of 
the ankylosis that interfered with his bit¬ 
ing, enabled him to improve his chewing 
and his articulation in speech. 

In this case the patient’s awareness of 


the defect was maximum, though there 
was no sublimation or catathymy; there 
was, however, some introversion. The 
surgical operation offered the only solution 
from any point of view, and it was carried 
out the moment the defect had attained a 
point capable of giving rise to anxiety. 
The psychic state of the patient was im¬ 
proved in every way. His intellectual 
qualities were extremely helpful. 

As a second example of the same type 
I should like to mention the case of a Bra¬ 
zilian girl 12 years of age, born in Uber- 
landia, who asked me to correct a mento¬ 
thoracic chyloid bridle (Fig. 13). Sensitive 
and dynamic, she had overestimated her 
defect and acquired the mind of an intro¬ 
vert. In her subconscious there grew irri¬ 
tative thorns, which were eliminated dur¬ 
ing the anamnesis when she told me her 
dreams. She dreamt very often that she 
was beating her brother, who laughed at 
her, or that she was escaping persecution 
by her companions, who tried to take off 
the handkerchief covering her neck. 

In the immediate as well as in the post- 
opei’ative period I was able to verify, with 
the collaboration of Brazilian colleagues, 
the fact that the patient’s dreams had im¬ 
proved greatly. She was less aggressive, 
and her “flights” were less violent. After 
a year her parents told me that her per¬ 
sonality had changed and that her marks 
at school were much better. 

SUMMARY 

In the author’s opinion, a comprehensive 
and detailed history plays an important 
part in the solution of problems presented 
by patients to doctors in general and to 
plastic surgeons in particulai’. Once an 
understanding has been reached, catharsis 
reveals to the researcher the mental prob¬ 
lems caused by physical defects that lead 
the patient to such professional help. 

Thus guided, the surgeon must proceed 
in accordance with his psychosurgical ex- 
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perience, not forgetting that patients are 
integral psychosomatic heings Thus 
treated, patients will get the total benefit 
of the treatment offered by the surgeon. 

ZUSAMMENFASSUNG 

Nach Ansicht des Verfassers spielt eine 
umfangreiche und ins Einzelne gehende 
Krankheitsgeschichte eine wichtige Rolle 
in der Losung der Probleme, die der 
Kranke dem Arzt im allgemeinen und dem 
Chirurgen, der plastische Operationen 
auszufuhren hat, im besonderen, vorlegt. 
1st eine Verstandigung zwischen Arzt und 
Patient erreicht. So kommt es zu einer 
seelischen Entspanniing des Kranken, der 
niinmehr dem Arzt auch seine seelischen 
Probleme eroffuen wird — Probleme, die 
eine Folge kbrperlicher Defekte sind, derst- 
wagen arztliche Hilfe urspriinglich gesicht 
wiirde. 

Es ist die Aufgabe des Chirurgen, von 
dieser Kenntnis geleitet und gestiitzt auf 
eine psychologisch-chirurgischen Erfah- 
rungen, sein Handeln einzurichten, und 
nicht zu vergessen, dass der Kranke eine 
untrennbare psychosomatische Einheit ist. 
Bei solchem Vorgehen wird der Kranke 
den vollen Nutzen aus der Behandlung 
ziehen, die der Chirurg zu bieten hat. 

RESUMEN 

En la opinion del autor la historia detal- 
lada y comprensiva es importante en la 
solucion de los problemas que presentan 
los pacientes al medico general y al ciru- 
jano plastico en particular. Una vez que 
se ha alcanzado cierto entendimiento, se 
revelan al investigador los problemas men- 
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tales producidos por defectos fisicos, que 
obligan al paciente a buscar la ayuda pro- 
fesional. 

Guiado en esta forma, el cirujano debe 
actual- de acuerdo con su e.xperiencia psi- 
quicoquirurgica, sin olvidar que los pa¬ 
cientes son seres psicosomaticos. Los pa¬ 
cientes tratados en esta forma recibiran 
el beneficio total del tratamiento ofrecido 
por el cirujano. 

RESUMfi 

L’auteur est d’avis qu’une anamnese 
detaillee joue un role important dans la 
solution des problemes de chirurgie plas- 
tique. Celle-ci etablira une telle confiance 
entre la patient et le medecin que la ma- 
lade parlera avec beaucoup plus d'aisance 
de ses imperfections physiques. 

Toutefois, le chirurgien ne devra jamais 
oublier que cheque malade ayant besoin 
d’une operation plastique est une entile 
phychosomatique. 

EIASSUNTO 

Secondo I’autore, un’anamnesi completa 
e dettagliata gioca un ruolo molto impor¬ 
tante nella soluzione dei problem! presen- 
tati dai pazienti ai medici in genere e ai 
chirurghi plastic! in particolare in quanto 
rivelano gli stati mental! causati dai difet- 
ti fisici che inducono pazienti a richiedere 
le prestazioni professional!. In psicologica 
e chirurgica, mai dimenticando che i pa¬ 
zienti rappresentano un tutto psico-soma- 
tico inscindibile. Soltanto cosi visti e 
curati, i pazienti possono ritrarre un com¬ 
plete vantaggio dall’opera del chirurgo. 


The difference between a human being ten years of age and one fifly years of 
age lies altogether in the matter of toys. 
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T he following work, presenting the 
theory, rationale and technic of phar¬ 
macodynamic hibernation, is princi¬ 
pally that of Prof. Henri Laborit of 
France.^ On superficial appraisal, the en¬ 
tire concept is so foreign to the accepted 
conventional idea of disease and the organ¬ 
ism’s reaction to it that one’s tendency is 
toward strong skepticism. More thorough 
study, however, reveals an extremely ap¬ 
pealing concept, which may well be the 
solution to many basic medical problems 
previousl}^ taken as unexplainable. On the 
other hand, the plausibility of these theo¬ 
ries may be misleading. Much of the 
clinical empiricism employed now is grad¬ 
ually being fortified by scientific investi¬ 
gation. 

Artificial hibernation is characterized 
by a diminished reactive state of being in 
which noxious stimuli cannot provoke a 
stress response violent enough to be detri¬ 
mental to the organism. This passive state 
of being is brought about bj'^ drugs and 
hypothermia. It is in direct contrast to the 
generally accepted therapeutic principle 
that one must bolster, fortify and increase 
the amplitude of organic reaction to 
disease and trauma. 

This theory of hibernation centers about 
the neurovegetative and endocrine sj’^s- 
tems. Noi-mally, through the mechanism 
of these systems, man is rendered homeo¬ 
static; that is, he is endowed with the 
capacity.’ of maintaining a stable internal 
environment, or, as Claude Bernard 
labeled it, a stable “milieu internal.” He is 

From the Sinai Ilospitnl, Baltimore. 

• The work here dc^cribotl was clone with the aid of a 
trrar.l from the Klafl Foundation, in memory of Harr>' 
Klatr. 

Submitted for publication May 10, 19v;!3. 


able to preserve the constancy of the 
chemical elements of his intracellular and 
intercellular fluids, the dynamics of his 
blood vascular system, and the regularity 
of his body temperature within a certain 
environmental range. This is in contrast 
to the poikilotherms, or cold-blooded ani¬ 
mals, whose internal chemical values 
fluctuate with the temperature of the 
surroundings. 

Cannon called the maintenance of this 
internal environment homeostasis, by vir¬ 
tue of which man is relatively independent 
of environmental variations. 

However, man, unlike animals lower in 
the scale with a less complex neurovegeta¬ 
tive system, is unable to adapt to his sur¬ 
roundings to any extent. He attempts only 
to maintain this homeostasis under what¬ 
ever conditions prevail. This may not be 
favorable to the protection of his existence. 

Selye’s theory of the general adaptation 
syndrome, according to which disease and 
death are caused by the organism’s at¬ 
tempt to maintain the status quo, is evi¬ 
dence that all physiologic reactions to 
stress or trauma are not necessarily bene¬ 
ficial. Selye maintained that with stress 
there comes first an alarm reaction (pre¬ 
cipitated by the neuro-pituitary-adrenal 
axis) —then a phase of resistance (body 
reaction to maintain homeostasis) and 
finally the phase of exhaustion and death. 

Laborit’s hypothesis, which led to the 
use of hibernation as a seemingly para¬ 
doxical method of combating stress or the 
effects of trauma, parallels Selye’s in some 
respects and issues from the observation 
that when the organism is subjected to a 
stimulus the regulating neuro-endocrine 
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centers set in motion a train of reactions 
intended to maintain homeostasis. If the 
trauma is moderate, these reactions can 
master it. If the stimulus is severe or sus¬ 
tained, however, or the subject is de¬ 
bilitated, the defensive phenomena may 
persist intensively, exhausting the organ¬ 
ism’s last reserves of vital energy. This in 
turn will produce the humoral and auto¬ 
nomic imbalance (alterations in the blood 
vascular tree, reduction of circulating 
blood volume and the attendant symp¬ 
toms) characteristic of shock. The neuro¬ 
endocrine system defends life under vary¬ 
ing circumstances within a certain range, 
but when extreme stress is encountered it 
may paradoxically be the instrument of 
exhaustion and death. 

Hume recently corroborated certain 
aspects of this theory, citing the effect of 
trauma on the neuro-endocrine systems 
and the pathways it takes. All of the 
neural pathways seem to go first to the 
hypothalamus (Hess’ stated that the hypo¬ 
thalamus is the regulator of all vegetative 
affectors), where the nervous energy is 
converted into a humoral substance that 
stimulates the anterior pituitary to put 
out ACTH in excessive amounts in the pres¬ 
ence of moderate trauma. This acts on the 
adrenal cortex, provoking increased cor- 
ticoid production. The corticoids, accord¬ 
ing to Sayer’s work The Adrenal Cortex 
and Homeostasis* have a regulatory effect 
on every element of body metabolism — 
salt and potassium mobilization; water re¬ 
tention ; glyconeogenesis, and fat and pro¬ 
tein metabolism. Owing to continued 
stress, there may be an excessive call by 
the tissues or inability of the hormones to 
respond consistently. This may be the ex¬ 
haustive phase. 

Hume showed that, after electrodesicca¬ 
tion of the median eminences of the hypo¬ 
thalamus, trauma will no longer stimulate 
the pituitary to put out an excess of ACTH, 
and thus the adrenal corticoid output will 
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not be influenced. If this can be done by 
physical or pharmacologic means without 
interfering with vital functions, the de¬ 
leterious effects of trauma and stress may 
be obviated. 

In an attempt to circumvent the ter¬ 
minal exhaustive phase and to diminish 
the unfavorable reaction to trauma, 
Laborit promulgated the idea of render¬ 
ing the organism insensitive to the phys¬ 
iologic effects of stress by inhibiting the 
neuroendocrine system and reducing the 
body to a hypometabolic state. The theory 
is quite unorthodox; generally we attempt 
to augment the defense and respect the 
dogma of maintenance of normal blood 
pressure, temperature and pulse rate as a 
means of preserving this internal environ¬ 
ment to protect the organism against 
trauma or disease. 

The means by which a moderation of 
the reactions of the defensive mechanism 
is attained is a pharmacodynamic neuro¬ 
plegia supplemented by refrigeration. The 
two have a somewhat similar action, but 
the neuroplegia must be initial or it would 
be impossible to cool the body without pre¬ 
cipitating a severe defensive reaction. The 
normal reaction to cold (shivering, vaso¬ 
constriction, increase in metabolism) 
must first be abolished. The combined ef¬ 
fect of the two is termed “artificial hiber¬ 
nation." 

In recent years certain compounds of 
the phenothiazine group have been found 
to oppose the propagation of neuro¬ 
endocrine transmission and to inhibit 
some of the chemical interagents (epineph¬ 
rine and acetylcholine) liberated by it. 
The principal drug used in artificial hiber¬ 
nation is thorazine.* 

Its exact mode and location of action 
are not entirely known. In 1951, Cour- 
voisier’ showed that Thorazine inhibited 
vagal stimulation and that some of its ac¬ 
tion was central. There was uncertainty as 

«'oppU«nJ by Stnitb. Kline & I'leneh Ijilur** 
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to its peripheral ganglionic blocking effect. 
Its central action has been deduced to be 
diencephalic, suppressing portions of the 
hypothalamus and preventing stimulation 
of the anterior pituitaiy. 

The pharmacologic properties of thora- 
zine have been thoroughly studied.® From 
its action on the neurovegetative system, 
Thorazine has a definite hj'^potensive 
action, which is most probably due to its 
vasodilating effect. In animals there is a 
weak antihistaminic and adrenolytic ef¬ 
fect. Its hypothermic property is sup- 
posedl}'’ based on increasing peripheral 
vasodilatation and depression of the ther¬ 
moregulatory center, which concomitantly 
prevents an increase of metabolism. It has 
a great augmentative effect on hypnotics, 
anesthetics, narcotics and other depress¬ 
ants of the central nervous system, as well 
as on muscle relaxants such as curare and 
curare-like drugs. However, it is a respira¬ 
tory stimulant and the apnea-producing 
dose of cui’are, in its presence, must be 
great. It has a dilating and desiccating ef¬ 
fect on the bronchi and the bronchioli. It 
reduces cerebral metabolism, decreasing 
oxygen consumption." 

Thorazine in the definitive sense of the 
word is not an anesthetic. Its action pre¬ 
cipitates no loss of consciousness and no 
suppression of reflexes, yet feeling is sup¬ 
pressed and a semiconscious uninterested 
state prevails, which terminates in post¬ 
operative amnesia. 

In the induction of artificial hibernation 
this drug is not used alone. There are two 
other elements in Laborit’s neuroplegic 
blocking mixture—an antihistaminic 
(phenergan), which counters the organ¬ 
ism’s release of histamine, and demerol, 
an analgesic which is also a cortical in- 
hibitive agent. 

The hypothermic component of artificial 
hibernation facilitates lowering of the 
metabolic rate and reduces organic re- 

•Phenenran was supplied by Wyeth Laboratories- 


quirements and oxygen consumption. The 
extent of this metabolic reduction cannot 
be approached by neuroplegia alone and 
can be achieved only by refrigeration. 
Under hypothermia that reduces the meta¬ 
bolic rate 20 to 30 per cent, cardiac output 
is decreased. It has been ascertained ex¬ 
perimentally by Callaghan and others® 
that monkeys cooled to 20 C. showed an 
intense depression of cortical activity, 
with unconsciousness and loss of motor 
power and reflexes, but no evidence of 
cerebral damage. Rewarming results in 
complete recovery with no permanent ill 
effect. Berne’s® experiments demon¬ 
strated that the drop of arterial pressure 
in the presence of severe hypothermia is 
not a manifestation of myocardial failure 
but is due to reduction in cardiac output 
without circulatory failure. Bradycardia 
and a decreased stroke volume are pres¬ 
ent and account for the reduction of out¬ 
put, and cardiac failure does not super¬ 
vene. No hypoxia of cardiac muscle occurs. 

This combination of neuroplegia and re¬ 
frigeration attempts to prevent extreme 
reactions of the neuro-endocrine systems 
as a defense mechanism. Hibernation 
intervenes to induce a semiconscious form 
of relaxation, with a physiologic indiffer¬ 
ence of the oi'ganism to stress, whether 
traumatic, toxic or psychologic. During 
this passive period the organism is given 
a chance to recover and live, for while this 
reprieve is maintained the erasure of the 
causative agent may simultaneously be 
actively pursued. 

During artificial hibernation the volume 
of circulating blood must be maintained 
and the fluid and electrolyte balance as¬ 
sured. The caloric requirements are much 
reduced, and oxygen consumption is as 
much as 20 to 25 per cent below normal, 
giving a greater margin of safety. 

hidications. — Generally speaking, arti¬ 
ficial hibernation is indicated (1) for 
anesthesia and its concurrent protective 
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action in the presence of surgical stress 
and (2) possibly as therapy for a severe 
illness. 

The most obvious use is in anesthesia. 
It is known that the lower the metabolic 
rate the more sensitive is the subject to 
anesthetic agents, and also that a state in 
which the cellular oxygen requirements 
are markedly deduced is extremely favor¬ 
able to the patient. When this method is 
used in anesthesia, the drug may be used 
alone in premedication because of its 
amnesic and sedative effect, or as potentia- 
lizer of anesthesia. In the latter use, 
anesthesia of undesirable depth and pro¬ 
longed periods of respiratory arrest due 
to curare are avoided. Potentiated anes¬ 
thesia is the use of these innocuous drugs 
(with few or no anesthetic properties) in 
conjunction with weak anesthetics to pro¬ 
duce effective general anesthesia. Or the 
method may be used alone, with employ¬ 
ment of both the drug and refrigeration. 
The indication for this is usually the fact 
that the patient is elderly or a “poor risk” 
or in need of an ultramajor operation. 
However, it may come to be the method of 
choice in such specialties as thoracic sur¬ 
gery and neurosurgery. 

Technic .—On the evening before opera¬ 
tion, phenergan (100 mg.) and nembutal 
gr.) are given orally. This affords the 
patient a calm night. Three hours prior to 
the operation phenergan (50 mg.) and 
-demerol (100 mg.) are given intramus¬ 
cularly. A mixture of 50 mg. of thora- 
zine, 50 mg. of phenergan and 100 mg. of 
demerol (equaling 6 cc.) in 100 cubic 
centimeters of dextrose or saline solution 
is then allowed to drip intravenously for 
one hour. Semiconsciousness will usually 
supervene, and though this is a good sign 
of the patient’s readiness it is not neces¬ 
sarily a criteria of neurovegetative stabili¬ 
zation. The blood pressure in millimeters 
of mercury should drop to 80 or 90 
systolic, with a proportionate drop in dia¬ 
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stolic pressure. The respiratory rate 
drops to 8 to 12 per minute, with increased 
amplitude, and the pulse rate remains 
around 80 after an initial rise. The skin 
stays pink. 

Kefrigeration may be started as soon as 
the semiconscious state is attained. 
Usually 6 to 8 ice bags are placed in the 
axillae, the inguinal regions, the chest and 
the abdomen to bring the temperature 
down to 93 to 96 F. More refined methods, 
such as refrigerating blankets and iced 
sheets, may be used but are unnecessary 
unless greater depths of hypothermia are 
required. If the vegetative block is incom¬ 
plete there will be a rise in blood pressure 
and the patient will shiver (this is to be 
strenuously avoided, because of the 
metabolic rise). In these circumstances 
the mi.xture may be speeded and a few ice 
bags removed temporarily. 

When the blood pressure can be main¬ 
tained at about 90 systolic and 60 diastolic 
and the pulse rate and respiratory rate are 
respectively at 80 and 8 to 12 for twenty 
to thirty minutes, the patient is ready. The 
temperature at this time may be 93 to 96 
F. and descends even lower. Intubation 
may be done with no adjuvants, or half the 
normal dosage of curare may be necessary. 
A maintenance infusion is continued dur¬ 
ing the procedure at a slow rate, consist¬ 
ing of 50 mg. of thorazine, 50 mg. of 
phenergan and 100 mg. of demerol in 
1,000 cubic centimeters of dextrose in 
distilled water. In some cases it may be 
necessary to supplement this with a small 
amount of 50 per cent nitrous oxide. 
Usually only oxygen is administered dur¬ 
ing the operation. Postural changes 
(Trendelenburg) will raise the blood pres¬ 
sure. Usually, with poor surgical risks 
even under serious surgical stress, the 
pulse, blood pressure and respiration re¬ 
main constant. There is usually a reduc¬ 
tion of bleeding under hibernation. The 
patient is returned to his room in a fiat 
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to its peripheral ganglionic blocking effect. 
Its central action has been deduced to be 
diencephalic, suppressing portions of the 
hj'pothalamus and preventing stimulation 
of the anterior pituitaiy. 

The pharmacologic properties of thora- 
zine have been thoroughly studied.® From 
its action on the neurovegetative system, 
Thorazine has a definite hypotensive 
action, which is most probably due to its 
vasodilating effect. In animals there is a 
weak antihistaminic and adrenolytic ef¬ 
fect. Its hypothermic property is sup¬ 
posedly based on increasing peripheral 
vasodilatation and depression of the ther- 
moregulatorj'^ center, which concomitantly 
prevents an increase of metabolism. It has 
a great augmentative effect on hypnotics, 
anesthetics, narcotics and other depress¬ 
ants of the central nervous system, as well 
as on muscle relaxants such as curare and 
curare-like drugs. However, it is a respira¬ 
tory stimulant and the apnea-producing 
dose of curare, in its presence, must be 
great. It has a dilating and desiccating ef¬ 
fect on the bronchi and the bronchioli. It 
reduces cerebral metabolism, decreasing 
oxygen consumption." 

Thorazine in the definitive sense of the 
word is not an anesthetic. Its action pre¬ 
cipitates no loss of consciousness and no 
suppression of reflexes, yet feeling is sup¬ 
pressed and a semiconscious uninterested 
state prevails, which terminates in post¬ 
operative amnesia. 

In the induction of artificial hibernation 
this drug is not used alone. There are two 
other elements in Laborit’s neuroplegic 
blocking mixture—an antihistaminic 
(phenergan), which counters the organ¬ 
ism’s release of histamine, and demerol, 
an analgesic which is also a cortical in- 
hibitive agent. 

The hypothermic component of artificial 
Iiibernation facilitates lowering of the 
metabolic rate and reduces organic re- 
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quirements and oxygen consumption. The 
extent of this metabolic reduction cannot 
be approached by neuroplegia alone and 
can be achieved only by refrigeration. 
Under hypothermia that reduces the meta¬ 
bolic rate 20 to 30 per cent, cardiac output 
is decreased. It has been ascertained ex¬ 
perimentally by Callaghan and others® 
that monkeys cooled to 20 C. showed an 
intense depression of cortical activity, 
with unconsciousness and loss of motor 
power and reflexes, but no evidence of 
cerebral damage. Rewarming results in 
complete recovery with no permanent ill 
effect. Berne’s® experiments demon¬ 
strated that the drop of arterial pressure 
in the presence of severe hypothermia is 
not a manifestation of myocardial failure 
but is due to reduction in cardiac output 
without circulatory failure. Bradycardia 
and a decreased stroke volume are pres¬ 
ent and account for the reduction of out¬ 
put, and cardiac failure does not super¬ 
vene. No hypoxia of cardiac muscle occurs. 

This combination of neuroplegia and re¬ 
frigeration attempts to prevent extreme 
reactions of the neuro-endocrine systems 
as a defense mechanism. Hibernation 
intervenes to induce a semiconscious form 
of relaxation, with a physiologic indiffer¬ 
ence of the organism to stress, whether 
traumatic, toxic or psychologic. During 
this passive period the organism is given 
a chance to recover and live, for while this 
reprieve is maintained the erasure of the 
causative agent may simultaneously be 
actively pursued. 

During artificial hibernation the volume 
of circulating blood must be maintained 
and the fluid and electrolyte balance a.s- 
sured. The caloric requirements are much 
reduced, and oxygen consumption is as 
much as 20 to 25 per cent below normal, 
giving a greater margin of safety. 

Indications. — Generally speaking, arti¬ 
ficial hibernation is indicated (1) for 
anesthesia and its concurrent protective 
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action in the presence of surgical stress 
and (2) possibly as therapy for a severe 
illness. 

The most obvious use is in anesthesia. 
It is known that the lower the metabolic 
rate the more sensitive is the subject to 
anesthetic agents, and also that a state in 
which the cellular oxygen requirements 
are markedly deduced is extremely favor¬ 
able to the patient. When this method is 
used in anesthesia, the drug may be used 
alone in premedication because of its 
amnesic and sedative effect, or as potentia- 
lizer of anesthesia. In the latter use, 
anesthesia of undesirable depth and pro¬ 
longed periods of respiratory arrest due 
to curare are avoided. Potentiated anes¬ 
thesia is the use of these innocuous drugs 
(with few or no anesthetic properties) in 
conjunction with weak anesthetics to pro¬ 
duce effective general anesthesia. Or the 
method may be used alone, with employ¬ 
ment of both the drug and refrigeration. 
The indication for this is usually the fact 
that the patient is elderly or a “poor risk” 
or in need of an ultramajor operation. 
However, it may come to be the method of 
choice in such specialties as thoracic sur¬ 
gery and neurosurgery. 

Technic .—On the evening before opera¬ 
tion, phenergan (100 rag.) and nerabutal 
(14 gv-) are given orally. This affords the 
patient a calm night. Three hours prior to 
the operation phenergan (50 mg.) and 
.demerol (100 mg.) are given intramus¬ 
cularly. A mixture of 50 mg. of thora- 
zine, 50 mg. of phenergan and 100 mg. of 
demerol (equaling 6 cc.) in 100 cubic 
centimeters of dextrose or saline solution 
is then allowed to drip intravenously for 
one hour. Semiconsciousness will usually 
supervene, and though this is a good sign 
of the patient’s readiness it is not neces¬ 
sarily a criteria of neurovegetative stabili¬ 
zation. The blood pressure in millimeters 
of mercury should drop to 80 or 90 
systolic, with a proportionate drop in dia¬ 
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stolic pressure. The respiratory rate 
drops to 8 to 12 per minute, with increased 
amplitude, and the pulse rate remains 
around 80 after an initial rise. The skin 
stays pink. 

Refrigeration may be started as soon as 
the semiconscious state is attained. 
Usually 6 to 8 ice bags are placed in the 
axillae, the inguinal regions, the chest and 
the abdomen to bring the temperature 
down to 93 to 96 F. Jlore refined methods, 
such as refrigerating blankets and iced 
sheets, may be used but are unnecessary 
unless greater depths of hypothermia are 
required. If the vegetative block is incom¬ 
plete there will be a rise in blood pressure 
and the patient will shiver (this is to be 
strenuously avoided, because of the 
metabolic rise). In these circumstances 
the mixture may be speeded and a few ice 
bags removed temporarily. 

When the blood pressure can be main¬ 
tained at about 90 systolic and 60 diastolic 
and the pulse rate and respiratory rate are 
respectively at 80 and 8 to 12 for twenty 
to thirty minutes,, the patient is ready. The 
temperature at this time may be 93 to 96 
F. and descends even lower. Intubation 
may be done with no adjuvants, or half the 
normal dosage of curare may be necessary. 
A maintenance infusion is continued dur¬ 
ing the procedure at a slow rate, consist¬ 
ing of 50 mg. of thorazine, 50 mg. of 
phenergan and 100 mg. of demerol in 
1,000 cubic centimeters of dextrose in 
distilled water. In some cases it may be 
necessary to supplement this with a small 
amount of 50 per cent nitrous oxide. 
Usually only o.xygen is administered dur¬ 
ing the operation. Postural changes 
(Trendelenburg) will raise the blood pres¬ 
sure. Usually, with poor surgical risks 
even under serious surgical stress, the 
pulse, blood pressure and respiration re¬ 
main constant. There is usually a reduc¬ 
tion of bleeding under hibernation. The 
patient is returned to his room in " ' 
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position, which is maintained for twenty- 
four hours. 

Postoperatively the intravenous perfu¬ 
sion is continued at a maximum of 1500 
cc. per da 3 % with maintenance of electro- 
Ij'tic balance. For every twenty-four-hour 
period a mixture of 50 mg. of thorazine, 
50 mg. of phenergan and 100 mg. of 
demerol is introduced intravenously. The 
patient is covered only by a sheet in a 
room at 65 to 70 F., or ice bags may still 
be used. Pulse, blood pressure, respiration 
and temperature are recorded hourljL The 
course of these recordings will dictate the 
speed of the stabilizing mixture and the 
room temperature to be maintained. The 
patient is amnesic and analgesic—no other 
medication is needed even after an ex¬ 
tremely painful procedure. The mixture 
lowers the coagulability of the blood. Anti¬ 
biotics and vitamins are used as indicated. 
Secretions are usually reduced, and pul¬ 
monary complications are unusual. Excre¬ 
tion of urine is adequate, but retention is 
the rule, and an indwelling catheter is 
used. Vomiting is rare as the drugs are 
antiemetic, but in cases of gastric and in¬ 
testinal conditions Wangensteen suction is 
maintained. The abdomen is usually flat, 
with no bowel sounds until dehibernated. 
Pain to palpation is a sign of complica¬ 
tions. 

VTien the patient is ready, which may 
be at any time from eight hours to three 
days after the operation, the mixture is 
.stopped, the patient is gradually warmed 
with blankets and dehibernation is at¬ 
tained. All values may “overshoot” on 
dehibernation. 

Complications. — The complications are 
few. Usually debilitated and sickly pa¬ 
tients are easily blocked. But some pa¬ 
tients are extremely resistant. An occa¬ 
sional patient may have a severe drop in 
blood pressure, which may be treated by 
positioning and slowing the administra¬ 
tion of the mixture. 


At temperature of about 30 C. (86 F.) 
it has been observed that cardiac irregu- 
lai'ities are nonexistent, but Dundee^® has 
claimed that at temperatures lower than 
28 C. cardiac irregularities are dangerous, 
particularly if cardiac manipulation is 
required. 

There is a prolongation of the bleeding 
and clotting time, which must be taken 
into consideration. 

Sujyplementary Data. — In recent 
months a large bibliography has been ac¬ 
cumulating on this subject, primarily from 
Europe. Dundee”, by animal experimenta¬ 
tion, compared the mixture as used here, 
the individual constituents, deep anesthe¬ 
sia and muscle relaxants as a means of 
hypothermia, and found that Thorazine 
alone was bj’’ far the most effective. He 
also showed the decrease in oxygen intake 
(as did Bigelow^-) with the fall in temper¬ 
ature concomitantly with the fall in 
respiration and pulse. When respirations 
were aided, there was no cardiac arrest at 
temperature of 21 to 22 C.; without aid, 
however, it occurred in 3 dogs at 23 to 
26 C. On the other hand, Irmer and Koss’“ 
showed the drugs to have beneficial effect 
on cardiac reflexes in cases of intracardiac 
operations on man. 

Dundee also demonstrated bronchospi- 
rometrically in 12 cases of artificial hiber¬ 
nation, that a drop of 8 to 10 per cent in 
oxygen consumption occurs after ad¬ 
ministration of the drugs alone and 
another 10 to 15 per cent after refrigera¬ 
tion. It has been observed that with open 
chest operations the drop in temperature 
is 2 or 3 degrees below the average. 
Peruzzo' showed that thorazine alone de¬ 
creases oxygen consumption by tissues 
in vitro and in vivo, and for nervous tis¬ 
sues it decreases it independent of any 
fall in temperature. It is comparable to 
refrigeration at 86 F. These observations 
are of interest in the protection of nervous 
tissue, which is so sensitive to anoxia 
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during cardiac operations. Also, it has 
been shown that there is a great increase 
in oxygen consumption under deep anes¬ 
thesia, in contrast to the decrease in 
oxygen consumption under hibernation. 
Without refrigeration, the metabolic rate 
drops 14.3 per cent and 2.2 degrees 
Fahrenheit.*^ 

Drovante and Peruzzo,*^ by creatinine 
clearance and the para-aminohippuric acid 
tests in hibernated dogs, revealed a 
functional decrease in glomerular filtra¬ 
tion and an increase in tubular reabsorp¬ 
tion, but no organic changes in the kidney. 

Outside the field of general surgery, 
artificial hibernation is especially suited 
to thoracic procedures. Irmer and Koss*® 
consider it particularly important in in¬ 
creased safety against respiratory and cir¬ 
culatory hypoxia. It insures good respira¬ 
tory activity without central respiratory 
paralysis, effective postoperintive analgesia 
and desiccation of the bronchial apparatus, 
and it prevents laryngeal and bronchial 
spasm. 

Steinbereithner*® revealed the efficacy 
of hibernation in neurosurgical pro¬ 
cedures, especially lengthy ones. He stated 
that for operations near the diencephalon 
it is especially indicated, because it allows 
a lowered oxygen concentration in the 
blood stream without nerve damage due 
to hypoxia. He reported 45 neurosurgical 
operations, saying that respiratory distur¬ 
bances were rare and hyperthermia was 
avoided. Cerebral vomiting and singultus 
were nonexistent, as were states of ex¬ 
citement and motor unrest. 

It can readily be seen that concomi¬ 
tantly, in the use of artificial hibernation 
as an innocuous, form of anesthesia, the 
patient is given additional protection 
against reactions to the stress of a sur¬ 
gical procedure, with the advantage of 
obviating any possibility of hypoxia. 

Thct'apcutic Possibilities. — This tech¬ 
nic may also be used as a therapeutic pro¬ 
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cedure in states of overwhelming stress. 
In the study of methods of inducing hiber¬ 
nation, some of Laborit’s first experiments 
were on hemorrhagic shock.*^ He demon¬ 
strated, using Wigger’s technic, that ani¬ 
mals maintained at an arterial pressure of 
40 millimeters of mercury under hiber¬ 
nation will tolerate this state of shock for 
a longer period, without irreversibility or 
with less blood replacement. 

This work was further extended clini¬ 
cally in 1952 and 1953, during the Indo- 
China War, by military surgeons,*^ who 
used artificial hibernation for the preven¬ 
tion and treatment of traumatic shock. 
Three hundred cases were reported by the 
consulting surgeon of the French armed 
forces. It was difficult to prove that the 
conventional method of therapy for shock 
would not have been satisfactory for moat 
of these patients; however, in 10 per cent 
of “desperate cases“ in which transfusion 
failed, artificial hibernation was effective. 
Other therapeutic possibilities reported 
are the treatment of hyperthermic chil¬ 
dren-® and coronary artery disease.-* 

Our e.xperience at the Sinai Hospital in 
Baltimore comprises 18 surgical cases and 
6 cases of clinical experimentation under 
artificial hibernation. Our results have 
been extremely gratifying and have pro¬ 
voked much stimulating controversy con¬ 
cerning tangential problems which should 
be investigated. 

The patients subjected to hibernation 
were chosen as the poorest of surgical 
risks for major procedures (see table). 
There were 3 deaths; 1 patient (Case 15) 
aged 79 with a giant fibroid, died of car¬ 
diac arrest immediately after the opera¬ 
tion. At postmortem e.\’amination, un¬ 
suspected acute pericarditis was di.*;- 
covered. It was impossible to dehibernate 
1 patient (Case 3) aged 93. He died two 
days after the operation. The youngest pa¬ 
tient, a quadriplegic age mo ^ s (Case j 
11), was expected to "*"'‘*vely, 
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Artificial Hibernation in Eighteen Cases 

Case Reason for 

iVo. Hibernation 

Patient's Operative Procedure 
Age 

Minimum Comment 

Temperature (All Cases Intubated) 

1 

Diabetes; hypertension; 
gangrene of leg; 
patient toxic 

70 

Midthigh amputation 

95.4 

No anesthesia 

2 

Peritonitis, incipient 
shock 

44 

Closure perforation, 
duodenal ulcer 

97 

Potentiated anesthesia 
(50% N:0) 

3 

Hypertension, fibrillation, 
uremia 

93 

Suprapubic prostatectomy 

87 

No anesthesia—patient 
died 3 days post- 
. operatively, could not be 
completely dehibei'nated 

4 

Carcinoma of cervix 
(Exenteration planned) 

52 

Pelvic laparotomy 

95 

Potentiated anesthesia 
(50% N-0) ; inoperable 

5 

Severe coronary disease; 
recent pulmonary edema 

67 

Large sliding inguinal 
hernia 

97 

No anesthesia 

6 

Toxic, bilateral gangrene 
of legs; severe coronary 
disease, renal damage 

73 

Midthigh amputation 

94 

Potentiated anesthesia 
(50% N"0); emergency 
preparation 

7 

Massive hemorrhage; 
jaundice; carcinoma of 
pancreas; patient 
comatose 

51 

Exploratory laparotomy, 
gastrotomy 

95.5 

No anesthesia 

8 

Hypertension; hemiplegia; 
mitral stenosis; cardiac 
failure; common duct 
obstruction 

66 

Common duct exploration 
(emergency) 

95 

No anesthesia 

9 

Chronic constrictive 
pericarditis 

45 

Pericardiectomy 

95 

Potentiated anesthesia 

10 

Recurrent carcinoma of 
larynx; auricular 
fibrillation 

52 

Gastrotomy 

94.8 

Potentiated anesthesia; 
patient resistant 

11 

Cord injury at birth; 
hyperthermia, (10G° F.); 
quadriplegia 

3 mo. Spinal exploration, 
laminectomy 

83 

No anesthesia; Patient 
died by aspiration 3d_ day 
P.O., after dehibernation 

12 

Hypertension; severe 
coronary disease; car¬ 
cinoma of colon 

75 

Exploratory laparotomy 
(inoperable) 

94 

No anesthesia 

13 

Rheumatic heart disease; 
mitral stenosis and insuf¬ 
ficiency; cholecystitis 

51 

Cholecystectomy 

94.6 

Potentiated anesthesia 
(50% N=0) 

14 

Diabetes; recent acute 
coronary disease; 
gangrene of leg 

80 

Midthigh amputation 

93 

No anesthesia 

15 

Hypertension; cardio- 79 

vascular disease; fibrilla¬ 
tion; huge abdominal mass 

Hysterectomy (giant 
fibroid) 

93 

Potentiated anesthesia; 
cardiac ai'rest; Patient 
died; unsuspected acute 
pericarditis 

If. 

Gangrene of extremity; 
coronary insufficiency 

80 

Midthigh amputation 

94 

No anesthesia 

17 

Auricular fibrillation; 
cardiac failure; jaundice; 
uremia; acute cholecystitis 

63 

Cholecystectomy 

94 

No anesthesia 

18 

Hypertension; coronary 
insufficiency; duodenal 
ulcer 

45 

Gastric resection 

96 

Potentiated anesthesia 
(50% N=0) 


but died prematurely from aspiration 
three days after the operation, after com¬ 
plete dehibernation had been attained. 
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Most of these patients had severe and 
hazardous cardiovascular conditions—re¬ 
cent coronaiy occlusion, hemiplegia, dia- 
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betes, and hypertension. There were 18 
operative patients, 10 of whom required 
absolutely no supplementary anesthesia. 
Most of the remainder w’ere carried on 
small doses of 50 per cent nitrous oxide. 
Most patients were readily intubated after 
small doses of (3 to 4 mg.) tubocurarine. 

The technic was essentially that des¬ 
cribed by Laborit, with use of the block¬ 
ing mixture and ice bags. All patients 
went into hibernation easily. Three, how¬ 
ever, were extremely difficult to keep 
down. The lowest temperature attained 
was 84 F. During operation the patients 
were quiet and relaxed; still one could talk 
to a semicomatose patient, and the periph¬ 
eral reflexes were still present. The 
usual blood pressure was 90 systolic and 
60 diastolic, the usual pulse rate 80 and 
the usual respiration rate 8 to 12. The 
longest procedure took three hours. The 
patients were “kept under” from six hours 
to three and one-half days. One patient 
was in severe shock from intra-abdominal 
bleeding (the blood pressure could not be 
maintained by transfusion until hiberna¬ 
tion was achieved). In all cases, electro¬ 
cardiograms taken during and after 
hibernation showed no change from the 
prehibernation tracings. Preoperatively 
and postoperatively all patients were kept 
in an o.xygen tent or in a room at 68 F. 
for the cooling effect. Jlost patients were 
extremely quiet, with good color and dr>' 
skin, and almost euphoric. Rarely did a 
patient complain of pain, and narcotics 
were seldon given. Dehibernation was dif¬ 
ficult in only 1 case (that of the 93-year- 
old man who died). All of the operative pa¬ 
tients were amnesic and had only vague 
recollections of the hibernation. There was 
a general feeling of well-being on rewarm¬ 
ing. Bowel sounds and defecation occurred 
one (lay after dehibernation. After the pa¬ 
tient had been cooled, nursing care wa.s 
no more complicated than that required by 
the average postsurgical case of a similar 
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kind. The patient was turned every hour, 
at which time the pulse rate, temperature, 
respiratory rate and blood pressure were 
recorded. All patients were fed intra¬ 
venously. 

Special studies w’ere done of some non- 
operative patients both before and during 
hibernation. These data will be reported 
later. 

CONCLUSIONS 

The results of the author’s experience, a 
brief one, corroborate those of the Euro¬ 
pean investigators, and in his opinion 
artificial hibernation has exceptional 
merit. Whether its theoretical basis is 
valid will be determined only in the labora¬ 
tory. This procedure at present should 
certainly not be used in a routine manner, 
nor is its use necessary %vith good modern 
anesthesia available. Its greatest advan¬ 
tage at present is for “poor risk” patients 
who must undergo the stress of surgical 
intervention, and it also allows a greater 
margin of safety in those procedures 
which may be associated with hypoxia 
than do the conventional forms of anes¬ 
thesia. 

RESUMEN 

Los resultados de la experiencia del 
autor est«an en relacion con los de los 
autores Europeos, considerando que la 
invernacion artificial tiene un merito 
excepcional. El laboratorio decidira si la 
base teorica es valida. Indudablemento que 
este procedimiento no debe usarse actual- 
mente en forma rutinaria, tampoco resulta 
necesario cuando se dispone de una buena 
anestesia. Su gran ventaja es para los 
pacientes considerados como males riesgos 
que tienen que ser sometidos al “.stre.ss’ dc 
la intervencidn quirurgica; tambien da un 
gran margen de seguridad en aquellos 
procedimientos que pueden enc 
asociados con hipoxia' en las 
convencionales de anestesia. — 
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RESUMEN 

Les resultats de Texpeidence assez 
limitee de I’auteur confirmeiit ceux des 
investigateui's Europeeiis, et a son opinion 
riiibernation artificielle est d’une valeur 
extraordinaire.—C’est dans le laboratoire 
seulement qu’on decidera, si la base 
theoretique est justifiee ou pas. Sans 
doute la metliode ne doit etre employee ni 
generalenient. ni si une bonne et nioderne 
methode d’anestbesie pent Mre employee. 
Pour le moment on trouvera sa plus grande 
valeur dans les cas. ou un nialade affaibli 
doit subir le risque d’une, intervention 
cliirurgicale. Aussi elle donne plus de 
surete que les autres formes d’anesthesie 
dans les procedures qui pourraient etre 
suivies de I’hypoxie. 

RIASSUNTO 

L’esperienza deirautore suH’ibernazione 
artificiale non e vasta, tuttavia i suoi 
risultati concordano con quelli ottenuti 
dagli studios! europei e nella sua opinione 
il metodo ha degli eccezionali vantaggi. 
Solo il laboratorio potra dire es le basi 
teoriche del metodo siano valide; al mo- 
mento presente non deve essere usato in 
tutti i casi e sopratutto quando vi sia a 
disposizione una buona anestesia moderna. 
L’impiego principale e rappresentato dai 
malati in cattive coiidizioni die debbano 
essere sottoposti ad un intervento chirurgi- 
co e in tutti quei casi in cui sia prevedibile 
una condizione di ipossia. 

ZUSAMMENF.ASSUNG 

Die noch juiigen Erfahrungen des 
Verfassers bestiitigen die der europaischen 
Untersucher. Der Verfasser glaubt, dass 
der kiinstliche Winterschlaf ausserordent- 
liche Vorziige bietet. Ob die theoretischen 
Grundlagen ihre Giiltigkeit behalten 
werdeii. verden Laboratoriumsuntersu- 


chungen entscheiden. Sicherlich sollte das 
Verfahren heutzutage nicht routinemassig 
zur Anwendung gelangen, und, wo gute 
modex-ne Betaubungsmethoden zur Ver- 
fiigung stehen, eriibrigt es sich. Der 
grosste Vorzug der Methode liegt zur Zeit 
in ihrer Anwendbai'keit an Kranken, die 
ein schlechtes Operationsrisiko bieten und 
sich doch den Anstrengungen eines 
chirui'gischen Eingriffs unterziehen miis- 
sen. Ausserdem bietet das Verfahren eine 
grossere Sichei'heitsbreite als die iiblichen 
Formen der Nai-kose bei Eingriffen die zu 
Sauerstotfmangel fiihren kbnnen. 
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Of voluntary eutlianasia as another form of biological control I liavc liacl my 
say upon the two occasions when a Bill has been introduced into the Upper House, 
expressing grave doubts. Bizarre, the advocacy of this practice must surely appear 
to the doctor, since its operation would pul his function into reverse. But I Iiavc 
thought it a question for the public, and not the doctor, to decide, although, if the 
citizen wanted to terminate his life, it would naturally fall to the doctor to carry it 
out. Speaking as a member of the public, however, it seems to me to be fraught 
with great objections. 

Tile disease which is thought to be incurable today is curable tomorrow, and 
tomorrow would, of course, be too late to lake another view. The relief of pain is 
the duty of the doctor and, with the many remedies and devices now available to 
him, sliould never be impracticable. Tlien there would often be a danger that the 
sick man may he unduly influenced by the impatience of his friends in face of his 
taking ‘an unconscionable time in d)ing.’ It was such a friend who once said to me: 
“Doctor, this agony cannot go on.” “fT/iosc agony?” I replied, for the patient, 
though dying, was free from agony ... No, it would not do. There is a belter alterna¬ 
tive, and that is the meaning implicit in the sick man’s mind when, holding Iiis doctor’s 
hand, he says, “You will stand by me. Doctor, won’t you?” 


—Lord Harder 



Annular Pancreas 

FRANCIS GIAMMATTEI, M.D., F.A.C.S., F.I.C.S.* 
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A NNULAR pancreas is a rare congen- 
ital anomalj^ that occurs usuall 3 '- in 
the second portion of the duodenum, 
producing constriction of this organ and 
causing, clinicallj’-, partial duodenal ob¬ 
struction. Owing to this constriction, 
dilation and hj^pertrophj^ of the proximal 
portion of the duodenum and frequently 
of the stomach are the results. 

Einbryolic Picture .—It is a well-known 
fact that the development of the pancreas 
is irregular, and this is evidenced by the 
• frequent observation of ectopic islands 
of pancreatic tissue in other nearby or¬ 
gans, especially the duodenal and gastric 
walls. 

The embryonic aspects of the pancreas 
have been discussed thoroughly by Mac- 
Naught, Howard and Cunningham. The 
organ arises fi'om two entodermal out¬ 
growths, the dorsal and ventral anlages. 
The dorsal anlage extends out from the 
anterior wall of the intestinal tube just 
proximal to the common bile duct. Prac¬ 
tically all of the pancreas is formed from 
this portion except the head, which ai'ises 
from the ventral anlage. This latter is 
divided into two buds, right and left. The 
left normally becomes atrophied. As the 
intestine develops and rotates, it carries 
the ventral anlage, and this ultimate^ 
fuses with the dorsal anlage. The duct 
.s.vstem of these two sections also unites. 
The former provides part of the head, 
while the latter provides the ducts of the 
body, the tail and part of the head. 

Any failure of atrophj- of the left bud 
of the ventral anlage may cause a serious 

•Attendinsr surgeon of the Phelps Memorial Hospital, 
North Tarrytown, N. V. 
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developmental irregularity. 

Bovill and Baily, in July 1952, wrote an 
enlightening paper on annular pancreas, 
in which they described the embryonic 
and normal anatomic nature of this condi¬ 
tion, stating that the annular ring of the 
pancreatic tissue represents persistence of 
the left half of the ventral anlage, the tip 
of which remains fixed to the duodenal 
wall in an anterior position and becomes 
stretched around the right side of the duo¬ 
denum upon migration of the remaining 
portion of the ventral pancreas. 

Anatomohistologic Data .—The pancre¬ 
atic tissue from the annular pancreas 
cannot be differentiated from that of nor¬ 
mal pancreas. It possesses islets of Lan- 
gerhans and acinar glands, as well as a 
system of ducts that enter into the main 
pancreatic duct of Wirsung (Fig. 2). 
First, it occurs as a complete thick ring 
engulfing all of the duodenum; second, 
sometimes the ring is not entirely com¬ 
plete on the anterior aspect and therefore 
is less constricting than is the complete 
encirclement, and third, it maj' show up 
as aberrant pancreatic tissue in the walls 
of the stomach, the duodenum and the sur¬ 
rounding organs. The first and second 
produce constriction of the second portion 
of the duodenum, with symptoms of duo¬ 
denal obstruction and at times with dila¬ 
tation of the stomach. 

Sometimes the pancreatic tissue is so 
adherent to the walls of the duodenum that 
it is impossible to separate the two struc¬ 
tures surgically. 

Age .—Annular pancreas may occur at 
any time from birth to old age; 1 case has 
been reported in which the patient was 74 
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Fig. 1.— A, Roentgenogram demonstrating markedlj* widened proximal duodenal loop with duodenal 
thinning distal to obstructive pancreatic band. li. Another roentgen phase showing dilatation. 
C, Oblique view, sho\\'ing same partial obstructive phenomenon. D, Six hour progress film, show¬ 
ing some gastric and duodenal retention. 
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and afterward advised an operation. 

The patient, an automobile body laborer, 
had no bad habits, smoked moderately and had 
not lost any time at work. 

Physical examination gave essentially neg¬ 
ative results. The patient was well nourished. 
The eyes, ears, nose and throat were normal: 
there was no adenopathy in the neck. There 
was no rigidity. The thyroid was normal. 
The lungs were normal throughout, with no 
rales and no dulness. The heart was regular 
in rate and rhythm, with no murmurs. The 
blood pressure in millimeters of mercury was 
103 systolic and 65 diastolic. The respiratory 
rate was 18 and the pulse rate 76. There was 
tenderness in the right upper abdominal quad¬ 
rant and around the umbilicus, with some 
distention, but no fluid, no palpable masses 
and no rigidity of the rectus muscles could be 
detected. 

A roentgen series of the upper part of the 
gastrointestinal tract revealed dilatation and 
redundancy of the first portion of the duo¬ 
denum, but no other abnormalities. The re¬ 
sults of blood chemical studies, including a 
Wasserman test, were normal. The preopera¬ 
tive diagnosis was partial obstruction of the 
duodenum due to an annular pancreas. The 
postoperative diagnosis was the same. 

Operation .—This consisted of excision of a 
ring of pancreas and freeing of the duodenum. 

With the region under spinal anesthesia, a 
paramedian incision was made and the abdo¬ 
men explored. 

A ring IV 2 inches (3.7 cm.) wide sur¬ 
rounded the second portion of the duodenum, 
just below the first (Fig. 3.4). It consisted 
of solid pancreatic tissue, producing constrict- 
tion of this portion of the duodenum and 
therefore causing partial obstruction and 
dilatation above the obstruction. The pylorus 
was large and admitted two fingers; the spleen 
was normal: the kidneys were normal; the 
stomach, except for some dilatation, was nor¬ 
mal : the rectosigmoid and the rest of the 
colon were noiTnal. The pancreas was normal 
except for the ring previously described. 

.4 Kocher maneuver dislocated the duo¬ 
denum above the ring. The ring was e.xposed 
and dissected from the anterior wall of the 
duodenum and was transected on the outer 
margin. Then the pancreatic ring was di.s- 
sected away from the wall of the duodenum 
to the mesial side of the ring where it joined 
the p.ancreas. This freed the anterior wall of 
the duodenum, causing this section to bulge. 
The mesial section of the stump of the ring 


consisted of a piece 1 cm. long, and this was 
sutured to the capsule of the pancreas, which 
prevented this section from coming into con¬ 
tact with the duodenum (Fig. 3B). 

The patient’s immediate postoperative con¬ 
dition was good. He made an uneventful re¬ 
covery and was discharged from the hospital 
on February 12 with the incision well healed. 
The most recent follow-up, on December 5, 
proved that the patient had been relieved of 
all his preoperative symptoms. 

Pathologic Report. — The specimen con¬ 
sisted of a piece of pancreas (Fig. 2). Macro¬ 
scopic examination revealed segment of tissue 
5 by 4 by 3 cm., resembling pancreatic tissue. 
Microscopic examination revealed normal pan¬ 
creatic tissue. The diagnosis was annular 
pancreas. 

This case is similar to the case reported by 
E. P. Lehman in April 1942. 

SUMMARY 

A case of annular pancreas is reported 
in which partial resection of the ring was 
done. There was no morbidity. The roent¬ 
genograms were rather typical. Differen¬ 
tial diagnosis is considered and different 
operative procedures briefly discussed. 

SUMARIO 

1. E apresentado um caso de pancreas 
anular, em que foi feita a ressecgao par- 
cial do anel sem morbidade. 

2. Sao rapidamente discutidos os dife- 
rentes processos cirurgicos. 

3. Os dados radiologicos eram tipicos e 
o diagnostico diferencial e considerado. 

ZUSAMMENFASSUNG 

1. Es wird fiber den Fall eines ring- 
formigen Pankreas berichtet, bei dem 
eine teilweise Resektion des Ringes ohne 
Krankheitsfolgen ausgeffihrt wurde. 

2. Verschiedene Operationsvorgange 
werden kurz erortei-t. 

3. Di Rontgenaufnahmen waren ziem- 
lich typisch. Die differentialdiagnostis- 
chen Moglichkeiten werden in Erwiigung 
gezogen. 
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RESUME 

1. Un cas de pancreas annulaire est 
reporte en quel la resection de L’anneau 
etait fait sans morbidite. 

2. Des procedures operatives differentes 
sont discutees brevement. 

3. Le roentgenogram etait assez typique 
et les diagnoses differentes etaient con- 
siderees. 

RIASSUNTO 

1. Viene riferito un casi di pancreas 
anulare, in cui fu eseguita con successo 
una resezione parziale dell’anello. 

2. Vengono brevemente discusse le va- 
rie tecniche chirurgiche. 

3. I radiogrammi, in tale caso, erano 
abbastanza caratteristici. 

RESUMEN 

1. Se comunica un caso de pancreas an- 
ular en el cual se hizo sin morbilidad la 
reaeccidn parcial del anillo. 

2. Se discuten brevemente los diferen- 
tes procedimientos quirurgicos. 

3. Los roentgenogramas fueron muy 
tipicos y se hizo el diagnostico diferencial. 
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The greatest difficulty is llial men do not think enough of themsehes. do not 
consider wlial it is that they are sacrificing when they follow in a herd, or nhen 
they cater for llieir establishment. ... A man should learn to detect and foster tlial 
gleam of light nhich flashes across lus mind from williin far more than the luster 
of the wliole firmament without. Yet he dismisses nilhout notice liis peculiar 
llioughl because it is peculiar. The time will come when he will postpone all 
acquired knowledge to this spontaneous wisdom, and will watcli for this Illumina¬ 
tion more than those who watch for the morning. 

— Emerson- 
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T he therapy of acute and chronic 
pyogenic infections of bones and 
joints is still beset with inadequate 
results, due in many instances to fre¬ 
quently excessive dependence upon anti¬ 
biotic drugs as a sole agent in the treat¬ 
ment of these lesions. It is true that, as a 
result of the use of the various antibiotics 
during the past decade, deaths from acute 
pyogenic infections have been diminished 
almost to the vanishing point, and mor¬ 
bidity has been strikingly reduced. Never¬ 
theless there are a number of poor results 
that warrant attention and study. 

It is also readily apparent that the inci¬ 
dence of the hematogenous type of these 
lesions has become much lower as an inci¬ 
dental result of the prevalent early admin¬ 
istration of antibiotics for those diseases 
which may give rise to infections of bones 
and joints. Similarly, there is a consider¬ 
able diminution in incidence of the exog¬ 
enous form of these lesions as a conse¬ 
quence of the increasing prophylactic use 
of antibiotics. There appears to be no 
doubt that present-day shortcomings can 
be appreciably reduced by correction of 
the various misconceptions arising from 
lack of a clear visualization of the patho- 
mechanics of infections of bones and 
joints and of a clear appreciation of the 
responses of these lesions to a complete 
regime of therapy, including the medical 
components and. where indicated, the sur¬ 
gical components. 

It is fundamental with respect to the 
therapy of p.vogenic infections that one 

for March CO, 


must keep uppermost in mind the well 
established concept that the acute and at 
times the chronic lesion present a compli¬ 
cated symptom complex which is the result 
of a varying proportion of the two com¬ 
ponents of the disease, namely, the S3's- 
temic disease incidental to bacteremia and 
toxemia and the local disease, be it sup¬ 
purative arthritis, an osteomj'^elitic lesion 
or even a soft tissue abscess. There is now 
sufficient evidence that the systemic com¬ 
ponent of the disease can be obviated pro¬ 
vided the offending micro-organism is 
sensitive to a properly chosen and ade¬ 
quately administered antibiotic, and the 
toxemia is not overwhelming, since pre¬ 
formed toxins are not influenced by anti¬ 
biotics and must therefore be dealt with 
b}’’ the patient’s defensive mechanisms. In 
contrast to the foregoing comments, it is 
just as clear that under similar circum¬ 
stances the local component of the disease, 
if it is acute, ma\’’ or ma.v not be elim¬ 
inated ; and if it is chronic, antibiotic ther- 
ap.v alone will rarelj' if ever eradicate the 
disease. This variation in response to 
antibiotic therap.v is due to the character 
of the p.vogenic lesion. 

The acute hematogenous osteom.velitic 
lesion arises as a local inflammator.v proc¬ 
ess during the course of a blood-borne 
bacterial invasion and in respon.se to the 
rapid multiplication of the micro-organ¬ 
isms and the production of e.xotoxins, 
leukocidins, hemolysins, and spreading 
factors, suppuration and abscess forma¬ 
tion develop. A walling-off process sets in 
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early in the form of peripheral thrombo¬ 
phlebitis and thromboarteritis, while the 
central area of the focus undergoes necro¬ 
sis and suppuration. An additional impor¬ 
tant consideration in this process is that 
the abscess develops in rigid-walled sur¬ 
roundings and the resultant accumulation 
of pus under pressure aids in the growth 
of the lesion by interference with the blood 
supply in the adjacent metaphysial and 
subperiosteal areas. When these phenom¬ 
ena—peripheral thromboarteritis, throm¬ 
bophlebitis, and the avascularity arising 
from the pressure of the growing abscess 
—are viewed in the light of antibiotic 
therapy and, for that matter, in the light 
of chemotherapy or serotherapy, it be¬ 
comes readily evident that these therapies 
must fail because of the inability of the 
blood stream to deliver the therapeutic 
agents into the focus of disease so as to 
make them effective. In view of these con¬ 
siderations, the mere administration of 
antibiotics, no matter how well chosen or 
how well administered, will not he effec¬ 
tive in the eradication of the lesion once 
it has become sufficiently well developed. 
On the other hand, very early administra¬ 
tion of antibiotics, before the full develop¬ 
ment of the aforedescribed phenomena has 
been reached, will result in the prevention 
or abortion of these lesions, thus account¬ 
ing for the present-da}” decrease in the fre¬ 
quency of acute hematogenous lesions and 
their subsidence during the early stages 
of the disease. 

It therefore follows that rational treat¬ 
ment of the acute hematogenous lesion 
should provide for the administration of a 
suitable antibiotic at the earliest possible 
moment. Subsidence of the systemic man¬ 
ifestations of the disease should not lull 
the medical attendant into the belief that 
the local lesion also is being effectively 
overcome unless the local signs and symi>- 
toms likewise subside. Persistence of local 
pain, tenderness, and swelling, notwith¬ 


standing the subsidence of temperature 
elevation and improvement of the general 
condition, warrant surgical intervention in 
a matter of days after the onset of the 
lesion, rather than weeks. Nor should one 
await roentgenographic changes before 
surgical intervention is undertaken in con¬ 
junction with antibiotic therapy. The op¬ 
eration should be performed under tourni¬ 
quet control when possible and should 
consist of an incision along anatomic 
planes and decompression of the bone le¬ 
sion, regardless of whether or not pus is 
encountered in the soft tissues or subperi- 
osteally. Excessive decortication or cu- 
rettement of the focus should not be done. 
The focus should be thoroughly flooded 
with physiologic solution of sodium chlo¬ 
ride containing a high concentration of the 
antibiotic as it is closed firmly with sev¬ 
eral layers of sutures, without any drain¬ 
age whatsoever. Immobilization is obtained 
by the use of a compression bandage of 
sheet wadding, flannel and adhesive tape. 
The wound is not disturbed until the tenth 
postoperative day, at which time it will be 
found to have healed 7Jcr prbnain. Anti¬ 
biotic therapy is usually continued for a 
minimum of four weeks after the opera¬ 
tion. 

Postoperative roentgen studies will re¬ 
veal the gradual obliteration of the sur¬ 
gically created defect, with diminishing 
evidence of disease activity. Eventually 
the bone will present a completely normal 
appearance. The clinical recovery is just 
as thorough. Only under such circum¬ 
stances can one feel assured that the lesion 
has been eradicated. 

The prophylactic administration of a 
suitable antibiotic is effective in prevent¬ 
ing the acute exogenous form of o.steomye- 
litis arising as a complication of surgical 
procedures on bones and joints. Once in¬ 
fection gets a foothold, the walling-off 
process effectively prevents penetration of 
the antibiotic into the focus of disease, 
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because the local pathomechanic pattern is 
similar to that of the acute hematogenous 
osteomyelitic lesion. Once infection is 
fullj’’ developed and suppuration has oc¬ 
curred, incision of the area, evacuation of 
the focus, including all foreign materials, 
excision of the soft tissue scar and clo¬ 
sure under antibiotic conti'ol without 
drainage is most conducive to prompt 
healing per primam. 

In case the acute exogenous form of 
osteomyelitis arises as a complication of a 
compound fracture, the successful use of 
antibiotics as the sole means of therapy is 
hampered bj’’ the nature of the pjmgenic 
lesion and by the added factors incidental 
to the presence within the wound of avas¬ 
cular devitalized tissue, resulting from the 
primary injury, and the probable presence 
of foreign bodies, neither of which can be 
penetrated by the antibiotic, whether it is 
delivered into the focus via the blood 
stream or by local application. It is there¬ 
fore essential that, in addition to the ad¬ 
ministration of a suitable antibiotic, de¬ 
bridement be carried out at the earliest 
possible opportunity, the parts restored to 
as close to normal as is feasible under the 
circumstances, the wound closed without 
drainage and the parts appropriately im¬ 
mobilized. In the event of a frank infec¬ 
tion. the wound should nevertheless be 
debrided under an antibiotic umbrella, so 
to speak, and closed without drainage as 
in the presence of acute hematogenous 
osteomyelitis, with avoidance, however, of 
local metallic fixation. 

Beyond the acute stage of the osteomye¬ 
litic lesion the local appearances are rela¬ 
tively similar pathologically, whether the 
hematogenous or the exogenous form is 
present, except that the hematogenous 
form may present multiple lesions and 
more extensive foci, in contrast to the ex¬ 
ogenous form, which is usually a solitary 
focus probably complicated by mal-align- 
ment. nonunion and the presence of metal¬ 


lic fixation substances. 'Treatment of all 
of these lesions is similar, depending upon 
whether they are in the postacute or the 
chronic stage. 

Clinically the postacute phase, when un¬ 
treated or inadequately treated, is char¬ 
acterized by low-grade temperature, a 
slow but progressive downward course, 
anemia, persistence of draining sinuses, 
pathologic fractures, deformities, and in 
severe cases amyloidosis and possibly 
death. This picture is of course greatly 
modified and masked by the use of anti¬ 
biotics. These are the patients who are 
frequently exposed to successive courses 
of various antibiotics and at times to mul¬ 
tiple antibiotics without relief from the 
persistent drainage or amelioration of the 
local lesion, notwithstanding the fact that 
the general status may be improved by 
the various antibiotics and the use of 
blood transfusions. The unfortunate out¬ 
come of this mode of therapy is the devel¬ 
opment of resistance on the part of the 
offending micro-organisms to the antibiot¬ 
ics in use; the introduction of secondary 
nuisance invaders that are not affected by 
the antibiotics in use, and the development 
in the patient of allergic or other intoler¬ 
ances to the antibiotics in use, to such a 
degree that no suitable antibiotic may be 
available when surgical therapy under 
antibiotic control is undertaken, during 
either this acute phase or the postacute 
phase, or later, during the chronic phase 
of the disease. 

The postacute phase is marked by strik¬ 
ing roentgenographic changes that depict 
the pathologic and the reparative changes 
taking place side by side. The diseased and 
adjacent areas of the inv'olved bone under¬ 
go extensive rarefaction incidental to the 
infiammatory process. The devitalized por¬ 
tions of the bone, having lost their cii di¬ 
lation and having become necrotic, retain 
their previous calcific contents and are 
therefore characterized by relatively in- 
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and finallj" the i*eopening of a previous!}' 
healed sinus or the development of a new 
sinus. This train of symptoms may at 
times subside without the development of 
the sinus, or even after its development, 
without benefit of therapj' or during the 
course of nonoperative therapy of any 
kind. Other lesions may present a per¬ 
sistently draining sinus with few or none 
of the symptoms mentioned. There are yet 
other lesions which are clinically quiescent 
and present no symptoms whatsover; yet 
repeated roentgenographic examinations 
over a prolonged period will reveal pro¬ 
gressive extension of the lesion, regardless 
of its clinical state. 

These considerations are of the utmost 
importance in evaluating the effects of 
nonoperative therapy. The mere subsid¬ 
ence of clinical symptoms is no indication 
of the effectiveness of nonoperative ther¬ 
apy, whether it be serologic, chemical or 
antibiotic, unless it is associated with 
roentgenographic evidence of the subsid¬ 
ence of the lesion. With the introduction 
of these various medical modalities there 
were hopes for results similar to those ob¬ 
tained with lesions other than osteomye¬ 
litis, but these met with grave disappoint¬ 
ment. The explanation of these variations 
becomes evident on consideration of the 
pathologic-anatomic character of the 
chronic osteomyelitic lesion. 

Chronic osteomyelitis is characterized 
pathologically by the presence of diseased 
bone and soft tissue covering, showing 
changes incidental to the processes of de¬ 
struction and changes incidental to inef¬ 
fectual attempts at healing. The changes 
resulting from the processes of destruc¬ 
tion are manifested by the presence of 
cavities, of various shapes and sizes, con¬ 
taining frank pus, infected or indolent 
granulation tissue, necrotic fibrous tissue, 
and sequestra, in addition to atrophic bone 
containing fibrous bone marrow. These 
cavities may or may not communicate with 


the surface of the bone or limb through 
sinus tracts lined with dense fibrous scar 
tissue. The changes resulting from ineffec¬ 
tual attempts at repair are manifested by 
subperiosteal and endosteal new bone for¬ 
mation, with consequent partial or total 
obliteration of the medullary and Haver¬ 
sian canals and irregular thickening of the 
cortex of the bone. These changes lead to 
an overall deformation of the involved 
bone and conversion of the diseased area 
into an ivoiy-like mass of dense bone. The 
periosteal covering of such an involved 
bone segment is thickened, fibrous and 
scarred as a result of the long-standing 
inflammatory process. The soft tissue 
cloak of such a bone is usually densely 
cicatrized and poodly nourished, owing to 
long-standing stasis of blood and lymph 
incidental to the chronic inflammatory 
process and frequently to the scars of pre¬ 
vious operative procedures and the inter¬ 
mittent healing of sinus tracts. 

It is therefore evident that one of the 
most important characteristics of the le¬ 
sion is its poor blood supply. The contents 
of the bone cavities, such as pus and se¬ 
questra, are completely avascular, while 
the surrounding bone scar and dense fi¬ 
brous tissue elements of the enclosed cavi¬ 
ties, sinus tracts, covering periosteum and 
overall tissue layer are poorly vascular¬ 
ized. 

These observations should leave no 
doubt as to the inadequacy of therapy by 
the sole means of medicaments that de¬ 
pend on the blood stream for their delivery 
into the focus of disease. This holds true 
for all antibacterial substances whose effi¬ 
ciency depends upon intimate contact with 
the area of disease. The failure of medical 
therapy notwithstanding the use of potent 
antibacterial agents leaves no alternative 
other than excision of the focus for the 
purpose of eradication of the diseased ai ea 
to the greatest extent feasible and 
vascularization of the site to make possi e 
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the entry of the antibacterial substances 
for control of the infection. 

This leads us to the saucerization pro¬ 
cedure, which provides for the most 
extensive excision of the focus short of 
amputation and should leave normal and 
vascularized bone on the surfaces of the 
resultant cavities. Similarly, the soft tis¬ 
sue scars should be excised as thoroughly 
as possible, short of interference with the 
important nerves and vessels of the ex¬ 
tremity. This necessity for surgical eradi¬ 
cation of the osteomyelitic focus gives rise 
to the difficult problem of healing the 
rigid-walled cavity. Of all the methods of 
healing, that by primary intention is most 
preferable, for self-evident reasons, and is 
obtainable in a very large proportion of 
cases provided several criteria are satis¬ 
fied in addition to thorough saucerization. 
Good skin coverage is most important. To 
obtain this, extensive undermining of the 
skin edges, with or without releasing skin 
incisions, may be necessary. The hema¬ 
toma within the rigid-walled cavity should 
be thoroughly impregnated with a high 
concentration of a suitable antibiotic in 
addition to that supplied via the blood 
stream. A sufficiently extensive loss of 
this hematoma may result in failure of 
healing by primary intention. As a pre¬ 
caution against this, the wound is closed 
with several layers of sutures and i.s not 
disturbed for at least ten days, while the 
limb is immobilized in a compression band¬ 
age of sheet wadding, flannel and adhesive 
tape. The inclusion of foreign bodies, in¬ 
cluding various types of bone grafts, for 
the purpose of obliterating the cavity in 
a potentially inflected area is an additional 
challenge toward the control of the infec¬ 
tion by the antibiotic and should therefore 
be avoided. Furthermore, experience has 
sho^\^^ that, with few exceptions, there is 
sufficient bone regeneration to fill the cav¬ 
ity adequately and maintain the integrity 
of the bone. In those rare instances in 


which there is inadequate bone repair, 
bone grafting maybe performed later,sub¬ 
sequent to the control of the infection and 
healing of the primary operative area. 
The compression bandage is maintained 
for four or more weeks, and bed rest, for 
patients with lesions of the lower limbs, 
enforced for approximately three months. 

The limitations of this article do not 
permit the presentation of statistics or case 
reports. Suffice it to say that since 1944, 
when I resorted to the use of primary clo¬ 
sure without drainage of extensively sau- 
cerized w’ounds under antibiotic control, 
I have had a high proportion of cases 
of healing by primary intention, often 
under very trying circumstances, of a large 
number of osteomyelitic lesions. Many of 
these lesions were rather extensive; some 
were multiple and of long duration, with 
histories of many recurrences and exacer¬ 
bations. Most commonly, failure of heal¬ 
ing by primary intention was due to in¬ 
adequate e.xcision of the bone or soft tissue 
in proportion to the nature and extent of 
the lesion, or inadequacy of the surgical 
technic. Many of these failures were an¬ 
ticipated, because of the probable impossi¬ 
bility of a sufficiently thorough excision. 
These procedures were nevertheless under¬ 
taken with the hope that an amputation 
could be avoided. Other failures of heal¬ 
ing by primary intention arose from a 
breakdown of the skin coverage. Subse¬ 
quent skin plastic procedures or skin 
grafts were therefore necessary to bring 
about the desired results. 

All of these cases have been kept under 
close follow-up observation. I am there¬ 
fore in a position to state that the rate of 
recurrence is much lower than that re¬ 
ported as following other methods of 
treatment. Some of these recurrence.s were 
anticipated because of the inadequacies of 
the surgical procedures. Nevertheless the 
overall results arc so gratifying that the 
surgical maxim "once osteo ‘ al ^ 
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osteomyelitis” may eventually become a 
thing of the past. 

The therapy of acute and chronic pyo¬ 
genic infections of joints has much in 
common with the therap}’- of acute and 
chronic osteomyelitis. The variations in 
the therapeutic approach are dependent 
upon the variations in the pathomechanical 
nature of these lesions. Acute hematoge¬ 
nous pyogenic arthritis is more amenable 
to antibiotic therapj'' without the surgical 
approach, because the developing abscess 
does not have the rigid confines of the bony 
walls observed in its osteomyelitic ana¬ 
logue, and the threat of rapid spread of 
the lesion because of aseptic necrosis inci¬ 
dental to obliteration of blood supply is 
nonexistent. Furthermore, the absorptive 
capacities of joint synovial tissues and 
their blood stream communications are 
much more extensive than in the osteo¬ 
myelitic lesion. In view of these variations, 
early systemic administration of a well- 
chosen antibiotic and local therapy by 
means of repeated aspirations of the joint 
and instillations of physiologic solution of 
sodium chloride containing a high concen¬ 
tration of the antibiotic will resolve the 
lesion. Failure of such resolution, as indi¬ 
cated by the persistent presence of the 
offending micro-organism within the as¬ 
pirated fluid, will necessitate the surgical 
excision of all infected tissues and the ab¬ 
scess wall. This should not be deferred 
unduly, lest joint function be lost. It 
should of course be performed under a 
systemic as well as a local antibiotic “um¬ 
brella,” and the surgical wound should be 
closed without drainage. 

In my experience, acute hematogenous 
pyogenic arthritis is a most infrequent 
lesion. Somewhat more frequent is the 
acute pyogenic arthritis resulting from 
contiguous pyogenic osteomyelitis. This 
lesion most commonly involves the hip 
joint: on occasion, the knee joint. Early 
surgical evacuation of the lesion under 


antibiotic control is essential, lest the cir¬ 
culation to the femoral capital epiphysis 
be shut off, with resultant sequestration of 
the femoral head. Here, too, sj'stemic and 
local antibiotics and primary closure will 
preserve function if surgical intervention 
is undertaken early enough. 

Chronic pyogenic arthritis invariably 
involves the adjacent articular surfaces 
and underlying bone, either primarily or 
secondaribL In such circumstances sur¬ 
gical intervention under systemic and lo¬ 
cal antibiotic control, with primary clo¬ 
sure, is essential to the eradication of the 
lesion. With such a procedure, whatever 
little function maj’’ remain in the joint is 
sacrificed. 

The preceding discussion presumes a 
properly chosen and efficiently adminis¬ 
tered antibiotic. In the early days of the 
antibiotic era, there was no choice and the 
answer was simple—penicillin. With the 
introduction of the newer antibiotics and 
increasing experience the answer lost its 
simplicity. One must now consider the in¬ 
creasing bacterial resistance to the anti¬ 
biotic, both natural and that developed 
during the therapj’’; the increasing patient 
reactions to the antibiotic, allergic and 
toxic, and finally the ease of administra¬ 
tion of the antibiotic. 

A veiy disturbing element is the fact 
that, with the increasing utilization of a 
given antibiotic, the first two of the afore¬ 
mentioned factors become important to 
such a point that the antibiotic may be¬ 
come less and less useful. New antibiotics 
will therefore have to replace the old. A 
complicating factor at the outset of ther¬ 
apj' is the frequent lack of data concerning 
the nature and tj'pe of the offending or¬ 
ganism and its resistance to the various 
antibiotics. Though this information is 
essential to the proper choice of an anti¬ 
biotic, therapy must be instituted prompt- 
Ij' if it is to be most effective. The choice 
must therefore be made, pending the 
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availability of more exact information, on 
the basis of general knowledge concerning 
the most likely organisms that may be 
present. 

During the past few years, therefore, I 
have restricted myself to the use of the 
broad-spectrum antibiotics—chlortetracy- 
dine, oxytetracycline, tetracycline, and 
when the organism happens to be resistant 
to all of these drugs, carbomycin. For all 
acute lesions, the drug is administered by 
mouth as soon as a provisional diagnosis 
is made—2 Gm. per day, divided into four 
or eight doses at equal intervals, the 3 a.m. 
dose being omitted if the patient is asleep. 
For severely ill patients, an intravenous 
administration of 500 mg. in 1,000 milli¬ 
liters of diluent at the outset may be 
effective. In all chronic lesions as well as 
in those instances in which the antibiotic 
is used as a prophylactic agent, the admin¬ 
istration of the drug by mouth is started 
twenty-four hours prior to the operative 
procedure and continued thereafter as 
aforementioned. During all operations for 
acute and chronic pyogenic lesions, 500 
mg. of the antibiotic is administered intra¬ 
venously in 1,000 milliliters of diluent. 
The chosen antibiotic is also used to wash 
the operative wound and to flood the vari¬ 
ous layers as they are closed without 
drainage, in a concentration of 0.5 rag. 
per milliliter of diluent for all acute and 
chronic lesions as well as in clean cases 
when the drug is used prophylactically. 
Postoperatively the antibiotic is adminis¬ 
tered for seven to ten days in prophylactic 
cases and for four weeks in cases of pyo¬ 
genic lesions. 

SUMMARY 

The author outlines the rationale of the 
therapy of acute, postacute and chronic 
pyogenic lesions of bones and joints by the 
use of antibiotics, surgical intervention 
and primary closure of the surgically 


formed wounds based upon the pathome- 
chanics of the various lesions. Great em¬ 
phasis is placed upon the effectiveness of 
a properly chosen antibiotic during the 
early phases of the lesion, before the wall¬ 
ing-off process has been fully established. 
Greater emphasis is placed upon the inef¬ 
fectiveness of a properly chosen antibiotic 
when used as the sole agent of therapy in 
the presence of a fully developed acute or 
chronic pyogenic lesion by reason of the 
walling-off process, which prevents the de¬ 
livery of the drug via the blood stream 
Into the disease focus. Stress is also placed 
upon prevention of the exogenous type of 
pyogenic lesions of bones and joints by 
timely use of the antibiotics in conjunction 
with various surgical procedures. 

ZUSAMMENFASSUNC 

Der Verfasscr crklart die der Behand- 
lung akuter, postakuter und chronischer 
pyogener Knochen und Gelenkerkrankun- 
gen mit Antibiotika, operativem Eingriff 
und primarem Versch^uss der Operations- 
wunde zugrunde liegenden Gedanken- 
gange auf der Basis des pathologischen 
Mechanismus der verschiedenen Erkran- 
kungen. Besonderes Gewicht wird auf die 
Wirksamkeit eines sorgfUltig ausKewiihl- 
ten Antibiotikums im friihen Stadium der 
Erkrankung, bevor cs zu ciner vcilligen 
Abkapseliing des Prozesses gekommen ist, 
gelcgt. Noch mchr wird die Tatsachc 
hervorgehoben, dass cin richtig ausge- 
wahltes Antibiotikum als einziges Bchand- 
lungsmittel beim Bestehen eines vollig 
cntwickelten akuten oder cbronischen 
pyogenen Krankhcitsprozesscs unwirksam 
ist, well der Abkapselungsvorgang ver- 
hindert, dass das Mittel den Krankheits- 
herd auf dem Blutwcge erreicht. Es wird 
ferncr mit Nachdruck darauf hingewie- 
sen, dass die Oxogene Form pyogener 
Knochen-und Gelenkerkrankungcn sich 
durch rechtzeitige Anwendung der ’ i- 
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otika in Verbindung mit chirurgischen 
Eingriffen verhiiten liisst. 

sujiArio 

0 autor apresenta as razoes para o tra- 
tamento de lesoes piogenicas agudas, pos- 
agudas e cronicas dos ossos e das articu- 
lagoes, pelo use de aiitibioticos, intervengao 
cirurgica e fechamento primario das feri- 
das cirurgicamente formadas, tendo como 
base a mecanica patologica das varias 
lesoes. E salientada a importancia da 
eficacia do antibiotico devidaniente escol- 
hido durante as fases iniciais da lesao, 
antes que tenha se estabelecido completa- 
mente o bloqueio do processo. Maior im¬ 
portancia e dada ainda a ineficacia do 
antibiotico adequadaniente e s c o 1 h i d o 
quando usado como o unico agente de 
tratamento na presenga de uma lesao pio- 
genica aguda ou cronica inteiramente 
desenvolvida, devido ao bloqueio do pro¬ 
cesso, que impede que a droga atinja o 
foco de infecgao pela corrente sanguinea. 
E ainda salientada a profilaxia do tipo exo- 
geno das lesoes piogenicas dos ossos e 
articulagoes pelo uso apropriado de anti- 
bioticos, juntamente com viirios processos 
ciriirgicos. 

RIASSUNTO 

L’autore tratteggia la terapia delle le- 
sioni da piogeni acute, subacute e croniche 
delle ossa e delle articolazioni mediante 
antibiotici, interventi cliirurgici e ripara- 
zione primaria di ferite chirurgiche. Viene 
data particolare importanza aU’efficacia 
degli antibiotici quando siano scelti con 
cura, durante la prima fase delle lesioni e 
prima die il processo abbia stabilito una 
barriera. Altrettanta importanza viene 
data airinefncacia degli antibiotici stessi 
usati da soli quando la produzione di una 
barriera infiammatoria impeclisca il pas- 
saggio di essi dal sangue al focolaio infiam- 
matorio. 


Le infezioni esogene delle ossa e delle 
articolazioni possono essere prevenue con 
I’uso di antibiotici e di vari mezzi chirur- 
gici. 

RESUME 

Dans sa discussion I’auteur a decrit la 
therapie des lesions aigues, post-aigues et 
cbroniques des os et des articulations par 
I’emploi des antibiotiques, intervention 
chirurgicale et fermeture primaire des 
plaies chirurgicales, basee sur la patho- 
mecanique des lesions differentes. Il a 
accentue la valeur d’un antibiotique, pro- 
prement choisi, pendant la premiere phase 
de la lesion, avant qu’une barriere com¬ 
pile soit etablie. De I’importance plus 
grande a ete posee sur I’ineffectivitee d’un 
antibiotique, bien choisi, si I’on s’en sert 
comme seul agent de therapie en presence 
d’une lesion purulente aigue ou chronique, 
completement developpee, puisque la bar¬ 
riere formee empeche le medicament de 
penetrer dans le foj^er par passage du 
sang. Aussi on a mis de I’importance sur 
la prevention d’une infection purulente 
exogene des os et articulations par I’emploi 
precoce des antibiotiques ensemble avec 
differentes procedures chirurgicales. 

RESUMEN 

En los comentarios anteriores, el autor 
ha esbozado los razonamientos terapeiiti- 
cos de las lesiones piogenicas agudas, 
subagudas o cronicas de los huesos y arti- 
culaciones por el uso de los antibioticos, 
intervencion quirurgica y cierre primario 
de las heridas hechas quirurgicamenle 
sobre las heridas hechas por alguna lesion 
mecanica patologica. Se da mucha impor¬ 
tancia a la efectividad y tipo de antibiotico 
que debe elegirse durante las primeras 
fases de la lesion, antes de que se estab- 
lezca el proceso de tabicamiento. Se llama 
la atencion sobre la efectividad y eleccion 
del antibiotico caundo se usa como unico 
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agente terapeutico en presencia de una 
lesion piogenica completamente desarroll- 
ada, aguda o cronica, ya que el proceso de 
tabicamiento previene el que el antibiotico 
llegue al foco por la via sanguinea. Tam- 


bien se hace notar la prevencion del tipo 
exogeno de lesiones piogenicas de los hue- 
sos y las articulaciones por el uso de los 
antibioticos junto con con diversos proce- 
dimlentos quirurgio. 




If Plato and his scliool may be taken as our guides, they made it clear that the 
function of the physician was not lirailcd to the study of the body of the patient 
only, but should include his mind also. Plato put significant words into tlie mouth 
of Socrates when he said: “There is no cure for the body opart from the mind. 
First then, and above all, the mind must be treated If the head and rest of the body 
arc ever to be made wliole..., Just here the mistake is made in regard to men: the 
attempt to treat the body independently of the mind.” And in another place he 
says: “The part can never be well unless the whole be well.” All disease was, to tlie 
Greeks, psychosomatic. 

The importance of retaining what are quaintly called the ‘psychogenic’ factors 
in general ^ledicine, ratlier than segregating them for special study, is greater today 
even than it was 2,000 years ago. This is so, largely because the doctor is faced 
less and less with plagues and epidemics resulting from virulent infections from 
without, and more and more ivitli disease processes due in the main to troubles 
within. We liave exchanged old diseases for new—typlioid fever and sepsis for 
cardiovascular disease and the psychoneuroscs. Our “danger” is, indeed, “being 
human.” The stress comes from within even more than from witliout, and rvlicn A\e 
add to this fact anollier, namely, that personalities dlfler greatly in their emotional 
resistance to difficulties in their environment, \vc see how essential it is to remember 
tlie Greek ivarning. 

All the more reason, as I say, for integrating into one uliole concept of disease 
the physical, mental, and environmental factors entering into the patient’s condition. 

—Lord Harder 
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Safeguards in Angiography 

ADRIEN ^-ER BRUGGHEN. M.D.. FA..C.S. 

CHICAGO, ILLINOIS 


A T this time cerebral angiographic 
study is conceded to be a valuable 
diagnostic tool, and, although it has 
many advantages, it has been shrouded 
with dark and ominous warnings. Com¬ 
plications in the form of permanent hemi¬ 
plegia. transient hemiplegia and the de¬ 
cerebrate state have been reported. Death 
has followed angiographic procedm*es and 
has been attributed thereto. Depending on 
the author, and to some extent the country, 
the reported incidence of complications 
ranges from 3 to 10 per cent and the mor¬ 
tality rate from 0.2 to 3.-5 per cent. The 
reports, however, have often represented 
the first experiences of those reporting. 
After they had had time to analj^ze their 
cases, many of the hazards were elimi¬ 
nated. 

When diagnosing the condition of a sick 
patient, ail like to proceed with unhurried 
steps to the point at which a definite con¬ 
clusion is reached. Some persons, of whom 
I am one. dislike being catapulted from one 
step to another in the care of a patient: 
we do not like to do long-drawn-out opera¬ 
tions. nor do we like to be forced into a 
position of performing an urgent opera¬ 
tion without proper discussion with the 
patient's relatives and friends. 

With regard to brain tumors, it is my 
opinion that angiography has prorfded a 
diagnostic test that largely fulfills these 
conditions. In most cases accurate locali¬ 
zation of a space-occupying lesion can be 
made, and in some, a close approximation 
to the histologic picture can be predicted. 
Proper arrangements with all concerned 
can be made in the light of the facts 
'Drought out by the tests, and. at a con¬ 


venient time, opei'ation can be performed 
on a pei'son who has had the chance to rest 
and recuperate. 

That the cerebral angiogi'aphic technic 
is not more widely used is due to reports 
of complications following its use. These 
may have been justified in the early days 
of its use. but now, when the method is 
properly handled, it appears to be entirely 
safe. In view of the increasing safety, the 
prevailing prejudice against it may be en¬ 
tirely withdi-awn. 

Curiously enough I have had little trou¬ 
ble with routine cerebral angiogi'aphic 
studies and therefore considered it worth 
while to discuss the method employed. The 
series is small and consists of the first 150 
angiogi'ams taken at the Presbyterian 
Hospital of Chicago. Xinet>’ per cent of 
these were done on private patients by me 
and the other 10 per cent by various resi¬ 
dents. All of the patients were given 35 
per cent diodrast. and there have been, so 
fai\ no untoward effects. I say “so far" 
because this freedom from complications 
has not been universally observed by 
others, and therefore my experience may 
represent a luckj’ series. 

Method .—Angiograms were taken in a 
routine manner, in nearly all the cases by 
one person. This is helpful, because it 
takes practice to acquire proficiency. In 
all cases the studies were done with the 
patient under sodium pentoThal-o.y\'g^n 
anesthesia with an intrati-acheal tube. In 
nearl.v all the cases anesthesia was induced 
and maintained by the same person who 
anesthetizes for all the other neurosurgical 
procedures. The patient was ti'anspori.ed 
from the anesthesia room to the roentgen 
room, where the head was put on a San- 
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chez-Perez machine. The skin of the neck 
was prepared and the common carotid 
artery entered percutaneously between 
the sternum and the lower border of the 
thyroid cartilage. The needle was a 2-inch 
(5 cm.) Lewisholm with a heavy phalange 
and a short bevel. The great vessels were 
steadied by the left hand when the needle 
was introduced. Blood was obtained dur¬ 
ing withdrawal of the needle rather than 
during its insertion. When a satisfactory 
jet of blood was obtained, a short piece of 
polyethylene tubing, with Luer locks at 
both ends, was attached to the needle by 
the operating surgeon, while the nurse at¬ 
tached the syringe. This was a 10 cc. glass 
syringe with a Luer lock, a metal plunger 
and rings for the fingers. The syringe was 
emptied as rapidly as possible of 8 to 10 
cc. of 35 per cent diodrast. As the plunger 
neared the last third of the barrel, the or¬ 
der was given to start the series of plates 
(see illustration). 

The Sanchez-Perez machine is a rapid 
plate changer and was set to take six plates 
in five seconds, thus providing a good dem¬ 
onstration of the course of 10 cc. of 35 per 
cent diodrast through the cerebral circu¬ 
lation, from the arterial through the capil¬ 
lary to the venous phase. 

The lateral view was made first as a 
scout series; if this view revealed no ab¬ 
normality and unless there was some spe¬ 
cial problem, anteroposterior views were 
not taken. Of one-half the patients, how¬ 
ever, both lateral and anteroposterior 
views were taken on one side. This was 
done in all cases in which a tumor was 
seen or its presence strongly suspected. In 
5 or 6 cases, arteriograms of the common 
carotid and vertebral arteries were com¬ 
bined on one side. In only a very few 
cases was hUciterdl common carotid arteri- 
ographic study done, and in nearly .all of 
these only lateral vie\s’s were taken. In 6 
aneurysms bilateral arteriographic studies 
were done, with only a lateral view on the 



Needle (18 gauge) with an obturator, used in 
cerebral angiographic procedures. Needle is 2 
inches (5 cm.) long, wth a short bevel. 


side opposite the aneurysm. No patient 
was given more than 20 cc. of 35 per cent 
diodrast on any one side of the brain. 

There was usually a delay of three to 
five minutes between the injections for 
lateral and anteroposterior views on one 
side, and about twice that time when two 
views were taken from the cerebral circu¬ 
lation on the opposite. The time was used 
in reloading the two sets of casettes. Lat¬ 
eral views were developed and inspected 
before anteroposterior views were taken. 
The stylet was replaced in the needle. 

Sensitization tests were not employed. 

After completion of the final series of 
pictures the patient was removed to the 
postanesthesia room to be observed until 
conscious, when he was returned to his 
own room. 

The procedure is described .at an oper.a- 
tional level, for the various delays may 
represent a safety factor. 

T.ables 1, 2 and 3 summarize the obser- 
v.ations in thi.s series of 150 arteriograms. 

T.able 1 accounts for most of the cases, 
25 others representing a variety of differ¬ 
ent things. Some of the 25 arteriograms 
were normal, and others showed patho¬ 
logic changes. The reason for mentioning 
these things is to discuss not the material 
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Table l.— Final Diagnosis (150 Angiograms) 


Cerebral vascular accidents . 56 

Gliomas . 19 

Aneurysms . 17 

Metastatic lesions _ 12 

Meningiomas . 10 

Cerebellar tumors .-. 5 

Chiasmal lesions . 4 

Chronic subdural hematomas. 2 

125 

Miscellaneous. 25 

1 ^ 


Table 2 .—Cerebral Vascular Accidents 


Cerebral vascular accidents.. 56 

Internal carotid arterj- thrombosis..-. 5 

Thrombosis of other vessels. 5 

Negative .46 

56 


Table 3. —Data on 150 Cerebral Angiograms'- 


Patients over 50 years of age.81 

Patients over 60 years of age.27 

1 C-erebral vascular accidents. 56 

Internal carotid thrombosis. _5 

51 


*Of the 51 patients vrith vascular accidents, 37 
were over 50 years of age and 13 over 60. 


but the dangers of the angiographic 
method. The tj'pe of material is impor¬ 
tant, however, in that obliterative or ob¬ 
structive vascular disease is said to be a 
contraindication to cerebral angiographic 
procedures. In this group there were 56 
with a final diagnosis of cerebral vascular 
accident of the obliterative or obstructive 
tj'pe. Patients vith leaking aneuiwsms 
and patients suspected of having cerebral 
hemorrhages were excluded from the cate¬ 
gory of those with vascular accidents. 

For some reason or other, the age of 50 
years has been an arbiti-ary balance point 
for angiographic study. For patients over 
that age the procedure seems to be more 
dangerous than for those under it. It will 
be noted that SI patients subjected to 
cerebral angiogi'aphic study were over 50 
years of age, and 27 were over 60. Of 
these patients in whose cases a diagnosis 
of cerebral vascular accident was made, 
37 were over 50 and 13 were over 60. Al¬ 


together, 46 of the patients with so-called 
vascular accidents did not show anything 
indicative of any particular disease. 


COMMENT 

Many papers have been written on the 
complications of cerebral angiographic 
investigation, and since it is not m-y pur¬ 
pose to review the literature I shall men¬ 
tion only two or three, which are reports 
of observers with approximatelj’" the same 
number of cases and apparently similar 
clinical material. 

In 1951, Dunsmore, Scoville and l^Tiit- 
combe took 147 carotid arteriograms of 
108 patients. There were complications in 
14 cases, just under 13 per cent. In 3 cases, 
the angiographic procedure contributed to 
the fatal outcome; in 1, from accumulation 
of blood in the neck leading to respiratory 
embarrassment, and in 2 from massive in¬ 
farction of a hemisphere of the brain. The 
death of these 2 patients was delas’-ed two 
to twelve days respectively, and the pa¬ 
tients were suspected of having vascular 
thrombosis. There were 4 nonfatal cases 
in which some permanent neural deficits 
remained, and 7 cases in which there were 
transient neural disturbances such as 
hemiplegia, seizures, thrombosis of the 
internal carotid artery, iniury to the cer¬ 
vical svmpathetic chain and sensitivity to 
diodrast. In the author’s opinion, vaso¬ 
spasm played the major role in the causa¬ 
tion of complications. 

In 1952, Abbott, Gay, and Goodal took 
174 angiograms of 150 patients. Theie 
were untoward results in 17; 5 deaths, 4 
permanent neural deficits and 8 transitoi j 
disturbances of the nervous system. This 
represents a complication rate of 11-3 psi 
cent. Since in many of their first cases 
they used the open method, they concluded 
that this contributed various mechanical 
factors. Vasospasm and several other pos- 
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sibilities were discussed. Dunsmore and 
his group used local anesthesia; it is not 
always clear what type of anesthesia was 
used for the patients of Abbott and his co- 
workers. On the other hand, Torkildsen's 
monograph, in which 2,000 cases are dis¬ 
cussed, contains no mention of major com¬ 
plications or deaths. Some or the majority 
of these investigations were done with 
perabrodil, which is identical to diodrast. 
Lima of Lisbon also cited about 2,000 cases 
without complications, in which thorotrast 
was employed. 

The complications may be divided into 
two groups: (a) extracranial and (b) in¬ 
tracranial or neural. The extracranial 
complications are mainly disturbances at 
the site of injection—hematoma; trauma¬ 
tization of the brachial plexus, the cervical 
sympathetic chain or the recurrent laryn¬ 
geal nerves, and painful extravasation of 
diodrast into the soft tissues of the neck. 
In attempts to take vertebral angiograms 
even the subarachnoid space and the spinal 
cord have been intruded upon. Sensitivity 
to the diodrast was said to have occurred 
in 1 case of Dunsmore’s and 2 cases of Ab¬ 
bott’s. I have not encountered this. 

The intracranial complications are much 
more common and more lethal. They in¬ 
clude sudden respiratory failure and death, 
convulsive seizures and death, and delayed 
death from massive infarction. The pa¬ 
tient may survive but be left with a per¬ 
manent neural deficit, which usually takes 
the form of hemiplegia. In the dominant 
hemisphere this can be a most unhappy 
situation for all concerned. Frequently, 
rather severe hemiplegia is superimposed 
on hemiparesis. Transient hemiplegia or 
seizures can be counted as relatively mild 
but alarming complications. 

All intracranial complications are more 
apt to occur in elderly patients, especially 
in those with obliterative tj^ies of vascu¬ 
lar disease. 

Vasospasm is regarded by most observ¬ 
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ers as a major factor. Some have thought 
that mechanical irritation of the carotid 
sinus produces the vasospasm, and to ward 
this off they have infiltrated the sinus with 
procaine. In my own opinion the sinus is not 
involved, for spasm occurs in the cases in 
which those who make the studies use local 
anesthesia. It is almost certain that some 
of the procaine reaches the carotid sinus 
when the test is done with the region un¬ 
der local anesthesia. Thus Dunsmore and 
others, who employed local anesthesia, 
seemed to encounter as much spasm as 
did those who chose another method. Pre¬ 
operative and postoperative papaverine 
has been used to prevent spasm, and so has 
infiltration of the cervical sjTnpathetic 
chain with procaine. Though spasm must 
have occurred in my cases, there was no 
clinical evidence of it. The work of Ward 
and his co-workers has shown that spasm 
of the blood vessels of the brain is pro¬ 
duced by diodrast but that the effect lasts 
only a few seconds. 

The lack of complic«ations in this series 
of 150 cases may be due to a variety of 
reasons or a group of circumstances. In 
such a small series as this, freedom from 
trouble may be accidental, and if it is, I 
am thankful. The general method of pro¬ 
cedure, however, may be an important 
factor. In the first place, general anesthe¬ 
sia is always used, and it is deep enough 
to permit the use of an intratracheal tube. 
General anesthesia is a vasodilator and 
thus militates against spasm. In 2 or 3 pa¬ 
tients for whom local anesthesia was used, 

I have been struck by the quick blanching 
and flushing of the face. This has not been 
observed in the other patients. The use 
of the Sanchez-Perez machine completes 
the entire cycle of cerebral circulation with 
8 to 10 cc. of diodrast. The idea is to fol¬ 
low a compact bundle of diodrast through 
the whole cycle of the circulation ond not 
to have a long .stro'* t.v,,: . the^'' 

arteries, capilla, * 
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time. The metal plunger on the syringe 
with the Luer lock is essential to driving 
a small amount of material quickly into 
the artery. There is little friction in a 
metal plunger, and the Luer locks on the 
inti-acarotid needle, the tubing and the 
s.m'inge also help. The tubing makes it 
possible to lock the unit together without 
interfering with the needle in the vessel. 

The reloading of the machine and the 
changing of the position of the head for 
an anteroposterior view takes two or three 
minutes, but I always wait to see the lat¬ 
eral ^iews before anj-thing more is done. 
Thus, there is a delaj' of eight to ten min¬ 
utes between injections. Since I take the 
responsibility' for the patient and the pro¬ 
cedure, I decide whether an injection 
should be made into the other side or not. 
No doubt some points of interest may be 
missed, but if they are the blame rests 
entirely on me. There is therefore no fixed 
routine such as someone acting for me 
might feel the necessity for carrying out. 
Bilateral arteriograms are rarely taken. 

The technic here described may perhaps 
account for my good luck with angio- 
gi-aphic procedures up to the time of this 
report. I am convinced that angiogi-aphic 
investigation is most valuable in the diag¬ 
nosis of intracranial lesions and is supe¬ 
rior to air studies except in the case of 
deep-seated expanding lesions near the 
midline. After the angiogi'am has been 
taken the patient may be allowed several 
days of rest, during which decisions can 
be reached about the type of operation to 
be done, and discussions with relatives 
may be undertaken. 

SUMMARY 

Angiographic study should be done by 
the percutaneous method, with the patient 
under general anesthesia. 

The Sanchez-Perez machine affords a 
complete view of the circulation after one 
injection of 10 cc. of 35 per cent diodrast. 


If more than one injection is required, an 
interval of several minutes should be al¬ 
lowed beLveen injections. 

A “constant” team should be used to 
obtain the maximum e^^ciencJ^ 

Not more than 20 cc. of 35 per cent dio- 
di'ast should be injected on one side at one 
sitting, with an interval between injec¬ 
tions. 

No other precautions were taken in a 
series of 150 cases in which there were no 
untoward effects. 

ZUSAM JIENFASSUNG 

Die Angiographie sollte mittels des per- 
kutanen Verfahrens unter allgemeiner 
Narkose ausgefiihrt werden. 

Mit Hilfe des Sanchez-Perezschen Appa- 
rates lasst sich ein vollstandiges Bild des 
Kreislaufs nach einer Einspritzung von 10 
cc, einer 35%-igen Diodrastlosung erzie- 
len, Wenn mehr als eine Einspritzung 
erforderlich wird, soli ein Zeitabstand von 
melmeren j\Iinuten zwischen den Injek- 
tionen eingehalten werden. 

Um beste Leistungen zu erzielen, emp- 
fiehlt es sich, stets die gleiche eingespielte 
Arbeitsgruppe die Untersuchung ausfiih- 
ren zu lassen. 

Li einer Sitzung sollten nicht mehr als 
20 cc. mit einer Pause zwischen den Ein- 
spritzungen auf einer Seite injiziert wer¬ 
den. 

Li einer Serie von 150 Fallen, bei der 
keine weiteren Vorsichtsmassnahmen ge- 
troffen wurden, zeigten sich keine uner- 
wiinschten Erscheinungen. 

RIASSUNTO 

L’angiogi'afia deve essere eseguita per 
via percutanea in anestesia generale. Con 
Tapparecchio de Sanchez Perez si otten- 
gono dei quadri completi del circolo arte- 
rioso, con iniezione di diodrast al 355c nella 
quantita di 10 cc., eventualniente ripetuto 
alia distanza di parecchi minuti. 
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Per ottenere i migliori risultati bisogna 
sempre servirsi degli stessi collaboratori. 
Non bisogna iniettare piu di 20 cc. della 
soluzione nella stessa sede, in due volte e 
con intervallo fra le due iniezioni. 

Nessun’altra precauzione deve essere 
presa; su 150 casi non si e avuto alcun in- 
cidente. 

RESUME 

L’Angiographic doit etre faite par la 
methode percutane, le malade etant en 
anesthesia generale. 

La machine de Sanchez Perez permet 
une vue complete de la circulation apres 
I’injection de 10 cc. de 35% de Diodrast. 
En cas que plusieurs injections seraient 
necessaires, un interval de plusieurs minu¬ 
tes devait etre observe entre les injections. 

Une equipe ^^permanente” devait faire 
ce travail, afin d’obtenir un succes maxi¬ 
mal. 
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Un maximum de 20 cc. d'une 30% solu¬ 
tion de Diodrast devait etre injecte dans 
un cote pendant une session avec un inter¬ 
val entre les injections. 

Pas d’autres precautions etaient prises 
dans une serie de 150 cas sans inconveni¬ 
ences. 
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Backed by greater security against shock and sepsis, the ambitious mind of 
the modern surgeon has surveyed every branch of Medicine and has staked out 
a claim as wide as pathology itself — a claim tiiat lias, however, justified itself 
again and again. He no longer deals only with the gross efTccts of injury, with 
tumors, with acute inflammatory crises, and with the end results of pathological 
processes; he is tlie close ally of the physician in taking steps to arrest, in tlicir 
earlier stages, many diseases which are not amenable to medical measures, or only 
amenable when these include tlie imposition of a prolonged and serious restriction 
upon normal activity, or pursue a progressively disabling course. 

—Lord Harder 
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Removal of Pheochromocytoma 
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' I ^HE pheochromocytoma is regarded 

I as a rare tumor,^ and its appearance 
during pregnancj^ is infrequent.- 
However, with increased alertness to the 
labile hj'pertensions, more of these tumors 
are now recognized earlier for surgical 
care even in the presence of the complica¬ 
tions of pregnancy. The increased amount 
of literature concerning the action of the 
pressor substances^ epinephrine and noi'- 
epinephrine and the adrenergic blocking 
drugs^ has provided the average practi¬ 
tioner with a better understanding of the 
behavior of these grovd:hs and has aided 
considerably in the diagnostic study and 
control of the hj^pertension crises and 
their sequelae preceding, during and after 
surgical intervention. 

The surgeon today approaches the prob¬ 
lem with greater assurance of success than 
did the pioneer. Dr. Charles Maj’^o, who 
successfullj’ diagnosed and operated on 
the tumor in the first reported case® of 
pheochromocytoma in May 1927. 

Much of the current knowledge concern¬ 
ing the nature of pheochromocytoma has 
come from research laboratory workers 
and clinicians, starting about 1929 with 
Rabin,® who reported on “the qualitative 
estimation of epinephrine in the adrenal 
medullary tumors.” 

In 1927, demonsti-ations of the pressor 
substance in plasma with attacks of h 5 ’'per- 
tension as reported by Beer, King and 
Prinzmetal, explained the phenomenal be¬ 
havior of the blood pressure. Among the 
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important diagnostic tests were the stud¬ 
ies on Histamine by Roth-Kvale® in 1945; 
on mecholyl by Guarneri-Evans® in 1946; 
on benzodioxine by Goldenberg, Schneider 
and Aranow^<^ in 1947, and the tests of in¬ 
sensitivity to epinephrine in a patient with 
functioning tumor of the adrenal medulla 
b 5 >- Mayock and Rose’^^ in 1949. 

Console, Dale and Ray^ in 1950, made 
studies on the induction of hypertension 
with histamine-tea and control with vari¬ 
ous adrenergic blocking agents, such as 
dibenamine, priscoline and benzodioxine. 
In 1951 Isere and others^- described the 
use of the adrenolytic drug regitine in 
pheochromocytoma. At about the same 
time, Cahill and Monteith® made studies 
on the use of dibenamine and evaluated the 
action and side eifects of norepinephrine 
and epinephrine for control of blood pres¬ 
sure during and after operation. Their 
conclusions were that norepinephrine is a 
more satisfactory pressor substance for 
the control of hypertension than is epi¬ 
nephrine. Curling and Heriot,^® in the 
British Journal of Surgery in 1954, com¬ 
mented on the diagnostic agents, favoring 
reliance on the assay of urinary pressor 
amine and the regitine test, considering 
piperoxine and histamine tests of less 
value. They contended that tetraethylam- 
monium bromide, mecholjd and dibenamine 
tests are unreliable and dangerous. 

The occurrence of pheochromocjdoma 
during pregnancj'^ was reported by Gowen 
and others^^ in 1950, and the similarity of 
this syndrome to that of the toxemia of 
pregnancy was pointed out in the records 
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of 5 cases they had collected and 1 case 
of their own. Their patient went to term, 
was spontaneously delivered of a dead 
baby and died sixteen hours later. In 1951 
Schmidt- of Germany reported the case of 
a 34-year-old primipara in her tenth 
month of pregnancy, who was admitted to 
the hospital with severe circulatory col¬ 
lapse and died one and a half hours after 
admission. Since 1951 other cases have 
been described, the most recent (April 
1955) being that of Wallace and McCrary*® 
who reported their case as the thirteenth 
on record of a pheochromocytoma mas¬ 
querading as preeclampsia. 

A search of the literature fails to show 
a reported case of pheochromocytoma 
complicating pregnancy in which the tu¬ 
mor has been successfully removed and 
both mother and fetus have survived. 

The following report is that of a case of 
successful removal of a pheochromocyto¬ 
ma from a 82-year-old white woman in the 
third month of pregnancy, with cure of 
the patient^s symptoms and survival of the 
fetus. 

Operation was performed on Oct. 24, 
1951, and on April 12, 1952, patient was 
delivered of a normal boy weighing 10 
pounds and GV 2 ounces (4,470 Gm.). 

The surgical technic for adrenal tumors 
has been well outlined in texts on the sub¬ 
ject. In this case the transthoracic-retro¬ 
peritoneal approach at the eleventh rib 
was elected and gave excellent visualiza¬ 
tion of an apple-sized, light coffee-colored 
tumor imbedded in fat and surrounded by 
numerous engorged veins. The anterior 
leaf of Gerota's fascia offered an excellent 
landmark and line of cleavage, permitting 
the ligation of vessels with a minimum of 
manipulation. Even this small degree of 
trauma was responsible for an appreciable 
rise in blood pressure. The responsibility 
for control of the circulation was dele¬ 
gated, during the operation, to my medical 
colleague, Dr. William C. Giordano. 



Fig. 1 .—A 60 VC, gross specimen; n light cofTee- 
brown, ball-shaped, well encapsulated tumor meas¬ 
uring 9.6 by 8 by 6 cm. Below, cut specimen, 
showing three cystic cavities filled with blood. 

The pathologic specimen (Fig. 1) was 
not subjected to assay for epinephrine or 
norepinephrine. The microscopic sections 
were characteristic of these tumors except 
for a few areas showing mitotic figures 
and malignant characteristics (Fig. 2). 

REPORT OF CASE 

The patient, a 32-year-old white woman, 
three months pregnant (seventh pregnancy), 
extremely obese, weighing 213 pounds, (96.G 
Kg.) with a buffalo-like neck pad of fat, pre¬ 
sented herself in October 1951 for removal of 
a tumor of the left adrenal gland. Her chief 
complaints were frequent severe biln 'll 
frontal headaches, persp* palpi 
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blurring of vision, roaring in the ears, spells 
of ci'ying and extreme weakness. She stated 
that when she was examined during these at¬ 
tacks, an elevation of the blood pressure in 
millimetei’s of mercury from 130 systolic and 
50 diastolic to 190 and 100, respective was 
noted. There had been no menses since June 
26, 1951. 

The patient’s past history contained the in¬ 
formation that she had had St. Vitus’ dance 
at the age of 7 years, diphtheria at 8 and ar¬ 
rested tuberculosis at 13. At 17, two years 
after her first pregnancy, the patient suddenly 
gained about 60 pounds ('27.2 Kg.) reaching 
187 pounds (84.8 Kg.). Since 1945 her weight 
had averaged 200 pounds (90.7 Kg.). 

The obstetric history was interesting and 
suggests an early endocrine distui'bance. 

Obstetric History .—In 1934, at the age of 
15, the patient had her first pregnancy; a nor¬ 
mal female infant was delivered by forceps. 
There was edema of the arms and legs. In 



Fig. 2.—Histologic sections showing a tumor com¬ 
posed of rather large cells with large vesicular 
nuclei and fairly large cytoplasm studded with 
fine brown gi-anular material. The pleomorphism 
of the tumor cell nuclei was marked in some 
places, and miotic figures were frequent. The 
grossly evident adi-enal tissue showed definite 
invasion of its cortical substance by tumor tissue, 
and the medullary portion was entirely formed 
of tumor. 


1944 a spontaneous delivery occurred, also as¬ 
sociated with edema of the arms and legs. In 
1947 there was a spontaneous delivery with 
moderate edema. In 1948 a spontaneous dif¬ 
ficult labor took place, with a baby weighing 
14 pounds (6,350 Gm.), which died in eight¬ 
een hours. In 1949 there was a still birth 
at nine and one-half months. Delivery was 
spontaneous, there was a difficult prenatal 
period associated with a gain of 28 pounds 
(12.7 Kg.) in weight; there were episodes of 
dizziness, palpitation and dyspnea. Glyco¬ 
suria was present but no insulin or diet con¬ 
trol was employed. In 1950, there was a 
stormy course at term. The admission diag¬ 
nosis was possible toxemia of pregnancjL Un¬ 
stable blood pressure, perspiration, palpita¬ 
tion, headache, flushing of the face and weak¬ 
ness were observed. A normal baby was deliv¬ 
ered by cesarean section on December 5, at 
which time a tumor of the left adrenal gland 
was observed. Massage of this area elevated 
the blood pressure in millimeters of mercury 
from 120 systolic and 80 diastolic to 190 sys¬ 
tolic and 130 diastolic. The adrenal gland 
was normal. 

On Oct. 24, 1951, during a subsequent preg¬ 
nancy (three months) the tumor was removed, 
with no complications, and an uneventful post¬ 
operative course followed for both mother and 
fetus. The patient was discharged on the 
eighteenth postoperative day, relieved of her 
tumor symptoms. 

Follow-up history revealed that the patient 
was delivered at full term on April 12, 1952, 
by cesarean section, of a normal boy. She has 
had one additional pregnancy, with delivery by 
cesarean section at full term of a normal 
baby. On May 12, 1954, at which time explora¬ 
tion of the adrenal areas showed no recurrence 
of the tumor and no elevation of the blood 
pi'essure. 

Physical examination, aside from the obes¬ 
ity, revealed no impressive variations except 
as noted in the consultations, notes and labora- 
torj' reports. 

Laboratory Reyort. — Eyes: The fundi 
media were clear and the discs normal; the 
arteries and veins showed slight contraction. 
The retina was normal. 

Urinary Tract. — An intravenous urogram 
showed normal functioning of both kidneys. 
The left kidnej’- was tilted. An oblique roent¬ 
gen film showed a suggestion of an oval mass 
in the region of the left adrenal gland 
(Fig. 3). 

Thorax. — A chest film showed the heart. 
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aorta and lungs to be normal. The venous 
pressure was 142 mg. of water. The circula¬ 
tion time (decholin) was eighteen seconds; 
ether 12 seconds. An electrocardiographic 
study showed no significant abnormalities ex¬ 
cept a large T wave in the limb leads. 

Metabolism: The basal metabolism rate was 
plus 21. 

Cold 'pressor test. — With the patient rest¬ 
ing, the blood pressure in millimeters of mer¬ 
cury was 130 systolic and 80 diastolic, on the 
first immersion, 134 systolic and 84 diastolic, 
and on the second immersion, 130 systolic and 
84 diastolic. The result of this test was con¬ 
sidered normal. 

Provocative tests: Histamine, 0.0125 mg-, 
gave a positive result. The adrenergic block¬ 
ing tests with benadine, 20 mg. during a mild 
crisis of “feeling warm inside” produced little 
change in blood pressure (146 systolic and 
100 diastolic to 139 systolic and 92 diastolic) 
in twenty-one minutes. The benzodioxine test 
(8 mg.) was confirmatory. Massage of the tu¬ 
mor during an operative procedure (cesarean 
section) )in 1950 caused elevation of the blood 
pressure from 120 systolic and 80 diastolic to 
190 systolic and 120 diastolic. This examina¬ 
tion also disclosed the absence of a tumor on 
the opposite side. 

Laboratory Tests: Urinalysis revealed a 4 
plus reaction for sugar and 1 plus for albumin. 


Fig. 3.—Intravenous urogram show-ing displace¬ 
ment downward of left kidney, with shadow of 
mass in left adrenal gland. 


There was a trace of acetone, with some white 
blood cells. Culture showed nonhemolytic 
streptococci. The Friedman test gave a posi¬ 
tive reaction for pregnancy. 

Blood Chemical Values: The value for blood 
sugar v'aried from 100 to 235 mg. per hundred 
cubic centimeters. The value for plasma pro¬ 
tein was 5.22 mg.; for albumin protein, 3.9S 
mg.; for globulin protein, 1.24 mg. The ratio 
was 3.2:1.2, The value for cholesterol was 
206 mg., that for esters 158 mg. and that for 
chlorides 447.5 mg. The sodium level was 139.2 
milliequivalents and the potassium level 2.93 
milliequivalents. 

A blood count revealed 4,970,000 erythro¬ 
cytes per cubic millimeter, with 14.7 Gra. of 
hemoglobin. The color index was 1.01. The 
leukocyte count was 15,700 per cubic milli¬ 
meter, with 69 per cent polymorphonuclears 
and 31 per cent Ijmiphocytes. The blood gave a 
TjT)e A positive reaction. A serologic test 
revealed no abnormality. 

SUMMARY 

1. A case is presented in which a pheo- 
chromocytoma was successfully removed 
during pregnancy, with survival of mother 
and child. 

2. Preecinmpsia or toxemia of preg¬ 
nancy may easily be confused with this 
syndrome. 

3. The enlistment of a medical colleague 
to be responsible for the circulation dur¬ 
ing and after surgery was found essential 
in this case. 

4. The follow-up history shows that nor¬ 
mal pregnancies may follow removal of a 
pheochromocytoma, with delivery of nor¬ 
mal offspring, 

5. Pathologic study show.s that pheo¬ 
chromocytoma may have malignant char¬ 
acteristics. 

ZUSAMMENFASSUNfi 

1. Es wird fiber etnen Fall borichtet, 
bei dem ein Fhaochromozytom wiihrend 
der Schwangerschaft crfolgrcich re.seziert 
wurde iind Mutter und Kind am Lebcn 
blicben. 
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2, Praeklamptische Zustande Oder 
Schwangerschaftstoxikose konnen leicht 
niit dieser Krankheitserscheinung ver- 
wechselt werden. 

3. Im vorliegenden Falle stellte sich die 
Mitarbeit eines Internisten, der die Ver- 
antwortung fur den Kreislauf wahrend 
und nach der Operation ubernahm, als 
wesentlich heraus. 

4. Der weitere Verlauf der Krankheits- 
geschichte ergibt, dass die Resektion eines 
Pliaochroniozytoms von normalen Scliwan- 
gerschaften mit Geburt normaler Kinder 
gefolgt sein kann. 

5, Die pathologische Untersucbung er¬ 
gibt, dass das Phaochromozytom Kennzei- 
chen einer bosartigen Erkrankung tragen 
kann. 


RIASSUNTO 

1. Viene presentato un caso di feocro- 
mocitoma asportato con successo durante 
la gravidanza, con sopravvivenza della 
madre e del feto. 

2. I segni con cui si mostra possono es- 
sere facilmente confusi con quelli della 
tossiemia gravidica. 

3. Per curare questa malata, durante e 
dopo I’intervento chirurgico, sopratutto 
dal punto di vista circolatorio, fu neces- 
sario il concorso di un medico. 

4. Ulteriori gravidanze normali sono 
possibili dopo la asportazione del feocro- 
mocitoma. 

5. II tumore, dal punto di vista istolo- 
gico, puo avere caratteri maligni. 

RfiSUME 

1. On presente un cas de Pheochromo- 
cytome qui etait extirpe d’un femme en¬ 
ceinte. Mere et enfant furent sauvees. 

2. La diagnose de praeeclampsie ou 
toxaemie pendant la grossesse pourrait 
etre confondue avec ce syndrome. 

3. La consultation d’un specialiste en 
medecine interne pendant et apres I’opera¬ 


tion etait tres importante dans ce cas. 

4. L’histoire postoperative prouve que 
des gi’ossesses normales sont possibles 
apres I’excision d’un pheochromocytome 
et qu’un enfant normal sera mis au monde. 

5. L’examen pathologique montre que 
le pheochromocytome peut avoir une ten¬ 
dance maligne. 


RESUMEN 

1. Se presenta un caso de extirpacion 
con exito de un feocromocitoma en una pa- 
ciente embarazada, con supervivencia de 
la madre y del nino. 

2. La preeclampsia y la toxemia pueden 
confundirse con este sindrome. 

3. Fue necesario el atender a la circula- 
cion durante y despues de la cirugia, por 
medio de un colega especializado. 

4. La evolucion postoperatoria muestra 
que consecutivamente a la extirpacion de 
un feocromocitoma se produjo un parto 
normal. 

5. El estudio histopatologico muestra 
que el feocromocitoma puede tener carac- 
teristicas de mailgnidad. 
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Freedom of men under government is to have a standing rule to live by, com¬ 
mon to every one of that society, and made by the legislative power vested in it; n 
liberty to follow my own will in all things, when the rule prescribes not, and not to 
be subject to the inconstant, uncertain, unknown, arbitrary will ol another man. 

—Loche 


The cause of freedom is identified with the destinies of humanity, and in what¬ 
ever part of the world it gains ground, by and by it will be a common gain to all 
those who desire it. 

—Kossuth 


Depend upon it, the lovers of freedom will be free. 


—Burhe 



Excision of the Cuhdc'Sac of Douglas 

For the Surgical Cure of Hernias, 

Through the Female Caudal Wall, 

Including Prolapse of the Uterus 
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T extbooks stlll emphasize the role 
of the pelvic floor, consisting of the 
levator ani group of muscles and the 
associated fascia, in relation to uterine 
prolapse and other herniations through 
the human female pelvis. A cursory con¬ 
sideration by anatomists or gynecologists 
must raise some questions since the uterus, 
bladder and rectum are considerably above 
the pelvic floor and are obviously not di¬ 
rectly supported by it. 

More than half a century ago Macken- 
rodt described the transverse cervical 
ligaments, but there is not yet agreement 
among students as to the exact location, 
composition and function of these and 
allied structures. Since his studies were 
published there have been many to ad¬ 
vance along the same line, in support of 
an “upper pelvic diaphragm,” so desig¬ 
nated by Polk in 1909. Among these stu¬ 
dents are Sears, Powers and Curtis, 
anatomists, and many gynecologists, in¬ 
cluding Moschowitz, Polk, Chipman, Ward, 
Frank, Bonney, Mengert and Phaneuf. 
Their contributions have been reviewed in 
a previous paper. 

Curtis^ and his associates have recently 
performed exacting dissection of the fe¬ 
male pelvis and noted, “The cardinal or 
transverse cervical ligaments (of Macken- 
rodt), comprising the contents of the bases 

•Professor and Chairman. Department of Obstetrics and 
Gynccolofrj-. STcdical Collcce of Gcorsia, Aucusta. 

Submitted for publication Dec. 17, 1954. 


of the broad ligaments, are the chief sup¬ 
ports of the uterus and upper part of the 
vagina. They integrate on each side pos¬ 
teriorly with the corresponding uterosac- 
ral ligaments and are continuous interiorly 
and medially with the ceiwicovaginal 
sheath of the endopelvic fascia. The liter¬ 
ature is replete with references to these 
ligaments, but no adequate detailed de¬ 
scription of their structure is available. 
Mackenrodt’s original account, coiTect in 
any essential, is not fully substantiated by 
our anatomical dissections. These sup¬ 
ports, situated on either side of the cei’vix 
and upper vagina, are composed of con¬ 
nective tissue and muscle fibers together 
with the structures they encase. Each 
ligament spreads out lateralward, fan¬ 
shaped, housing between its two layers 
the nerves of Frankenhauser’s plexus, the 
uterine artery and the massive paramet- 
rial veins. In fact the blood vessels, espe¬ 
cially the veins, make up the chief bulk of 
the ligament. The veins, together with 
their perivascular connective tissue and 
elastic fibers, constitute the essential fac¬ 
tor in the remarkable pliability and great 
tensile strength of this most important 
support. Extending lateralward, the fan¬ 
like cellular tissues of the Mackenrodt 
ligament do not, as commonly assumed, 
attach themselves to the bony wall of the 
pelvis; rather, the muscles, connective tis¬ 
sue and elastic fibers of the ligament be- 
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come inserted into the fascia overlying the 
obturator muscles and the muscles of the 
pelvic diaphragm and, more important, 
they also continue to follow the course of 
the major vessels as a supporting frame¬ 
work, becoming gradually attenuated as 
they leave the pelvis. When dissected 
carefully it is found that dorsal fixation of 
all of the ligaments is established chiefly 
through the perivascular fibrous tissue of 
the hypogastric and iliac vessels.” 

Mengert- made a unique study, report¬ 
ing as follows: “1. The experiment was 
performed on eight female fresh cadavers 
none of which had uterine prolapse. After 
attaching a 1 kg. weight to the cervix, the 
paired structures attached to the uterus 
were severed in varying sequences and 
the resulting uterine descent measured. 2. 
Section of the round, ovarian, infundibu- 
lopelvic, and the upper third of the broad 



Fip. 1.—Appearance after urethrocele, cystoccle 
and vaginal hysterectomy in a case of prolapse 
of the cul-de-sac of Douglas. The base of the 
cul-de-sac of Douglas contains the structures of 
the posterior plane of the upper pelvic diaphragm. 


ligaments hardly affected the position of 
the uterus in the pelvis. 3. The pelvic floor 
(the levator ani group), although it was 
never incised, did not hinder experimental 
prolapse of the uterus, and therefore could 
not have contributed to the uterine sup¬ 
port in any of the eight subjects. 4. Sec¬ 
tion of the parametrial (lower two-thirds 
of the broad ligament) and the upper two- 
thirds of the paravaginal tissues allowed 
an average uterine descent of 10.5 cm. 5. 
Marked descent of the uterus amounting 
to actual prolapse never occurred so long 
as any part of the upper two-thirds of the 
paravaginal and/or lower two-thirds of the 
parametrial tissues were intact. Of these 
two arbitrary divisions of the urogenital 
fascia propria, the paravaginal tissue 
seemed to be slightly more important, for 
its division allowed an average uterine 
descent of 6.9 cm. as compared with 3.6 
cm. following division of the parametrial 
tissues.” 

For practical clinical purpose, then one 
may assume that the uterus, bladder, cul- 
de-sac and rectum are held up by fascial, 
vascular and peritoneal investments in a 
slinglike structure e.xtending from the 
pubic bone back to the region of the sac¬ 
rum and laterally from the cervix as 
Mackenrodt ligaments. These later di¬ 
verge and form a flattened fan of fibers 
to the ‘'arcus tendineus.” This supporting 
sheet of tissue then decussates around the 
upper end of the urethra, around the cer- 
vi.x and posteriorly around the rectum. It 
acts as the floor of the cul-de-sac of Doug¬ 
las. In addition, there is considerable 
supporting effect of the vaginal tube, with 
its fascial planes between the bladder 
anteriorly and the rectum posteriorly, and 
of course an intact pelvic floor is neces¬ 
sary. 

Chipman” aptly described the condition: 
“The uterus may be considered as sitting 
in a swing, the seat at the level of the 
isthmus. The body above, cloth 'n porif'' 
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toneum, is steadied in this seat by the 
peritoneal fold of guyropes. The cer\dx, 
however, projects below the level of this 
seat and hangs within the vaginal vault. 
Still below this cervix, and closing the pel¬ 
vic outlet, is the muscular lajmr of the pel¬ 
vic floor. This affords some additional 
support to the uterine cervix. The analogj’^ 
is that of a person seated in a swing, stead¬ 
ied therein above and with a definite foot¬ 
rest below.” 

Herniation through the female pelvis 
includes one or more of the structures— 
urinary bladder, cervix (with or without 
the fundus), cul-de-sac of Douglas and at 
least part of the rectum. ^^Tien the uterus 
is in normal anteversion and the cer\dx is 
held back b 3 ’’ the uterosacral ligaments, 
increased intra-abdominal pressure has a 
tendenc}’- to fold the uterus over the ante¬ 
rior vaginal wall without straining the 
holding structures. "i^Tien the uterus is 
retroverted there is more tendencj’’ for it 
to become invaginated in the upright va¬ 
gina, and retroversion maj'- be the pre¬ 
cursor of prolapse in manj'- cases. 

The immediate etiologic factors, as 
previouslj’^ discussed, fall into three cate¬ 
gories : 

1. Childbirth injuries due to stretching 
the cervical opening of the upper pelvic 
diaphram and the separation of the pubo- 
coccj’geus muscle, with laceration of the 
lower vagina. 

2. Stresses and strains, such as lifting, 
chronic coughing, asthma, and constipa¬ 
tion or other sources of increased intra¬ 
abdominal pressure (fluid, cysts, etc.). 

3. Constitutional factors, including the 
hereditarj” occult spina bifida, and large 
pelvic cavitjL The smaller size of the Ne- 
gi'o pelvic inlet ma}’ account for a some¬ 
what lessened incidence in that race. 

This paper does not deal with operations 
for c\'stocele or urethrocele or perineor¬ 
rhaphy^ per se, j-et complete success de¬ 
pends much upon exacting and individual 



Fig. 2.—The cul-de-sac is palpated and the rectal 
wall pushed back. This shows the location of the 
curved Kellj' forceps noted in figure 3. It is often 
of advantage to grasp the tissue through-and- 
through by a tenaculum at the point of proposed 
junction of the end of the forceps. 

attention to details in the performance of 
these operations. It maj’^ be stated that a 
carefullj’' executed perineorrhaphy with 
adequate building up of the perineal bodj'^ 
may lengthen the vagina 2 to 3 cm., over¬ 
coming any tendency toward shortening 
from possible scar tissue at the vault. 

Innumerable operations have been de¬ 
vised for the cure of these herniations, 
including uterine prolapse and enterocele. 
The abdominal operations formerly em- 
ploj’^ed were not too successful, and now 
most of these conditions are attacked from 
below, since cystocele, urethrocele or peri- 
neorrhaphy’^ then become an integral part 
of the operation and help in returning the 
pelvis to normal conditions. 

The operation herein described has the 
advantage of fitting in with these other 
repair operations, including vaginal hys- 
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terectomy; of being universally applicable 
to any type of depressed cul-de-sac; of 
being easily learned by the occasional 
operating surgeon, and of being as suc¬ 
cessful, probably, as any other that may 
require more dissection and a greater de¬ 
gree of skill. All of these vaginal opera¬ 
tions are plastic, and plastic procedures 
in any case are rather exacting if good 
anatomic, functional and cosmetic results 
are to be assured. The operation is done 
after every vaginal hysterectomy in which 
a finger in the peritoneum of the cul-de-sac 
of Douglas is able to depress the bottom 
of the sac to a level with the introitus. 
This is the case in approximately one- 
sixth of all vaginal hysterectomies. Thus 
far all enteroceles per se also have been 
treated by this procedure. 

Prior to the use of this operation in 
1938 it was noted that occasionally the 


vaginal vault in a patient previously sub¬ 
jected to vaginal hysterectomy would, on 
increased intra-abdominal pressure, de¬ 
scend as a bulging mass into a partially 
opened bivalve speculum. Some of the 
patients have backache and a “bearing- 
down” feeling, and in a few there develop 
enteroceles that protrude from the introi¬ 
tus. Gynecologists encounter many such 
cases. Several patients of this type were 
apparently cured by this simple procedure 
plus an accurate perineorrhaphy after 
several other kinds of operation had been 
unsuccessful. 

Technic of Excision of the Structures 
Forming the Cul-de-Sac of Douglas .— 
With the vaginal vault opened into the 
peritoneal cavity after hysterectomy (or 
through a postcolpotomy incision in those 
instances in which the uterus is to be re¬ 
tained), the redundant tissues, perito- 



Fip. 3.—The curved Kelly forceps applied at the 
lateral aspects of the cul-de-sac prasplnp all three 
tissues—peritoneum, fascia and excessive vaginal 
vault wall—being certain at the same time that 
the rectal wall is not caught. 


Fig. 4.—A tight ligature with double gut suture 
is placed and tied around the tissue beyond the 
ends of the forceps; the loose end is held centrally 
while the long end is sutured in spiral fnshio 
around the forceps from sid 
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Fig. 5.—After removal of the foi'ceps the coils of 
spiral double sutures are pulled tight by dissect¬ 
ing hooks as illustrated. The ends of the suture 
are held taut. 

iieum, fascia and vaginal vault are grasped 
by the surgeon’s fingers placed in the cul- 
de-sac. The rectum is pushed back be¬ 
tween the thumb and forefinger. This 
allows visualization of the triangular sec¬ 
tion composed of the three structures, the 
anterior boundary being the cut surface. 
A curved Kelly forceps is then placed on 
each side, with the convex surface of the 
forceps toward the lateral wall on each 
side of the triangle. The points of the 
forceps meet just anterior to the rectal 
wall. The triangular section of tissue com¬ 
posed of peritoneum, fascia, and vaginal 
wall is then excised with scissors. This 
section usuallj’^ measures 1 inch (2.5 cm.) 
on each side of the triangle but may be as 
much as 3 inches (7.5 cm.) on occasion. 
The two exposed sides of the cul-de-sac, 
fascia and vaginal vault are then firmly 
sutured together with a double gut suture, 
as follows: Beginning at the apex of the 


triangle and behind the points of the for¬ 
ceps, the tissue is ligated and a tight knot 
placed. The short end of the suture is held, 
and the suturing is continued from side to 
side back of each clamp until the continu¬ 
ous spiral suture has reached the anterior 
surface of the cul-de-sac. With both su¬ 
tures held taut, the forceps are removed 
and, with special blunt tenaculum hooks, 
each loop is tightened. Further plication 
and hemostasis are obtained by tying to¬ 
gether the two ends of the doubled suture. 

This operation excises the peritoneal sac 
as well as the excessive fascia of the pos¬ 
terior portion of the upper pelvic dia¬ 
phragm and the redundant wall of the 
vaginal vault. Thereby the peritoneal sac 
is obliterated, the concavity of the upper 
pelvic diaphragm is reduced and, when 
sutured, the uterosacral ligaments are 
approximated and the diaphragm elevated. 
The vaginal vault is narrowed without de¬ 
creasing the length of the vagina. The 
vaginal vault is held up because it is firmly 
attached to the elevated upper pelvic dia¬ 
phragm. The time required for this rela¬ 
tively simple operation is ten to fifteen 
minutes and it may be used advantage¬ 
ously in association with any other pro¬ 
cedure, including vaginal hysterectomy, 
the Manchester operation, etc., plus ante¬ 
rior and posterior perinorrhaphy. 

The potential dangers lie in injury to 
the rectum or in postoperative hemor¬ 
rhage, neither of which occurred in these 
series. The rectal wall is easily palpated 
and pushed back. The double gut permits 
hemostatic closure of the suture line with¬ 
out danger of breaking the suture mate¬ 
rial. 

Forty-four patients, 38 white and six 
Negro, comprised the first group* reported 
on in the years 1938 to 1946 inclusive. In 
the subsequent gi-oup there were 135 pa¬ 
tients, of whom 114 were white women 
and 21 were Negresses, although the num¬ 
bers of gjmecologic patients in the two 
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races are approximately equal. 

Most of them were either private or 
staff patients at the University Hospital, 
but 23 of the histories were supplied from 
the practice of Jule Neal, a former resi¬ 
dent, practicing in Macon, Georgia; 8 
cases were from my service at Milledge- 
ville State Hospital, 4 from the practice 
of W. P. Smith, formerly of that hospital, 
1 from the practice of William Boyd, for¬ 
mer resident at the University Hospital, 
and 1 from the practice of a former resi¬ 
dent, Bothwell Traylor, Athens, Georgia. 

The year of operation and the age dis¬ 
tribution are given in Tables 1 and 2. 

On 105 patients, in addition to wedge 
excision of the cul-de-sac, operations for 
cystocele and urethrocele, vaginal hyster¬ 
ectomy and high perineorrhaphy were 
done. All of the operations except that for 



Fip. G.—When the suture emis are tied the in¬ 
cision is hemostatic and shortened as illustrated, 
completinp the cul-de-sac excision operation. The 
broad lig.nment stumps arc sutured to the vaginal 
vault and the incisions are closed ns in any vag¬ 
inal hysterectomy. High perineorrhaphy com- 
plctf.s the repair of the floor. 


rectocele were performed on 8. Six pa¬ 
tients had no record of operations other 


Table 

1.— Number of Patients Operated 
per Year in Current Groups 

on 

1946 . 

1947 ...... 


.... 2 

1948 . 

1949 . 

1950 __ 


....16 
.... 8 

1951 . 


16 

1952 .... 


29 

1953 ....... 


....29 


Table 

2.— Ages of Patients bif Five-Year 
and Ten-Year Periods 


Age Groups 


21-26 

51. 


26-30 

ul 


31-35 

36-40 

181. 

23/ 

....41 

41-45 

46-50 

201 

14/ . 

...34 

51-55 

6G-60 

. 

...20 

61-65 

Cl . 

...12 

66-70 

s; 


71-75 

76-80 

2. 

... 2 

Unknown 

7 



than vaginal hysterectomy and cul-de-sac 
excision. Two, in addition to the five oper¬ 
ations mentioned, had undergone repair of 
a third degree tear. In 3 the wedge-shaped 
portion of the cul-de-sac had been removed 
at time of abdominal hysterectomy and 
from above. Seven had undergone all of 
the vaginal operations except hysterec¬ 
tomy, since true enteroceles had developed 
after a previous hysterectomy. Two others 
followed subtotal hysterectomy. In 1 case 
only was the cul-de-sac operation done 
solely to relieve third degree retroversion. 

In Milledgeville State Hospital a con- 
sidei'able number of large enteroceles 
associated with prolapse of the uterus 
were encountered among the 11,000 psy¬ 
chiatric patients. Twenty of these have 
been operated upon, half of them by the 
simpler Lefort colpocleisis. Study of the 
10 subjected to wedge excision of the cul-^^ 
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de-sac revealed no bulging down on pres¬ 
sure of the vaginal vault in 8. One had 
moderate bulging in the apex of the va¬ 
gina, and 1 had a lemon-sized mass that 
presented above the introitus. This was 
thought to represent a recurrence, but at 
reoperation it proved to be composed of 
a mass of fat tissue, which was dissected 
out without opening the peritoneal cavity, 
which remained high. 

One staff patient aged 41, gravida 5, 
para 3, underwent operation on Oct. 6, 
1947. She had the only known recurrence 
in both series, with formation of a true 
enterocele, which bulged as a lemon-sized 
mass outside the introitus. She was re¬ 
operated upon in 1953 by a surgeon who 
chose the abdominal approach. 

In no case of my own or of former resi¬ 
dents was there known injury to the rec¬ 
tum or known hemotoma in this region. 
William Boyd, former resident, reported 
having done more than twenty-five such 
operations, all successful in preventing or 
curing enteroceles. In 1 of his patients 
thrombophlebitis developed and was 
treated with anticoagulants. The patient 
thereupon had a prolonged hemorrhage 
from this region requiring 8 pints of blood 
to replace; she recovered. Two white pa¬ 
tients, aged 45 and 50 respectively, have 
had recurrent cystoceles, which were oper¬ 
ated on within six months after the orig¬ 
inal operation. 

One white patient, aged 44, bled from 
necrotic tissue at cut edges of the broad 
ligaments two weeks after operation and 
again two weeks later. Transfusions, 
antibiotics and firm vaginal packing were 
effective, and the final healing was com¬ 
plete. Another white patient, aged 37, 
bled on the day of operation from an un¬ 
ligated artery in the anterior vaginal 
incision of the cystocele. This was closed 
by single suture. Another, aged 42, had 
tenderness in the cul-de-sac scar on pres¬ 
sure for si.x months or so. 


None had a vagina shorter than 8 cm.; 
therefore the full introduction of a me¬ 
dium-sized Graves speculum was possible. 
An accurate perineorrhaphy with built-up 
perineum usually returns the vagina to 
nulliparous length, diameter and external 
appearance. 

The high incidence of vaginal hysterec¬ 
tomy in this group of women, some of 
whom were rather youthful, was due to 
the presence of long-untreated chronic 
cervicitis, with infection of the broad lig¬ 
ament and the attendant debility. All of 
these were subjected to prolonged conser¬ 
vative therapy before operation was ad¬ 
vised. The period of such treatment was 
usually one year, and the therapy included 
cervical cauterizations and hot douches 
taken in the recumbent position. In no 
instance was hysterectomy done if more 
children were desired or further pregnan¬ 
cies were thought advisable. Many pa¬ 
tients were in low income groups, and 
their daily work necessitated cure by an 
effective method if possible. 

SUMMARY 

The cul-de-sac operation was done in all 
cases of vaginal hysterectomy in which 
there was redundancy of tissue so that the 
lowermost depression extended nearly to 
the introitus. This occurred in approxi¬ 
mately one-sixth of the patients subjected 
to vaginal hysterectomy during the period 
covered. 

The follow-up studies were not as com¬ 
plete as desired. Until recently, however, 
the hospital from which they ivere made 
was the only one in the neighborhood, and 
a search of the records reveals no recur¬ 
rence of enterocele. The follow-up of the 
staff patients was less exhaustive than 
that of the private patients. Most of them 
were symptom-free, which was a factor in 
failure to secure adequate follow-up stud¬ 
ies, especially of the staff patients. 
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The average postoperative stay in the 
hospital was nine days. There was one 
death in the first series but none in the 
current one. 

Author’s Note: Appreciation is hereby extended 
to the residents named below for follow-up studies 
and review of charts: David G. Stroup; C. A. Bur- 
aamy; L. Richard Lanier; James M. Skinner; 
Frank Story; E. J. Reily and Wallace Gibson. 

ZUSAMMENFASSUNG 

In alien Fallen von vaginaler Gebarmut- 
terresektion, bei denen soviel uberfliissiges 
Gewebe vorhanden war, dass der tiefst- 
gelegene Punkt fast bis zum Scheidenein- 
gang reichte, wurde di Cul-de-sae-Opera- 
tion ausgefiihrt. Dies kam bei ungefahr 
dem sechsten Teil aller Patientinnen, die 
wahrend des hier erorterten Zeitraumes 
einer vaginalen Gebarmutterresektion 
unterzogen wurden, vor. 

Die Nachuntersuchungen waren nicht 
so vollstandig wie wilnschenswert wSre. 
Das Krankenhaus, in dem die Operationen 
ausgefUhrt wurden, war aber bis vor kur- 
zem das einzige in der Gegend, und eine 
Durchsicht der Akten ergab keine Riick- 
falle von Darmbrtichen. Die Kontrolle der 
Klinikpatienten war weniger komplett als 
die der Privatpatienten. Die meisten 
Patientinnen, besonders unter dem klinis- 
chen Material, waren beschwerdefrei, und 
diese Tatsache ist zum Teil dafur verant- 
wortlich, dass nicht geniigend zuverlassige 
Nachuntersuchungen ausgefUhrt wurden. 

Der durchschnittliche Krankenhausau- 
fenthalt betrug neun Tage. In der ersten 
Krankenserie kam ein Todesfall vor, 
keiner jedoch in der augenblicklichen 
Serie. 

EfiSUMfi 

L’operation du cul de sac etait faite dan-s 
touts les cas d’hysterectomie vaginale, ou 
le tissu dtait abondant, de sorte que la de¬ 
pression la plus profonde s’etendit presque 


a Tintroitus. Cela se passa a peu presa 
une entre 6 patientes, soumises a la hyste- 
rectomie vaginale pendant le temps de 
I’observation. Les etudes postoperatives 
n’etaient pas si completes qu’on pourrait 
desirer. Tout de meme jusqu’ a present 
cet hopital est le seul dans le voisinage, et 
dans les histoires on ne trouve aucun reci- 
dive d’enterocele a aucune malade. L’ob- 
servation postoperative du staff etait 
moins complete que celle des patientes 
privees. La plupart d’eux n’avait pas de 
symptomes. C'est par cela que les obser¬ 
vations postoperatives etaient insuflisan- 
tes, specialement celles des patientes du 
staff.—La duree postoperative etait de 9 
jours en moyenne a I’hopital. II y avait 
un cas de mort dans la premiere series, 
nul dans la presente. 

SUMARIO 

A operaqao de fundo de saco foi feita 
em todos os casos de histerectomia vaginal 
en que havia excesso de tecido, estendendo- 
se a regiSo de maior depressao atd prdxi- 
mo do introitus. Tal fato se deu em 
aproximadamente urn sexto des paclentes 
submetidas a histerectomia vaginal du¬ 
rante 0 periodo em estudo. 

O follow-up nao foi tao completo quando 
aconselhSvel. Contudo, ate recentemente 
este Hospital era o unico das vizinhan?as 
e a revisao das fichas nao demonstrou 
recidiva da enterocele em qualquer das 
pacientes. 0 follow-up das doentes da 
clinica particular foi mais completo; a 
maioria delas nao apresenhiva sintomas, 
fator responsavel pela falha do follow-up, 
principalmente em doentes de enfermarias. 

A permanencia mddia das pacientes no 
Hospital foi de 9 dias. A primeira serie 
registrou um dbito e a atual nenhum. 

RIASSUNTO 

Venne eseguito I’intervcnto "a cul-di 
sacco” in tutti i casi di istercctomia vagi- 
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nale in cui vi era sovrabbondanza di tes- 
suto, e cioe in circa un sesto delle donne 
sottoposte ad isterectomia vaginale. 

I controlli a distanza non sono stati 
fatti in maniera esauriente, tuttavia non 
si e trovata alcuna recidiva di enterocele. 
I controlli eseguiti sulle malate di sala 
furono meno completi di quelli sulle ma¬ 
late private; la maggior parte di esse stava 
bene. 

La durata media di degenza in ospedale 
fu di 9 giorni; vi fu un caso di morte nel 
primo gruppo, nessuno nel secondo. 

RESUMEN 

Se hizo la operacion del fondo de saco 
de Douglas en casi todos los casos de his- 
terectomia vaginal en los cuales se encon- 
, tro redundancia de tejido que en su parte 
} mas inferior se extendia casi hasta el ves¬ 
tibule de la vagina. Esto se presento en 
un sexto de los pacientes sometidos a his- 
terectomia vaginal durante cierto periodo 
de tiempo. 


El control postoperatorio no fue como 
se hubiera deseado. Sin embargo, hasta 
recientemente, en el suburbio no se ha 
registrado ningun enterocele postopera¬ 
torio y el Hospital es el unico en el subur¬ 
bio. El control postoperatorio de los 
pacientes del “staff” fue menos complete 
que el de los pacientes de la clientela pri- 
vada, la mayoria de los cuales se encon- 
traban sin sintomas. 

La estancia promedio en el hospital fue 
de nueve dias. En la primera serie no 
hubo ninguna muerte, mismo que ha suce- 
dido hasta la actualidad. 
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There is a book into which some of us are happily led to look, and to look 
again, and never tire of looking. It is the Book of Man. You may open that book 
whenever and wherever you find another human voice to answer yours, and another 
human hand to take in your own. 

—Besant 


Man must cease attributing his problems to his environment, and learn again 
to exercise his will — his personal responsibility in the realm of faith and morals. 

—Sclmeilzer 
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Technic of Approach to the Major Pancreatic 
Duct (Wirsiing^s Duct)* 

TRIESTE SMANIO. M.D., F.I.C.S. 

SAO PAULO, BRAZIL 


I N recent years, realization of the impor¬ 
tance of the pancreatic ducts, their 
branches and anastomoses, in elucidat¬ 
ing pathologic changes in the pancreas, 
has increased, especially with the advent 
of surgical pancreographic technic and 
with catheterism through the papilla of 
Vater. Perfect catheterization, from the 
anatomic and functional point of view, is 
hindered by the pathologic processes of 
this complex region. Therefore, other ap¬ 
proaches to the major pancreatic duct, for 
drainage or for the introduction of a con¬ 
trast medium, are of interest. 

On opening the anterior wall of the ab¬ 
dominal cavity, the major pancreatic duct 
is reached by: (a) duodenotomy at the 
level of the major duodenal papilla and 
catheterization of the duct; (b) freeing of 
the duodenopancreas from its membranes 
of peritoneal coalescence, and dissection, 
at the posterior aspect of the pancreatic 
head, the juncture of the choledochus and 
the major pancreatic duct; (c) puncture 
of the pancreas, with perforation of the 
major pancreatic duct, followed by aspira¬ 
tion and contrast injection, and (d) the 
transpancreatic approach, to be proposed 
in this paper. 

The present study is based on simple 
dissection of anatomic specimens and pan¬ 
creographic studies performed on cadav¬ 
ers. 


•Abruleomefit of paper «ppro\e»l by the Academfa de 
Meilieinn de Sao raulo for membership. Dec. 1, 1954. 
Siibmittc<I for publication Feb. 2. 1935. 

•Under the sponsorship of Prof. Odorleo Machado deSousa, 
dissections and psncreocraphlc studies were made Jji the 
Department of DescrintUe and Topojrraphlc Anatomy. 
Fneully of Medicine, University of Sao Taaio (Director. 
Prof. Renato Ix>cehi). 


Exact knowledge of the topographic 
aspects of the duct at the level of the pan¬ 
creatic neck, together with the execution 
of pancreographic procedures by dissec¬ 
tion of the duct at this level, enable me to 
propose this approach for the following 
purposes: 1. To perform operative and 
postoperative pancreographic studies. 2. 
To drain the ducts and obtain pure pan¬ 
creatic juice. 3. To dissect the duct at this 
point for anastomoses and reimplantations 
after partial resection of the pancreas. 

Material Methods. — The material 
for this study consisted of (a) simple dis¬ 
sections of the major pancreatic duct at 
the level of the pancreatic neck, and (b) 
pancreographic studies performed on 
cadavers by means of dissection of the 
duct at the level of the pancreatic 
neck and injection of a contrast medium 
into the pancreatic ducts.* 

1. Simple dissection was done in 200 
identified specimens of 100 more or less 
pure Negi*o (59 male and 41 female) and 
100 white (75 male and 25 female) of dif¬ 
ferent nationalities, mostly adults. The.se 
specimens were obtained from autopsies, 
fixed in 10 per cent solution of formalde¬ 
hyde and posteriorly reduced. The topo¬ 
graphic aspects of the duct were examined 
at the level of the neck of the pancreas. 

2. Pancreographic studios were made on G 
identified adult cadavers, fixed in solution 
of formaldehyde or kept in the cold cham¬ 
ber. The ages ranged from 50 to 78 years. 
Five were white (4 men and 1 woman) 
and 1, a woman, was Negro. The anterior 
wall of the abdomen was opened by a 
cross incision. The gi'oat omentum (opi- 
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Fig". 1.—Sagittal section of the isthmus of the pancreas, showing the topographic aspect of the major 
pancreatic duct. Left, posterior aspect; right, anterior aspect (See text). 


ploon) was dissected by being freed peri- 
toneally from the transverse colon, Avhich 
.gave access to the retrocavity of the epi- 
yploon and the anterior aspect of the pan¬ 
creas. The isthmus, the narrow portion 
between the head and the body of the pan¬ 
creas, was identified. The covering serosa 
was sectioned on the anterior aspect of 
the pancreas, the major pancreatic duct 
being reached by a 1 cm. perpendicular 
incision on the median portion of the ante¬ 
rior aspect of the isthmus. Small sectioned 
confluent ducts were ligated with thin 
cotton, so as to avoid extravasation of the 
contrast medium. The duct was punctured 
with a thin needle, and 3 to 5 ml. of uro- 
selectan B (iodate aqueous solute) was in¬ 
jected. 

These procedures were followed by im¬ 
mediate roentgenographic studies under 
the following conditions; height of am¬ 
pule, 75 cm; time, three and one-half sec¬ 
onds; apparatus, Westinghouse simplex 
(25,000 amperes, medium power 75 kilo¬ 
volts) . 

The pancreatic ducts were dissected in 
their anatomic position, their disposition 
being registered for comparison with the 
roentgen features. 

Results .—The results of simple dissec¬ 
tion of the major pancreatic duct at the 


level of the pancreatic neck were as fol¬ 
lows : 

The duct ran close to the posterior as¬ 
pect of the pancreatic neck, near to its 
superior bordei*, in 36 per cent of the cases 
(Fig. IB); near to the posterior aspect in 
the mesial portion in 43.5 per cent (Fig. 
lA), and close to the posterior aspect, 
near the infeidor border, in 4 per cent 
(Fig. ID). It ran close to the anterior 
aspect and equidistant from the borders in 
1.5 per cent of the cases (Fig. IE). The 
duct was close to the superior border of 
the pancreas, equidistant from the borders 
in 1 per cent of the cases (Fig. IF). It 
was in the center of the isthmus, equidis¬ 
tant from the margins in 14 per cent (Fig. 
1C). 

The frequency of each different type in 
relation to race and sex is shown in the 
accompanying table. 

Pancreograms show that injection of 
the contrast medium into the major pan¬ 
creatic duct, at the level of the pancreatic 
neck, allows visualization of the ducts 
from head to tail, showing the entire pan¬ 
creatic tree and sometimes revealing the 
outline of the duodenal mucosa and the 
choledochus, according to the type of end¬ 
ing of the t^vo ducts (Fig. 2). 

Transpancreatic Approach to the Major 


332 



VOL. XXIV. NO. 3 


SMANIO: APPROACH TO WIPvSUNG'S DUCT 


Pancreatic Duct {WirsUng^s Duct ).—The 
essential surgical stages of the proposed 
approach are as follows: 1. Opening of 
the abdominal wall. 2. Opening of the 
retrocavity of the epiploons through the 
large or the small epiploon, 3. Section of 
the peritoneum covering the pancreas. 4. 
Section of the pancreatic tissue at the level 
of the anterior aspect of the pancreatic 
neck. 5. Dissection of the major pancre¬ 
atic duct. 6. Puncture and injection of the 


contrast medium. 7. The roentgenographic 
study and its interpretation, 

1. For operations on the viscera of the 
supramesocolic region (level), cutaneous 
incision and dissection of other elements 
are chosen by every surgeon. 

2. The retrocavity of the epiploon is 
reached by (a) intercolonicopiploic dissec¬ 
tion at the level of peritoneal coalescence; 
(b) section of the great epiploon with 
ligature of the vessels, or (c) section of 



Fig. 2.— A, pancreogram with 3 ml. of uroselectaii B injected at the level of the pancreatic neck 
(A. R., a 69-year-old white Brazilian woman). B, diagram of ducts shown in A^ after disjcction, 
with pancreas in situ. C, roentgenogram of the pancreatic ducts after injection of urosclectan B 
(S. F., a white Brazilian man aged 60). D, diagram of ducts shoviTi in C, after dissection. Kote 
variety of pancreatic ducts, in which the minor pancreatic duct (ventral), responsible for the drain- 
age of the major portion of the pancreas, is the main duct. The independent major pancreatic duct 
drained part of the posterior portion of the pancreatic head and was confluent with the choledochus 
in forming the major duodenal papilla. 
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Data on Experimental Study 


Posterior Aspect 


Superior border 

White 

Male 24 

Female 8 

32^0 

(S- = 4,66) 

36% (S =3 


Xegro 

ilale 23 

Female 17 

40% 

(S =4,89) 

Fig. IB 

Equidistant from 

White 

Male 32 

Female 9 

41% 

(S =4,91) 

43,0% (S = 

borders 

Negro 

:\Iale 28 

Female 18 

46% 

(S =4,98) 

Fig. lA 

Inferior border 

White 

Male 1 

Female 2 

3%, 

(S =1,70) 

4% (S =1 


Negro 

Male 2 

Female 3 

5% 

(S =2,17) 

Fig. ID 

Anterior Aspect 

Superior border 

Equidistant from 

White 

Male 3 

Female 0 

3% 

(S =1,70) 

1,5% (S =C 

borders 

Negro 

Male 0 

Female 0 



Fig. IE 

Inferior border 

Equidistant from the Borders 

Superior border 

White 

Male 2 

Female 2 

2% 

(S =1,40) 
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the “pars flacida” of the small epiploon. 

3. An incision l.o cm. long, perpendicu¬ 
lar to the axis, of the peritoneum that 
covers the anterior aspect of the pancreas. 

4. Delicate incision of the pancreatic 
tissue at the level of the medial portion of 
the anterior aspect of the pancreatic neck, 
with a thin scalpel, so as not to section the 
duct (Fig. 3-4) : at this site there is 59 


per cent probabilit}' of finding it imii 
atelv. When this was not possible, a 
section was made in the direction ol 
cranial border (37 per cent of the ca: 

o. Dissection of a small portion ol 
major pancreatic duct, sufficient to £ 
puncture (Fig. 35). 

6. Puncture with a thin needle anc 
jection of 3 to 5 ml. of conti'ast med 



Fig. 3.—-4, anterior 
sho^\■n in solid black. 


i- of the duodenopancreas. The level of incision on the 
dissection of a small segment of the major pancreatic duct, l, ] 
with a thin needle; injection of 3 to 5 ml. of contrast medium. 
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sufficient to fill the pancreatic tree. Pref¬ 
erence was given to an aqueous medium, 
owing to the easy diffusion by which it 
penetrates into the small branches. (Fig. 
SC). 

7. Roentgenographic studies immedi¬ 
ately after the injection to avoid distortion 
of images. It is obvious that in the liv¬ 
ing subject interpretation will depend 
upon the patient’s clinical status and other 
data. 

Sequence of operation will depend upon 
the conduct followed in each case: 

1. Suture of peritoneum covering the 
pancreas; closure of the retrocavity of the 
epiploons, and suture of the abdominal 
wall. 

2. Drainage of the major pancreatic 
duct by means of a polyethylene tube to 
study the pancreas during the postopera¬ 
tive period. The drain passes the opening 
of the great epiploSn and reaches the skin 
through the same incision or through an 
opposite opening. 

In both instances drainage of the peri¬ 
toneal cavity, as well as of the retrocavity 
of the epiploSns, is necessary. A Penrose 
drain is used to prevent the collection of 
pancreatic juice, which otherwise might 
leak through the puncture orifice. 

Advantages of the Transpancreatic Ap¬ 
proach. — The proposed transpancreatic 
approach, although not as yet attempted 
on the living subject, has the following 
possible advantages: 

1. Section of pancreatic tissue is made 
in a zone where there is only one duct (of 
variable caliber), which is object of dis¬ 
section; the other sectioned channels are 
small. 

2. No vital organs are harmed, except 
the pancreatic tissue and a small portion 
of the peritoneum, easily sutured. 

3. An operative and a postoperative 
pancreographic study is possible, if a 
polyethylene tube is left in the duct's lu¬ 
men. 


4. Drainage of the pancreatic duct is 
permanent, and purer pancreatic juice is 
obtained. 

5. Roentgen study is possible when the 
main duct is independent from the acces¬ 
sory duct, reaching the minor and not the 
major papilla, which by other methods 
would be impossible (Fig. 2(7 and D). 

6. It enables one to explain pathologic 
processes located in the major duodenal 
papilla or near it. 

7. Operative and postoperative mano- 
metric studies of the pancreatic component 
of the sphincteric system of Vater's pa¬ 
pilla can be made (suggested to Leger b 3 ^ 
Caroli). 

8. Opening of the duodenum is unneces¬ 
sary. 

9. Certain difficulties presented by ret¬ 
rograde catheterization, such as search 
for the major duodenal papilla or pene¬ 
tration into the choledochus, are avoided; 
no trauma to this papilla, site of a com¬ 
plex functional mechanism, is involved, 
especially if catheterization is done during 
a sphincteric spasm. 

SUMMARY 

An approach to the major pancreatic 
duct (Wirsiing’s duct) is proposed. Results 
of anatomic dissections and pancreato- 
graphic studies of cadavers are presented. 

The technic is described. It is charac¬ 
terized b^' exposure of the major pancre¬ 
atic duct (Wirsung’s duct) at the level of 
the neck of the pancreas. 

ZUSAMMENFASSUNG 

Es wird ein Zugangsweg zum Wirsiing- 
schen Bauchspeicheldrusengang in Vor- 
schlag gebracht. Ergebnisse anatomiscber 
Priiparierungen und pankreatographischcr 
Untersuchungen an der Leichc werden 
dargcstellt. 
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Die Technik wird beschrieben. Sie ist 
gekennzeichnet durch die Freilegung des 
grossen Wirsiingschen Pankreasganges 
auf der Hohe des Halses der Bauchspei- 
cheldriise, 

RESUMEN 

Se propone una via para el conducto 
pancreatico mayor (conducto de Wir- 
siing). Se presentan los resultados de 
disecciones anatomicas y de estudios pan- 
creatograficos en cadaveres. 

Se describe la tecnica. Se encuentra 
caracterizada por la exposicion del con¬ 
ducto pancreatico mayor (conducto de 
Wirsiing) al nivel del cuello del pancreas. 

RIASSUNTO 

Viene descritta una nuova via di accesso 
} al dotto di Wirsiing; essa e stata studiata 
/ mediante dissezioni anatomiche e pancre- 
atografie sul cadavere. II dotto viene rag- 
giunto a livello del collo del pancreas. 


RESUME 

Une exposition du conduit majeur pan- 
creatique (conduit de Wirsiing) est pro- 
posee. Les resultats des sections anato- 
miques et des etudes pancreatographiques 
a des cadavres sont presentees. 

La technique est decrite. File est char- 
acterisee par I’exposition du conduit ma¬ 
jeur pancreatique (conduit de Wirsiing) 
a la hauteur du col du pancreas. 

sumArio 

E proposta uma via de acesso ao ducto 
pancreatico principal (ducto de Wirsiing), 
sendo apresentados os resultados das dis- 
secqoes anatomicas e estudos pancreato- 
graficos em cadaveres. 

descrita a tecnica, que se caracteriza 
pela exposigao do ducto pancreatico prin¬ 
cipal (ducto de Wirsiing) ao nivel do colo 
do pancreas. 


Education is the leading human souls to what is best, and making what is 
best out them; and these turn objects are always attainable together, and by the 
same means; the training which makes men happiest in themselves also makes them 
most serviceable to others. 

—RiisJcin 

The power of ideas is incalculable. We see no power in a drop of water. 
But let it get into a crack in the rock and be turned into ice, and it splits the rock; 
turned into steam, it drives the pistons of the most powerful engines. Something has 
happened to it which makes active and effective the power that is latent in it. 

—Schweitzer 
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The Therapeutic Problem of 
Congenital Atresia of the Bile Ducts 

ANTONIO COMOLLI, M.D., F.I.C.S. 

FLORENCE, ITALY 


A very serious problem in infantile 
surgery is presented by atresia of 
the bile ducts. A really interesting 
chapter on the subject is to be found in 
the admirable treatise of pediatric surgery 
recently published by Gross It refers to 
146 cases of various types of atresia oper¬ 
ated on at the Boston Children’s Hospital. 
Only in 27 of the cases were conditions 
presumably susceptible of a happy solu¬ 
tion. Success could only be reached when 
the state of the extrahepatic bile ducts 
was such as to enable the .surgeon to adopt 
one of the proceedings of anastomosis 
capable of establishing a functioning com¬ 
munication between the biliary system 
and the digestive tube. 

Gross' affirmed that only 18 per cent of 
these patients could be safely declared 
‘^operable.” The conclusion drawn by the 
great surgeon on the future destiny of the 
remaining 82 per cent was really discour¬ 
aging, The conclusion was a negative one 
and based on the unsuccessful attempts 
made on 5 cases where the only possible 
intervention to have recourse to was 
hepatodigestive anastomosis. 

In such cases, after a large part of the 
left lobe of the liver had been removed, 
the superficial hepatic section was anasto- 
mized to the stomach in order to imsure 
the flowing of the bile from some small 
intrahepatic ducts. This never happened. 
Nor was it po.ssible to find an intrahepatic 
duct larger than a pinpoint; anastomo.sis 


From thtf CHnica ChlrurjrifA UnSrrrflty of 
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■was therefore evidently impossible, even 
between an intrahepatic bile duct and the 
jejunum, as Longmire had advised for 
adults. 

Longmire himself was unsuccessful 
with his procedure in 3 cases of total atre¬ 
sia of the extrahepatic biliary s 3 ’stem. In 
the 2 cases in which he succeeded in effect¬ 
ing anastomosis of the jejunum with a 
small duct or with connective tissue con¬ 
taining canaliculi, he obtained between the 
biliary and the gastrointestinal tract, tem¬ 
porary intercommunication with “gi'een" 
feces, for a maximum of seven days, with¬ 
out discovering, after successive surgical 
interventions, how to keep the intercom¬ 
munication open. 

Other surgeons too have obtained bile 
flow for some days before the final out¬ 
come of the intervention through colangio- 
enterostomy by various technics. Such a 
flow was prolonged for some weeks in the 
Dahl-Iversen and Gormsen case by an ex¬ 
ternal derivation, through a hepatostomy, 
by making an opening in the verj’ center 
of the hepatic tissue. The bile, however, 
always remained scarce even after the 
breach had been repeatcdlj^ enlarged and 
deepened. The results are evidently rather 
discouraging. 

I performed a hepatodigiunostomy in a 
case of complete atresia of the extra¬ 
hepatic bile ducts. The case was illiustratod 
in a paper published b^' my surgical a.s- 
sistant, Dr. Righini, and contains more 
details of the case. A continuous flowing 
of the bile into the inte.stine was observed 
in my patient, who died twentj*-five daj’s 
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later of an intercurrent disease. The pro¬ 
portion of the flowing was sufficient to 
give the feces an intense green color and 
to provoke tj^pical green diarrheic stools. 

I do not mean to attach excessive impor¬ 
tance to these results. I should, however, 
say that they are interesting, as they at 
least demonstrate that the reduced biliary 
intrahepatic system can be utilized for the 
flowing of the bile and that such a flow 
can last for a long time in sufficient pro¬ 
portions. These observations had never 
been made before. 

Differences in the various attempts 
made might be ascribed, first of all, to the 
different states of the various intrahepatic 
bile ducts. It is a known fact that in a liver 
of markedly abnormal structure in the 
abscence of ducts, the canalicular biliary 
intrahepatic system may be developed dif¬ 
ferently in various patients: it may also 
be totally absent owing to complete intra¬ 
hepatic atresia. For this reason Dahl- 
Iversen and Gormsen recommend biopsy, 
with an extempore examination of the 
hepatic parench 5 ’^ma, before proceeding 
any further in execution of the anastomo¬ 
sis. It is evident that only when numerous 
canaliculi exist is there an element on 
which to rely and by which to be encour¬ 
aged to carry on with the operation. 

The case in which I operated the struc¬ 
ture of the parenchjmia was far from 
normal. No bile duct existed, but numer¬ 
ous canaliculi were revealed by biops 3 '^ at 
the moment of the operation; thej’^ were 
secreting bile and were observed to be 
open and apparently functioning well even 
after twent^'-five daj's, as ascertained by 
macroscopic examination. This is contraiT 
to what other surgeons have observed onlj’- 
a few daj's after the intervention; i.e., the 
cessation of all communication with the 
intestinal lumen. Microscopic examination 
in my case later revealed modifications 
tending to normalize the parenchjTnal 
structure in the area surrounding the 


“niche” of derivation. 

Also, in the aforementioned case of 
Dahl-Ivei’sen and Gormsen, biopsy re¬ 
vealed the presence of numerous biliary 
canaliculi: microphotographically they 
showed remarkable resemblance to those 
in my case, which were illustrated in Dr. 
Righini’s paper. Also, in the case of these 
two surgeons the flowing of the bile lasted 
for a long period—a phenomenon denoting 
a remarkable tendencj’’ toward functioning 
of the anastomosis. The amount of bile 
secreted was, however, alwaj’^s insufficient. 

This different behavior of the bile flow 
in the 2 cases presenting similar favorable 
conditions suggests the idea that for the 
success of the operation not onlj'’ the state 
of the intrahepatic bile ducts but also 
technic used is important. 

In the absence of real bile ducts, one or 
a few of which could supply a sufficient 
quantity of bile, one should endeavor, 
first, to secure the use of small canaliculi 
and, second, to attempt the maintenance 
of their function. It is therefore necessary 
tto obtain an ample excised surface and 
to do one’s utmost to prevent any kind of 
stimulus for exerting any action on it. 
Stimuli might favor the rapid progress of 
gi'anulation, endangering the perviousness 
of the canaliculi. 

The first object is obtained by excavat¬ 
ing a “niche” into the liver with a bistoury, 
through removal of a block of parenchyma 
(useful also for biopsy). I effected it by 
starting from the inferior facies of the 
right lobe, not veiy far from its inferior 
margin. The diameter of the cut area was 
1 cm. and its depth 1.5 cm. This modest 
diameter enables the surgeon easily to 
anastomize the margins of the breach thus 
produced to a small breach of jejunal loop. 
This waj’’ of proceeding, b 3 ' enabling one 
to penetrate into the veiw depth of the 
hepatic mass, insures the opening up of 
man 3 ' canaliculi coming from all directions 
of the surgically treated lobe. This can- 
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not be obtained by preparing an even sur¬ 
face of modest size, while an ample surface 
is not easily anastomized to the intestine. 
But — and this is very important — the 
aforedescribed proceeding proves to be 
contradictory to the second object desired, 
because after the anastomosis the *‘niche” 
reaches directly into the internal limit of 
the intestinal lumen and comes into direct 
contact with the luminal contents. The 
“niche” is therefore an obvious disadvan¬ 
tage as far as its being shielded from the 
stimuli is concerned. Concerning the 
harmful effects of the stimuli thermocau¬ 
terization and electrocoagulation, in my 
opinion, are to be discarded as well as 
tubular and gauze drainage (cf. cases of 
opening by hepatostomy), as the former 
are apt to injure the canaliculi, and clos¬ 
ing them first with eschar and later with 
granulations, whose propagation is fa¬ 
vored by the drainage. 

On the basis of these considerations, the 
problem of atresia of the bile ducts can be 
summarized as follows: 

Hepatoenteric anastomosis seems to be 
the only means one can rely upon when 
the condition of the extrahepatic bile ducts 
do not enable one to effect a communica¬ 
tion between that part of them which can 
remain pervious and the intestinal lumen. 

The possibility of a successful operation 
is viewed w'ith great pessimism nowadays. 
The reason lies in the fact that the results 
of the few attempts made up to now have 
been generally discouraging: they were 
undertaken, moreover, with different and 
sometimes questionable technics. Such at^ 
tempts, however, are insufilcient to give a 
definitive answer to the problem. 

Any attempt is naturally useless a pn- 
ori when there is complete atresia of the 
intrahepatic bile ducts. In the best pos¬ 
sible conditions the surgeon is limited to 
numerous canaliculi with complete absence 
of ducts. In any event, exact information 
on the subject is still needed. 


The possibility of provoking a flow of 
digestive bile is based on the presence of 
the canaliculi and on their development: 
the possibility has already been demon¬ 
strated, presumably when with favorable 
conditions of the intrahepatic bile ducts 
were present. 

It is to be hoped that a convenient tech¬ 
nic will enable surgeons to insure, in suit¬ 
able cases, an easy and permanent bile 
flow. 

Abnormal structure of the parenchyma 
accompany atresia of the intrahepatic bile 
ducts. 

Nonsurgical patients with permanent 
icterus who have survived for years tes¬ 
tify that there is “sufficient function” of 
the parenchyma. A long, e.xhaustive expe¬ 
rience is still lacking. While the results 
of future experiments are awaited, it is 
still to be hoped that intervention will lead, 
at least in a few rare cases, to the solution 
of the problem. 

As it is a question here of a form of 
atresia that can be corrected only by sur¬ 
gical intervention, a clinico-operative and 
anatomopathologic study of the patient is 
necessary. Little help is to be expected 
from experimental contributions, ns the 
lesion is impossible to reproduce. 

SUMMARY 

Surgeons should be warned against the 
pessimism that prevails with regard to 
congenital atresia of the bile ducts. The 
problem is, perhaps, only apparently des¬ 
tined to remain unsolved. Only by uniting 
the efforts of many surgeon.s will it be 
possible to establish with certainty 
whether and in what measure the hepato- 
digestive anastomosis i.s capable of deter¬ 
mining the biliary derivation to the dige.s- 
tivc tube with permanent disappearance 
of the jaundice, and if the hepatic tissue 
conditions are sufficient or susceptible of 
recovery to such a degree as to constitute 
survival. 
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ZUSAMMENFASSUNG 

Der Verfasser tritt gegen den Pessimis- 
mus auf, den man unter den Chirurgen 
findet, wenn es sich um die Behandlung 
des angeborenen Verschlusses der Gallen- 
wege handelt, Vielleicht sieht es nur au- 
genblicklich so aus, als ob das Problem zur 
Unlosbarkeit verdammt sei. 

Es bedarf der vereinten Krafte einer 
grossen Anzahl von Chirurgen, um zu einer 
klaren Erkenntnis zu kommen, ob und in 
welchem Masse die Anastomosierung 
zwschen der Leber und dem Verdauungs- 
kanal zu einer Ableitung der Galle in 
den Darm unter standigem Ausbleiben 
von Gelbsucht fiihren kann, und ob der 
iustand des Lebergewebes ausreicht, um 
;u einer mit dem Leben vereinbaren 
Lrholung zu fiihren. 

RIASSUNTO 

Viene constatato I’attuale concorde scet- 
;icismo esistente fra i chirurghi sulla pos- 
iibilita di agire nella atresia delle vie 
jiliari quando mancano in quelle extrae- 
patiche le condizioni per una loro anasto- 
mosi col tubo digerente. 

Si ricorda che anche le vie biliari intrae- 
patiche, se non sono completamente 
assenti, sono anormalie e che I’unico ten¬ 
tative da farsi in quest’ultimo caso e 
I’anastomosi epato-digestiva. 

Sulla scorta di un caso personale cosi 
operate, caso che ha mostrato la possibilita 
di ottenere buon deflusso biliare nell’intes- 
tino per un periodo di tempo non breve e, 
tenendo presenti le incertezze che ancora 
esistono in materia per la scarsa esperi- 
enza attuale, si raccomanda che, senza 
illusioni, ma anche senza assoluto pessi- 
mismo, si continui lo studio di quest! casi, 
cercando di praticare I’intervento. Si 
potra cosi stabilire se assolutamente tutti 
siano superior! alle risorse della chirurgia 
0 se sia permesso sperare nell’eventualita, 
per quanto anche rara, di successo. 


sumArio 

Os cirurgioes deveni ter o espirito pre- 
venido contra o pessimismo que prevalece 
com relagao a atresia congenita das vias 
biliares. 0 problema talvez esteja apenas 
aparentemente condenado a permanecer 
sem solucao. 

Apenas unindo-se os esfor§os de muitos 
cirurgioes sera possivel asetabelecer-se 
com certeza se a anastomose hepato-diges- 
tiva e capaz de determinar a derivacao 
biliar para o tubo digestivo com desapa- 
recimento permanente de ictericia e se as 
condigoes do tecido hepatico sao suficien- 
tes ou susceptiveis de recuperagao a ponto 
de permitir a sobrevida. 

RESUME 

Les chirurgiens seraient mis en garde 
centre le pessimisme qui prevaut quant a 
I’atresie congenitale des canaux biliaires. 
Le probleme n’est peut-etre destine a Tes¬ 
ter sans solution qu’en apparence. 

Ce n’est que par I’union des efforts de 
nombreux chirurgiens qu’il sera possible 
d’etablir avec certitude si oui, et dans 
quelle mesure, I’anastomose hepatodiges- 
tive est capable d’assurer la derivation 
biliaire au tube digestif avec disparition 
permanente de la jaunisse, et si I’etat du 
tissu hepatique est suffisant, sinon suscep¬ 
tible de guerison au point de permettre la 
survie. 
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Disability Evaluation 

EAEL D. McBRIDE, M.D., F.A.C.S., F.I.C.S. 

OKLAHOMA CITY. OKLAHOMA 


T he medical expert’s opinion is sought 
because of his knowledge of the hu¬ 
man body. The wheels of progress 
have traveled through a long period of ex¬ 
perience since the initiation of the first 
compensation laws. Their general pattern 
has remained essentially the same, even 
though profound economic changes and 
unparalleled industrial developments have 
encircled the world. 

The medical profession in general has 
remained indisposed toward improved re¬ 
lations with trial procedures, so that ex¬ 
pert testimony has continued in the rut of 
the common practice of providing testi¬ 
mony of the “claimant’s doctor” versus the 
“defendant’s doctor.” The problems of 
rating and evaluating permanent disabil¬ 
ity remain entangled in the meshes of un¬ 
scientific routine procedure. Statutory 
awards for permanent disabilities con¬ 
tinue to serve more as conveniences for 
monetary settlements than as economic 
cushions to soften the misfortune of the 
injured claimant and his responsible em¬ 
ployer. Scientific research is greatly nec¬ 
essary, and the teaching fundamentals of 
rating and evaluating disability are needed 
in the curriculums of medical schools. 

Preemployment Examinations. — First 
of all, something should be done to estab¬ 
lish general interest in physical fitness in 
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its relation to job placement. In times of 
war the nation requires physical fitness 
of the soldier, but only the larger indus¬ 
trial firms insist on preemployment exam¬ 
inations, and in many instances this is 
merely a matter of printed forms hastily 
filled out. Roentgenograms are sometimes 
required, but seldom is the employee tested 
for his mental reactions or given consid¬ 
eration for his size and age.- When physi¬ 
cal defects are found the applicant is re¬ 
jected. Then what? Fortunately there are 
still jobs open that do not require pre¬ 
employment examinations. Yet, here the 
difficulty of disability rating begins. There 
is no established norm. The injury may 
be mild, yet preexisting physical deficien¬ 
cies of which the worker is totally unaware 
may be so aggravated ns to eliminate him 
completely from the labor market. How 
difficult would it be to establish a record 
of physical fitness for labor on a national 
basis, with reliable classifications that 
would relieve the employer of at least some 
of the hazards of employing physically 
handicapped persons? 

Treatment .—The doctors of today have 
become accustomed to forms and reports. 
More and more doctors* bills are being 
paid by a third party. This third party 
must have its claim files in order if they 
are to operate efficiently. A serious injury 
must be evaluated in respect to duration 
of temporary disability and the probable 
period required for maximum healing. 
Permanent disability is to be, at least ap- 
pro-ximately, estimated. 

Treatment, from the start, mu.st include 
anticipation of pos.siblc permanent disabil¬ 
ity. Preservation of function .should pre- 
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dominate all definitive surgery and medi¬ 
cation. Ankylosis, atrophy and deformitj' 
should be prevented rather than left to the 
physical therapist later on. That is, re¬ 
habilitation should a c c om p a ny active 
treatment: hoivever, permanent disability 
should not be declared ivithout full consid¬ 
eration of maximum restoration of func¬ 
tion through rehabilitation and readjust¬ 
ment. 

Examination and Report or Expert Tes- 
timonu- — The emotional response of the 
human mind to injury is unpredictable. 
One of the greatest responsibilities in the 
treatment of an industrial patient is to be 
able to see through the immediate acute 
aspects of the injury and reasonably fore¬ 
tell the duration of the temporary disabil- 
itj’ and the extent of permanent disability. 
In examination of the healed injury for 
determination of the extent of disability, 
the ability to diagnose and weigh the sub¬ 
jective complaints with the physical ob¬ 
servations requires not only extraordinary 
medical knowledge and experience but 
good judgment, tact and diplomacy. The 
tendency to exaggerate is a common expe¬ 
rience. To judge the apparent inconsisten¬ 
cies of the symptoms and to weave the 
threads of reality into the diagnostic pat¬ 
tern requires patience and a special atti¬ 
tude toward this type of case. 

Tcniporarii Total Disabilitii. — The pe¬ 
riod of temporary total disability should 
coincide with the treatment, or healing 
period, of an industrial injury. Unfortu¬ 
nately, the employee cannot always return 
to his job when his doctor says his injury 
has healed and he is able to start back to 
work. Two principal factors are often 
overlooked: 1. The necessity of rehabilita¬ 
tion and readjustment. 2. The Avillingness 
of the employee to cooperate. The indus¬ 
trial employee is often dismissed by his 
doctor only to find that he still has stiff¬ 
ness. tenderness or pain that will not per¬ 
mit him to do his regular job with the efii- 


ciency expected of him. His employer may 
tell him he has no light work—the worker 
cannot do his regular job: there is no place 
for him. Psychoneurosis and mental de¬ 
pression then are given opportunity to 
develop. The injured person is thus caught 
in a settlement trap. He must meet cur¬ 
rent expenses. He may submit to early 
settlement because of worry and anxiety. 
His rehabilitation is left to his ability to 
find work that is suitable to his disabled 
physical status. 

Permanent Partial DisabiUtii. — The 
medical evaluation of disability is not so 
complicated when there is definite, demon¬ 
strable damage to the injured parts of the 
body. The adjudication of such claims are 
usually clear of bitter contention. Wide 
variations in opinion arise chiefly in cases 
in which the complaints are out of propor¬ 
tion to the objective evidence of physical 
alterations due to injury. 

Doctors who examine and testify chiefly 
for claimant and give unusually high rat¬ 
ings for disability are sometimes accused 
of having mercenary, or unscrupulous mo¬ 
tives. Their experience in life, as well as 
their medical judgment, may have caused 
them to acquire a more sympathetic atti¬ 
tude and a deeper regard for the misfor¬ 
tunes of man. On the contrary, the doctor 
who is frequently engaged by the employer 
is accustomed to being accused of being 
the “company doctor.” He may see little 
of the human effect of the disability and 
he likely believes that if physical exam¬ 
ination gives negative results there is no 
permanent disability. 

Medical opinion is presented to the court 
in order to accumulate evidence upon 
which the loss of wage earning capacity 
may be adjudicated. The evidence of great¬ 
est importance seems to be the percentage 
of permanent disability estimated by the 
doctor. The higher opinion of the claim¬ 
ant’s doctor and the lower opinion of the 
defendant’s doctor are often avei*aged. 
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Under fixed rules of procedure, little 
weight is given to the method of medical 
diagnosis and clinical reasoning upon 
which the doctor bases his opinion. Elim¬ 
ination of the charlatan in the general 
practice of medicine has been accomplished 
gradually by raising the standards of med¬ 
ical education so that the public is quick 
to recognize competent or incompetent 
medical advice; but the industrial court 
still must listen to expert testimony that 
is nothing more than an auction bid on the 
value of a man’s misfortune. 

Necessity of a Foi-imda for Emihiating 
Permmieiit-Piirtial Disability. —The max¬ 
imum assessment for disability is the 
amount specified by law for total-perma¬ 
nent disability. Permanent-partial disa¬ 
bility is a percentage of the total, but in 
only a few instances are permanent-partial 
disabilities included in the schedule pro¬ 
vided by law. It falls to the lot of the doc¬ 
tor, as a medical witness, to determine the 
extent of physical damage to the body, and 
the extent to which the injury will inter¬ 
fere with normal function in the perform¬ 
ance of ordinary manual labor. The con¬ 
scientious doctor will want a scientific 
basis for his opinion. To make a system¬ 
atic investigation there must be a method 
of reconciling the losses of the injured 
parts with the remaining values of the 
uninjured parts. In order to test these 
values, some analytic formulae should be 
used to bring out the ratio of the remain¬ 
ing values to the existing losses. The final 
conclusion should be the percentage of 
permanent-partial disability. Tests of this 
order require considerable mathematical 
concentration, which is not very fascinat¬ 
ing to the average medical mind. Never¬ 
theless, it is a great satisfaction to have a 
sound basis upon ivhich to base a medical 
opinion that involves monetary award.s. 
Disability is the result of many factors in¬ 
volving the effects of injury and disease on 
the human organism. All of the disabling 
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factors must be analyzed and weighed in 
the mind of the examiner in order to ar¬ 
rive at an evaluation of the disability loss 
as compared to the normal state still avail¬ 
able to the worker. The disabling factors 
are related in an affiliative, rather than a 
cumulative, proportion. For this reason, 
an average of percentile loss attributed to 
all the disabling factors observed on ex¬ 
amination will give a fair estimate of the 
per cent of disability, provided a thorough 
survey is made, so that each and every 
disabling factor may be given a percentage 
of loss, as compared to normal. A man 
with severe anatomic damage and little 
loss of function should not be penalized 
with a low rate of disability because he 
minimizes his pain and insists on working, 
nor should one with extreme clinical mani¬ 
festations and little or no anatomic change 
to confirm his disabilit-y be over¬ 
rewarded. 

Percentile Rule of Severity. — The de¬ 
gree of severity is often difficult to express 
in percentages. The correlation of descrip¬ 
tive terms which express the degree of se¬ 
verity, graded to a corresponding percent¬ 
age, can be very helpful in arriving at a 
definite conciusion if applied to each fac¬ 
tor contributing to the disability. The se¬ 
verity of loss may be graded to the follow¬ 
ing percentages : 

Slicl't.Not over 

Mild ..Not over 10% 

Very model nte .Not over 20% 

Moderate.Not over 30% 

Mildly severe .Not over 40% 

Moderately severe .Not over 50'/f 

Very severe ..Not over 00% 

Extremely severe.Not over IQVr 

Profoundly severe.Not over 90% 

Total . Not over 100% 

I have previously outlined and stressed 
the importance of a basic system of eval¬ 
uating disability,* Of late, a more com¬ 
prehensive formula has been used.** This 

•McKrido. K. D : Disability Kvaluation. ThlUiIrlnhia: J. It. 
Lipplncntt Co.. Sth rtl. 

•■Mclln,!**. E. D.: Irntructitinal CwuMf AcaJ^rny 

of OrthopHle Sury^fy. 19’5. 

X 
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MEDICAL ANALYSIS OF PERMANENT PARTIAL DISABILITY 

Dote_ 

PATIENT'S NAME ---- ADDRESS_ 

CHECK PART OR PARTS OF BODY DISABLED: DUE TO INJURY 

[Whole BodyT lingers (1-2-3 4i{ jThumb| |Hondj 1 Arm] jleql |Foot| jToel j 

THE PARTIAL TEMPORARY DISABILITY IN THIS CASE IS- _Per Cent _ Per Cent 

THE PERMANENT PARTIAL DISABILITY IN THIS CASE IS _ Per Cent _Per Cent 


DUE TO PRE-EXISTING 
INJURY OR DISEASE 

_ Per Cent 

Per Cent 


Mo*ifnum improvement reoched? 
Further Treotment indicoted? 


PRESENT STATUS OF INDIVIDUAL 


Yes 

No 

Yes 

No 


Condition Stolionory? 
Rehobilitotion indicoted? 


Yes 

No 

Yes 

No 


This percent of disobilify is based on thorough physicol ejcominolion in which the following unit foctors of disability 
hove been fully onolyzed and overoged. Uninvolved factors remain to the normol odvonloge of the individool 
DISABILITY DIRECTED TOWARD 7. ORDINARY MANUAL LABOR 

2. SPECIFIED OCCUPATION 


Yes 

No 

Yes 

No 


TWO PROPORTIONAL COMPONENTS OF DISABILITY 

1. FUNCTIONAL DEFICIENCY Rof.ng 75 Percent 

7 Units ICO Percent coch 

2 PHYSICAL DISORDERS Rot.ng 25 PercenK 

5 Units 100 Percent each 

Totol Roting 100 Percent 

FORMULA FOR RATING DISABILITY: 

Insert total percentages af unit lasses 

% Phystcol Disorders % 

— X 75 4- - X 25 = % Disobihfy 

^ 500 - 


Funciionol Deficiency 
700 


THE PERCENTAGE RULE OF SEVERITY 


Apply this rule to each factor of oil the units to estimole percent of severity. 


'l I I rv'i I I I I I I I I I I I I I I I I I I I I I I I I I I I I 1 I I I I I I I I I I I I I I I I I I I I I I I I I I I 1 I I I M I I I I I I I M I I M I I I M I I I I I I I M I I I 

0 5 10 20 30 40 SO 60 70 80 90 100 

Slight Mdd Very ModeroTe Mildly Moderale Very Extremely ProFound Severity Totof 

Moderote Severe Severe Severe Severe 


Apply rule of severity to evaluate each factor loss 
FUNCTIONAL DEFICIENCY UNIT VALUE % 700 PERCENT. 


1. QUICKNESS OF ACTION 

2. COORDINATION, SKILL 

3. STRENGTH 

4. SECURITY, CONFIDENCE 

5. ENDURANCE 

6. SAFETY, UNDUE RISK 

7. PRESTIGE OF PHYSIQUE 

For employment 

Grond total Component Functional Deficiency 


Normal value each factor 100% 
Compute Loss each Factor 



Percent 


Ccpiiighl cpp'ijd li- IM-5-: B, Eort D MiBndc, M.D. 
C;.S’c*‘S-erY Es-V. Sjcc'/. CVIc'-c~o C>V 
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PHYSICAL DISORDERS UNIT TOTAL VALUE 500 PERCENT 


Evaluate percent loss each ynif deviofes Irom 100% nocmol Total loss lor each entire unit cannot be over 100 percent 
Tronsfer grond totol percentoge loss to the formyto on the opposite page to obtain percent of disability. Write m unlisted 
items H pathology is pre-existing, so designote. 


Apply rule of severity to evoluote percent loss of eoch unit 


ANATOMICAL MASS DAMAGE UNIT 

(Obiective findings only) 

Percent less then normol m this cose 

Check invoUed loctors 


□ 

1 

BONE DEFORMITY 

□ 

9 

BRAIN, CORD. NERVES 


□ Excess coHous 



Q Hermorrhage 



□ Shortening 



G Mocerotion 



Q Mol-union 



G Meninges 



Q Non-union 



Q Myelitis 



□ Angulation 



G Compression 



□ Osteomyelitis 



G Severonce 

D 

2 

SPINE DEFORMITIES 



G Neuromo 



D Herniated disk 



G Degenerofian 



Q Joint osymmeiry 

□ 

10 

BLOOD VESSELS 



□ Anomalies 



G Severance 



G Scoliosis 



Q Vof.ccsiiy Phlebitis 



□ Frocture. Deformities 



Q Aneurysm 



Q Disease Arthritis 



G Thombvs. Embolus 

□ 

3 

JOINT PATHOLOGY 



Q Arteriosclerosis 



□ Altered oms 

□ 

11 

BURSA. SYNOVIA 



G Articulor desirucliors 



Q Diseose 



□ ligomenlous ehonges 



Q Adhes.ons 



□ Disease Arlhntis 

□ 

12 

VITAL organs 



G Dislocation 



O Contusion 

□ 

4 

MUSCLE DEFICIENCIES 



Q locerolions 



G Altered mechemes 



□ 0‘seose 



Q Rupture 

D 

13 

SYSTEMIC DISEASE 



Q Controctures 



Concurrent or Preexisting 

□ 

5 

EYE INJURY 



Q Hypertension 



G Puncture 



Q Arthritis 



G Enucleation 



Q Other d-seose 



Q Stor 

D 

14 

SKIN. FASCIA 

D 

6 

EAR INJURY 



Q Lots of tissue 



n D'uw 



Q Scars 



O Os.cles 



Q Controctures 



Q Mosioid 



Q Eruptions 

□ 

7 

SKULL 



D Other fociors 



D Scalp face 

□ 

15 

GENITO-URINARY 



□ Depression 



Q Blodde' 



Q OsteomyeliliS 



Q Ureters 

□ 

8 

CHEST 



□ Kidneys 



G Ribs 

G 

16 

OTHER FACTORS 



Q lungs 

Q Heorl 





CLINICAL MANIFESTATIONS UNIT 

Percent less then normal m this case ___ 
Check involved fociors 

O 1 PAIN. TENDERNESS 

□ 2 MUSCIE SPASM 

□ 3 LOSS OP MOTION 

O 4 sv/eilinG, induration 

□ 5 INFLAMMATION TEMP 

□ 6 PARALYSIS 

□ 7 REFLEX LOSS 
n 8 NUMENESS 

n 9 hyper sensitive 
( 1 lO CONTRACTURE 
C I! ATROPHY TROPHIC 
^ 12 ISCHEMIA 
'll I3 gangrene 

□ I4 LIMP WALKltJG AID 
[] 15 SYtJOVlTlS 


JOBS RESTORATION UNIT 

(Cesfricfions of Physicol requiremenisl 
Percent less then normol in this cose __ 
Check involved focters 


a 

1 

LIFTING 

D 

11. 

STOOPING 



O Heavy 

□ 

12. 

BENDING. 

□ 


Q Light 

Q 

13 

CLIMBING 

2 

PULLING 

G 

14 

THROWING 

□ 

3 

PUSHING 

D 

15 

BALANCING 

O 

4 

REACHING, 

□ 

15 

VISION 

□ 


overheod 



Q Efficiency 

5 

GRIPPING 

0 Finger dexterity 



Q Color 




O Fist power 

Q Holding 

□ 

17 

HEARING 

□ 

6 

WAlKINGi 

D 

18 

QUICK THINKING 

a 

7 

RUNNING 




a 

8 

LONG STANDING 

0 

19 

SPECIAL TALENTS 

o 

9 

CRAWLING 




D 

10 

KNEELING 

D 

20 

OTHER FACTORS 


RESTRICTIONS WORKING CONDITIONS UNIT 

(Enviionmeniot fociors no longer con be tokroiedj 
Percent less Ihon normol ’n ihi* rote _ 

Check involved fodort 


□ 

1. 

OUTSIDE 

D 

11 

WATER 

a 

2 

INSIDE 

□ 

12. 

SOLVENTS 

D 

3 

HOI 

□ 

13 

DARKNESS 

□ 

4 

COLO 

□ 

14 

SLIPPERY FOOTINGS 

□ 

5 

SUDDEN CHANGE 

G 

15 

MACHINERY HAZARD! 

o 

6. 

DAMPNESS 

G 

16 

IRREGULAR HOUeS 

D 

7. 

OUST 

□ 

17 

RIDING, OP 

□ 

e 

RADIANT ENERGY 



DRIVING STRAIN 

□ 

9. 

ELECTRICAL HAZARDS 

D 

16 

OTHER FACTORS 

□ 

10 

CREASE 





REACTIONARY INTERFERENCES UNIT 

(Intongible foctors ohering future endeo»or$) 

Percent less than normal »n this cose * i> 

Check invol«ed focto'S 

o 1 REHABILITATION 
Q 2 UMITED OPPORTUNITIES 
n 3 ECONOMIC HAtJDiCAPS 
Q 4 UMITEO EDUCATIONAL pACrGROUNO 
n S ADVERSE INCENTIVE TO WOPK 
Q « ADVERSE SOCIAL RELATIONS 

□ 7 UttFAVORAElE LABOR SITUATICtJS 
D 8 ACE LIMITATIONS 

n 9 UNPREDICTAEIE f rACER5*TIOrjS 
OF PAIN OR SYMPTOMS 

□ 10 OlHEP EODY I’/PAir'.'fttTS C* DiSEAS? 

□ II OTHER FACTOPS 


□ 16 CREPITUS 

□ 17 SUPPURATION 

□ 18 DIZZINESS 
o 19 ATAXIA 

□ 20 eCCHYMOSlS 

□ 21 FATIGUE 
n 22 PSYCHOMtUROStS 

□ 23 EXAGGERATION 

□ 24 EYE SYMPTOMS 
O 25 EAR SYMPTOMS 
Q 26 SYSTEMIC SYMPTOMS 

□ 27 HEART AND BLOOD 
VESSEL CHANCE 

n 28 BONE DISEASE 

□ 29 OTHER FACTORS 

GfoncJ lofo! of obovo five Physicol Disorder Umls 


TRANSFER TOTAl TO FOPMUIA ON OPPOSITE PAGE 
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includes not onlj* the evaluation of func¬ 
tional depreciation but a proportional con¬ 
sideration of the material physical damage 
and its effect on the future endeavor of 
the patient to work. Briefly, this formula 
of analysis is as follows: 

Disability is divided into two principal 
components: ( 1 ) functional deficiency, 
and ( 2 ) physical disorders. 

The functional component is considered 
of greater importance, or weight, and is 
given a proportional value of 75 per cent, 
while the component of physical disorders 
is rated at 25 per cent. Function is divided 
into seven units, each having a value of 
100 per cent normal, or a total of 700. The 
physical disorders component is divided 
into five units, each having a 100 per cent 
normal value, or a total of 500. The for¬ 
mula then is: 


Functional deficiency 
700 



75 + 


physical disorders 

__ X 25 = _ % disability. 

500 

The Units of Functional Deficiency are 
as Follows: 

1. Quickness of action....Normal lOO'T- Loss— S/r 

2. Coordination and 

skill .Normal lOO^f Loss— 

3. StrenRth.Normal 100^ Loss. .Cr 

4. Security; confidence.. Normal 1007!- Loss—9r 

5. Endurance .Normal 1007!- Loss—77 

G. Safety, or, risk. Normal 1007! Loss__.7! 

7. Prestige of physique 

of emplojnnent . . . Normal lOO^r Loss 7! 
Total normal . 700 Loss—Tt 

These seven units in the breakdown of 
function are, of course, closely related in 
their meaning, but individual considera¬ 
tion affords a sound basis of reasoning 
rather than mere guessing at the degree 
of loss of function. The result of the cal¬ 
culation of loss is an average that will be 
not far from what is right. 

Loss of function must be rated inde¬ 
pendently on the efficiency with which the 
disabled person can perform the useful 
actions of work, notwithstanding the ef¬ 


fects of the injury that has caused depre¬ 
ciation from the normal state. However, 
when the percentile loss of function is 
determined it must be correlated with the 
physical damage and the factors that limit 
job restoration. 

The Units of Physical Disorders Com¬ 
ponent are as Follows: 

1. Anatomic mass 

damage .Normal lOOTt Loss_7! 

2. Clinical manifesta¬ 
tions .Normal lOOTt Loss 7 ! 

3. Eestrictions of physical 

requirements .Normal 1007!i Loss 7 !- 

4. Restrictions of work¬ 
ing conditions .Normal 1009!i Loss_7! 

5. Reactionary inter¬ 
ferences .Normal 100% Loss—7r 

The physical disorders component might 
be termed the "pain and suffering" unit. 
It accounts for the material damage, the 
pain and the physical limitations toward 
job restoration. It provides an opportu¬ 
nity to analyze the percentile depreciation 
of the physical state resulting from ma¬ 
terial damage to the body tissues and their 
effect on mind and body at work. 

Anatomic Mass Damage .—The anatomic 
mass damage unit includes the objective 
abnormal changes noted on examination. 
There are as manj^ variations in body re¬ 
sponse to injury as there are systemic re¬ 
actions to physical influences. The e.xtent 
of bone deformity, such as shortening, 
malunion, excess callus and the resulting 
mechanical alterations must be consid¬ 
ered. This unit of factors is the basic 
source of disability. The extent of ana¬ 
tomic mass damage is revealed through a 
careful diagnostic examination that elicits 
the facts concerning physical changes 
from the normal. It requires not only a 
knowledge of the human anatomy but at 
least, some knowledge of geometry, phys¬ 
ics and body mechanics. For example: a 
fractured bone shaft not only changes the 
length, contour and form of a bone but 
alters the mechanics of the structures at¬ 
tached thereto. The adjacent joint axes 
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may be altered, the kinetic forces lessened, 
the columnar support weakened and the 
line of equilibrium disturbed. The extent 
to which these structures and tissues are 
involved in the injury is expressed in per¬ 
centile loss of the unit. 

Clinical Manifestations. — The clinical 
manifestations unit is for the purpose of 
analyzing and weighing all the subjective 
and objective sjnnptoms. The intensity of 
the clinical symptoms is not always indica¬ 
tive of the magnitude of the anatomic 
damage. A tiny neuroma may be totally 
disabling. The clinical manifestations 
must be weighed carefully in respect to 
their reality. The disability may be exag¬ 
gerated and greatly overemphasized by 
the patient, but his complaints cannot be 
totally discounted by the examiner. Exag¬ 
geration may present what seems to be a 
disabling factor when really it is a neuro¬ 
sis. Permanent clinical symptoms must be 
recognized and distinguished from the 
temporary sjTnptoms, improvement of 
which is still to be expected. Thus, such 
manifestations as pain, muscle spasm, loss 
of motion, paralysis, contracture and at¬ 
rophy must be given consideration as com¬ 
pared to the normal and to the percentile 
loss evaluated for the unit. 

Restrictions of Physical Requirements, 
—The greater the opportunity for employ¬ 
ment of the disabled person, the less se¬ 
vere his physical incapacitj’ for work. The 
surgeon who treats industrial injuries 
must always keep in mind the importance 
of the injured structure to the job at which 
the person has been employed. A stiffened 
finger can be more disabling than an am¬ 
putation. A joint ankylosed in an unfavor¬ 
able angle may prove verj' costly to a 
man’s ability to follow his regular voca¬ 
tion. It is the responsibilit}’ of the medical 
advdsor to determine the specific physical 
tasks a man may accomplish after his in¬ 
jury. One with a stiff knee might not be 
able to crawl, kneel, climb a ladder, run. 


walk or stand. These disabling factors 
should each be given a percentile depre¬ 
ciation, representative of the unit. 

Restrictions of Working Conditions .— 
This unit involves factors in which envir¬ 
onmental influences may be prohibitive to 
the placement of the disabled person. Ex¬ 
posure to outside temperatures or weather 
changes, dust, grease, slippery footings, 
driving strain and many other factors maj- 
influence the state of disability. Each dis¬ 
abling factor must be weighed, for its im- 
portanee and percentile loss, as compared 
to normal, is established for the unit. 

Intangible Reactional Interferences .— 
There are many intangible faetors, more 
or less indeterminable, in many cases of 
disabilit}'. In many instances, the reac¬ 
tional influences involving mental, social 
and economic impediments are most diffi¬ 
cult to ascertain. Most disabled persons 
are willing and eager to rehabilitate them¬ 
selves. Others must have assistance, which 
may not be forthcoming. It is not enough 
for a doctor to say that the disabled per¬ 
son is now “able to do light work.” The 
employer is likely to report that he has no 
“light work” at his plant. The man must 
do it all, or none. A man can hardly keep 
his self-respect when he returns to work 
with a partially disabled back and is placed 
in a job in which he must refrain from 
heavy lifting when it is expected of him. 
In many instances security rights play a 
role in prohibiting reemployment. Every 
such factor is given consideration and a 
percentage of disability estimated for the 
unit. 

Application to the Formnla. —The sum 
of the percentage of loss in each of the 
seven functional deficiency units is ob¬ 
tained and divided by 700. The sum of the 
five units of physical restoration is divided 
by 500. The component of function is the 
fundamental indicator of the e.xtent of 
disability. It is given a weighted value of 
75 per cent of the extent of disability. 
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Therefore, the percentage of functional 
loss is multiplied by 75 per cent. In turn, 
the percentage loss from the physical dis¬ 
orders component is multiplied by 25 per 
cent. The sum of the percentile loss of the 
two components is the rating for the dis¬ 
ability of the part of the body under exam¬ 
ination. 

For example: Suppose the injured pei*- 
son has been thoroughly examined and the 
disabling factors are rated in a percentage 
of loss as follows: 


Functional Depreciation: 

Quickness of action. 20 per cent 

Coordination . 25 per cent 

Strength. 15 per cent 

Security, confidence . 10 per cent 

Endurance . 25 per cent 

Safety, or risk. 15 per cent 

Prestige of physique. 10 per cent 

Total .120 per cent 

Phijsical Disorders: 

Anatomic mass damage. 25 per cent 

Clinical manifestations . 30 per cent 

Restrictions of physical 

requirements . 25 per cent 

Restrictions of working 

conditions. 10 per cent 

Reactional interferences . 15 per cent 

Total .105 per cent 

Application of the formula to these losses 
would be as follows: 

Funtion 120 Physical Disorders 105 

- X 75 H-X 

700 500 


25 =: 17.13^ disability. 

This formula is practical and easy to 
use. It gives the medical examiner con¬ 
fidence in his final opinion on the rating 
of disability, and the deductions have a 
substantial basis of reasoning that sup¬ 
port his opinion in the face of criticism. 
It is true that the various factors consid¬ 
ered are greatly duplicated in meaning 
and the deductions as to the percentages 
of loss are in the final analysis necessarily 
arbitrary; however, if one makes a syste¬ 
matic analysis and a complete investiga¬ 
tion of all the functional and physical 
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causes of the disability, the rating arrived 
at is an opinion worthy of scientific ac¬ 
ceptance. 

SUliIM.4RY 

The subject of disability evaluation is 
briefly presented as having problems that 
require scientific system of diagnostic de¬ 
ductions. A formula is presented which 
provides a methodical procedure in arriv¬ 
ing at an opinion on the rating of disabil¬ 
ity, on the basis of the percentile depre¬ 
ciation of the body from normal. 

ZUSAMMENFASSUNG 

Es wird der Versuch gemacht zu zeigen, 
dass sich bie der Abschatzung der Arbeits- 
unfahigkeit mutmassliche Raterei in ho- 
hem j\Iasses vermeiden lasst, wenn der 
Betroffene mit der gleichen Sorgfalt unter- 
sucht wird wie andere Menschen, die 
Gegenstand medizinisclier Untersuchung 
sind. Es wird eine brauchbare Formel 
vorgeschlagen, die zur Klarung der bei der 
Abschatzung der Untauglichkeit in Frage 
kommenden llberlegungen beitragt. 

RIASSUNTO 

Viene proposto un metodo per valutare 
I’incapacita lavorativa; questo metodo puo 
riuscire assai utile, purche applicato con 
la massima cura. Viene suggerita un’utile 
formula per classificare i vari gradi. 

RESUME 

Une tentative a ete faite de demonstrer 
que Ton pent, dans une large mesure, tirer 
des conjectures de “I’evaluation d’incapac- 
ite, si le sujet est etudie avec le meme soin 
que les autres patients medicaux. Une 
formule utile est suggeree, pour clarifier 
la pensee au cour.s de revaluation cl’une 
incapacite. 
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SUMABIO 

E feita uma tentativa no sentido de 
demonstrar que as suposigoes podem em 
grande parte ser afastadas da ‘^avaliagao 
de incapacidade,” desde que o paciente 


SUMARIO 

seja estudado tao completamente quanto 
outros pacientes. Sugere-se uma formula 
util para auxiliar o raciocinio na avaliagao 
da incapacidade. 


Laws and institutions must go hand in hand with the progress of the human 
mind. As that becomes more developed, more enlightened, as new discoveries are 
made, new truths disclosed, and manners and opinions change u'ith tlie change of 
circumstances, institutions must advance also, and keep pace with the times. 

—Jefferson 


Thouglitful men, once escaped from the blinding influences of traditional 
prejudice, will find in the lowly stock whence man has sprung the best evidence of 
the splendor of his capacities; and will discern in his long progress through the past 
a reasonable ground of faith in his attainment of the future. 

—Uuxley 


Man, made of the dust of the world, does not forget his origin; and all that is 
yet inanimate will one day speak and reason. Unpublished nature will have its 
whole secret told. 

^Emerson 


Great liislorical movements are never begun for the attainment of remote and 
imperfectly comprehended ends. They demand something concrete to work for; they 
need clearly defined, particular aims. 

—Jaurcs 


TIic history of civilization is the history of the slow and painful enfranchise¬ 
ment of the human race. 


— In^ersoll 
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Spontaneous Rupture of the Small Bowel 

LORNE W. MASON, M.D., F.A.C.S., F.I.C.S. 

EVANSTON, ILLINOIS 


R upture of a hollow or a solid ab¬ 
dominal viscus in association with 
‘ external violence is not uncommon in 
the traumatic ser\ace of anj'- large hos¬ 
pital. If a patient is brought to the hos¬ 
pital with signs and history of sudden 
acute peritonitis and shock, with no his¬ 
tory or evidence of external trauma one 
always thinks of a ruptured viscus, and 
of course the commonest location for this 
is the first portion of the duodenum. In 
the absence of a perforated duodenum, 
spontaneous rupture of the remaining 
small bowel is extremely rare. In view of 
the fact that 4 such cases have been en¬ 
countered in this 400-bed institution with¬ 
in the past few months, it behooves one 
to consider this condition a possibility in 
determining the cause of any sudden peri¬ 
tonitis. 

The exact nature of the precipitating 
factor may be disease in the small bowel 
itself, a condition formerly occurring fre¬ 
quently in the presence of typhoid states 
and other ileitis of unknown cause. Pei- 
foration of the ileum in the absence of 
preexisting disease is the subject of this 
paper. In none of the 50 cases of sponta¬ 
neous rupture of the small bowel reported 
in the literature has there been any evi¬ 
dence of any preexisting local pathologic 
condition, and the precipitating factor in 
the rupture was assumed to be sudden 
severe tension or strain on the abdominal 
muscles. 

In all but 4 of the cases in the litera¬ 
ture the rupture was associated with her¬ 
nia, and injury to the bowel had occurred 
on the antimesenteric border near the 
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hernial opening, where part of the bowel 
wall had been pinched. Weakening or 
rupture may also occur where the perito¬ 
neum has been attached to some area of 
another viscus or to the parietal perito¬ 
neum by adhesive bands, so that, with a 
sudden increase of intra-abdominal pres¬ 
sure, the bowel wall is injured and torn. 
In 2 of my cases there was evidence of 
inguinal hernia, and in 2 no such evidence 
existed, but in none was there evidence of 
the bowels having been adherent to any 
other peritoneal surface. 

Revieio of Literature. — Simpson,^ in 
1938, described 25 cases of perforation of 
the gastrointestinal tract in infants, and 
Abt,- in his review of the literature, listed 
60 cases in 1924. Thelander'^ and Russell,' 
in 1939 and 1940, accumulated 39 reports 
of spontaneous rupture of the intestine in 
newborn and older infants. Bullova and 
Brennan,'^ Boikan," Dodd,''’ Fanconi,® Ad¬ 
amson and Hild," Bronaugh and Latti- 
mer,^° Burgen,” Anderson^" and DiLo- 
renzo^® have all reported spontaneous 
perforation of the small bowel both in 
utero and shortly after birth, due to in¬ 
spissated and impacted meconium. 

In adult life traumatic rupture of the 
small bowel follows external violence, but 
rai’ely is spontaneous ruptui'e encountered. 
In 1937 Wilinsky and Kaufman''*' reported 
43 cases, reviewing the possible etiologic 
and anatomic complications. Since then 
similar cases have been reported by Aird,' ” 
Robinson,'® MacMillan,"' Berman and 
Rosner'® and Christopher,'® who referred 
to the rupture as spontaneous or attrib¬ 
uted it to sudden muscular effort. In prac¬ 
tically all cases, however, the coexistence 
of some preexisting pathologic condition 
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has been reported, usually hernia. 

Incidence, Age and Sex .—Spontaneous 
or subparietal rupture of the small bowel 
is extremely rare. With the addition of 
the 4 cases here reported the reports in the 
literature number 54. 

Although this type of rupture is most 
common in infancy, I am excluding infan¬ 
tile rupture and reporting only on the 
incidence in adult life. Adults engaged in 
strenuous labor are especially liable. Al¬ 
though one might assume that young 
adults are exposed to more sudden severe 
violent exercise than are elderly persons, 
spontaneous perforation of the intestine is 
very rare in youth. The average age of 
the patients reported by Wilinsky and 
Kaufman was 48 years. The average age 
of my 4 was considerably more advanced, 
namely 65. 

Strangely enough, in all of the cases 
previously reported the patients were 
male, and usually the rupture was asso¬ 
ciated with stress and pre-existing intra¬ 
abdominal pathologic change. In my Case 
4 the patient was a woman 71 years old. 
There was no hernia and no history of 
any strain on the abdominal musculature. 
At autopsy no pre-existent intra-abdom¬ 
inal pathologic change could be found. 

Symptoms and Signs .—Usually there is 
a characteristic history, but my cases did 
not follow the usual pattern. Only 2 of the 
patients had demonstrable hernias, and 
none of them had undergone any sudden 
severe abdominal stress prior to rupture 
of the viscus. It is possible, of course, that 
a patient may unconsciously be exposed to 
sudden severe traumatizing contraction of 
the abdominal musculature without con¬ 
sidering it significantly severe to report. 

The patients have usually been in good 
health, and present themselves in sudden 
excruciating abdominal pain following a 
lifting episode. Nausea and vomiting are 
usually present, with some shock, the de¬ 
gree of which depends on the duration of 


the rupture. Many authors report that the 
patients continued their work for a few 
hours, until the peritoneal irritation and 
pain became so severe they were forced 
to seek help. 

On examination the patient is usually 
doubled up and the skin cold, clammy and 
pale. The pulse is rather rapid and the 
blood pressure low. The temperature is 
usually normal. The abdomen in most in¬ 
stances is boardlike, and there may be 
increased tenderness in the quadrant over- 
lying the ruptured bowel. A hernia is usu¬ 
ally demonstrable. Roentgen examination 
of the abdomen should demonstrate some 
degree of pneumoperitoneum. The leuko¬ 
cyte count will prob.ably be normal except 
in “delayed” cases. 

Treatment .—The treatment, of coursi 
is immediate operation, after adequat 
attention to the patient’s shock and poo 
physical condition. 

The perforation can usually be closei 
transversely in the bowel with interrupte( 
sutures. Resection is rarely necessary. 

The abdominal spillage must be aspi 
rated, and the abdomen should be irrigatec 
with saline solution. Antibiotics should bi 
administered both intravenously and intra 
muscularly, and Levine suction should b( 
instituted. Careful fluid, electrolyte anc 
blood balancing will shorten convalescence 

Pathologic Picture .—In none of the re¬ 
ported cases has there been an.v evidencE 
of preexisting structural changes in the 
bowel wall or any demonstrable pathologic 
state. The only abnormality observed, in 
most cases, is the existence of an abdom¬ 
inal hernia or adhesions, visceral and 
parietal. In rare cases no evidence of 
pathologic change has been elicited, and it 
is reasonable to assume that the weakness 
may be due to trophic changes in the bowel 
wall. 

Fairchild expressed the opinion that in 
1 of his cases trauma to the bowel may 
have precipitated an emboli.sm vlfn ir.'tn- 
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gi'ene and perforation. This was not veri¬ 
fied and probably need not be given serious 
consideration in connection with most 
such injuries. 

Mortality Rate. — It is not possible to 
present any figures on present-day mor¬ 
tality rates, the number of reported cases 
being very small since the advent of anti¬ 
biotics and improved surgical methods. 
Wilensky and Kaufman^-* reported the 
mortalitj' rate as 40 per cent for patients 
operated on within twelve hours, 71 per 
cent for those operated on within thirteen 
to twenty-four hours and 84 per cent for 
those operated on after twenty-five hours. 
Of course, the mortality rate for those not 
operated on is usually 100 per cent. 

In recent years, since the use of anti¬ 
biotics has become prevalent, this mortal¬ 
ity figure is greatly reduced, and any 
patient whose rupture is operated on 
within a reasonable time of perforation 
should be saved. I should like to present 
the following 4 case reports of spontaneous 
rupture of the ileum, observed in this hos¬ 
pital within a period of about eighteen 
months. Two of them were in my service 
and 2 in separate surgical services of the 
staff. 

REPORT OF CASES 

Case 1.—W. G. A 67-year-old man, was ad¬ 
mitted to the hospital with severe generalized 
pain in the abdomen. He was reported to have 
been drinking beer and had had abdominal 
pain for about twelve hours. He had vomited 
several times and was doubled up in bed. 
There was no history of previous bowel 
trouble or of injury. He had lost no weight. 

Physical examination gave essentially nega¬ 
tive results except for the abdomen, which 
was thin, flat, symmetric, and extremely 
tender throughout. It was also very rigid, 
with marked rebound tenderness, not localized. 
There were no palpably enlarged organs. The 
patient did have a right inguinal hernia. The 
pulse rate was 140 per minute, and the blood 
pressure in millimeters of mercury was 100 
systolic and TO diastolic. The patient was in 
mild shock. 


The erythrocyte count was 5,310,000 and the 
leukocj'te count 3,250 per cubic millimeter of 
blood. The heraatoci-it reading was 51 per 
cent. The urine was normal. 

The condition was tentatively diagnosed as 
a ruptured viscus and probably a ruptured 
peptic ulcer, and the patient was taken to the 
operating room. 

When the abdomen was opened, the bowel 
content was free in the peritoneal cavity. The 
stomach and duodenum were normal. On 
further exploration a free perforation was 
observed on the antimesenteric border of the 
ileum, about 12 inches (30 cm.) from the 
ileocecal valve. The perforation was closed 
transversely in two layers, and the patient 
made an uneventful recovery. No biopsy 
specimen of the ulcer was taken. 

Case 2.— Y. C., an Italian engine-watcher 
61 years old, had been working daily and 
“feeling fine” until twelve hours prior to his 
admission to the hospital, at which time he 
had sudden severe colicky pain in the lower 
part of the abdomen, especially on the left 
side. He was given a hjiiodermic but had 
severe pain throughout the night. Ne.xt morn¬ 
ing he had an attack of vomiting. There was 
no change in bowel habit; the patient had had 
a bowel movement on the previous day. He 
had lost no weight. It is noteworthy that he 
had undergone bilateral hernia repair seven 
years earlier but had no hernia at the time of 
this hospitalization. The pulse i-ate on admis¬ 
sion was 82 per minute and the temperature 
101 F. 

Physical examination revealed no abnor¬ 
malities except in the abdomen, which was 
flat, with boardlike rigidity and extreme 
tenderness throughout. There was marked re¬ 
bound tenderness. No masses were palpable. 
Bowel sounds were absent. 

The erythrocyte count was 4,800,000 and the 
leukocyte count 10,500 per cubic millimeter of 
blood, with 15.6 Gm. of hemoglobin. The value 
for lipase was 85, and for amylase, 48. 

Roentgen e.xamination revealed free air 
beneath both hemidiaphragms, but no abnor¬ 
mal gaseous distention of the small or the 
large bowel. 

A diagnosis of perforated peptic ulcer was 
made, but when the abdomen was opened, 
although the duodenum and stomach were 
normal, a peiToi'ation of the ileum on the anti¬ 
mesenteric border was observed 18 inches Mo 
cm.") from the cecum. An elliptic segment 
about the ulcer was excised for biopsy, and the 
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bowel was closed transversely. Biopsy showed 
only acute ileitis and peri-ileitis at the site of 
perforation. 

Case 3.—A. D., a G2-year-old man with ab¬ 
dominal pain of ten hours' duration, was ad¬ 
mitted to the hospital on Sept. 26, 1953. The 
onset of pain had been sudden and un¬ 
accountable. 

There was a history of ulcer, but it had 
never been confirmed. The patient had been 
nauseated since the beginning of the pain, but 
had not vomited. He had obtained some relief 
from alkaline preparations, He stated that he 
had had a normal bowel movement on the 
previous day, but thought he remembered the 
fairly recent occurrence of tarry stools. There 
was no abdominal injury and no loss of weight. 
The past history was irrelevant. The pulse 
rate was 80, and the blood pressure in milli¬ 
meters of mercury was 125 systolic and 70 
diastolic. A right inguinal hernia toas present. 

Physical examination revealed essentially 
normal conditions except in the abdomen, 
which was flat and symmetric, with pain and 
tenderness in the whole lower part, most 
marked in the right lower quadrant. Rigidity 
and rebound also were most marked in this 
quadrant. Bowel sounds were present, 

A roentgenogram taken with the patient in 
the upright position did not reveal any air 
under the diaphragm. The white blood cell 
count was 23,550 per cubic millimeter. Diag¬ 
nosis of acute appendicitis or perforated 
peptic ulcer was made. Operation was per¬ 
formed through a pararectal incision, and free 
pus was observed in the abdomen. In the ter¬ 
minal portion of the ileum a perforation 1 
mm. in diameter was present. This was in¬ 
verted and covered w’ith omentum, biopsy of 
the wall was not performed. The patient made 
an uneventful recovery. 

Case 4.—F. W., a woman aged 71, was 
brought to the hospital on Feb. 8, 1954, with 
sudden, severe pain in the right arm. She was 
hypertensive and diabetic, with a fibrillating 
heart and definite vascular disease. She was 
in shock at this time and had had a somew'hat 
similar episode involving the left leg one year 
earlier. 

The pulse rate was 82 and the blood pressure 
in millimeters of mercury was 206 systolic 
and 90 diastolic. She was treated for shock 
and given vasodilators. DIcumarol, depohcp- 
arin and oxygen were administered. She W'as 
taken to the operating room, a right thoracic 
paravertebral block was done. On the follow¬ 
ing day an embolectomy was performed in the 


right axillaiy artery. The next day another 
right paravertebral block "was performed. The 
arm took on a good color and she w'as pro¬ 
gressing satisfactorily until thirty-six hours 
after the operation, when sudden severe ab¬ 
dominal pain, distention and shock developed. 
I saw her four hours later in the terminal 
state, and suspected that she had mesenteric 
thrombosis or a dissecting aneurysm. She died 
within ten minutes. Autopsy revealed ad¬ 
vanced arteriosclerosis, but there was also a 
free perforation in the upper part of the ileum 
for no apparent reason. There was no evidence 
of mesenteric thrombosis. She did not have a 
hernia. 

resumen 

La ruptura espontanea del ileon es ima 
entidad quirurgica rara, habiendose comu- 
nicado en la literatura 50 casos. El autor 
comunica 4 casos mas. 

Dicha ruptura se presenta generalmente 
en los adultos, generalmente en la cuarta 
decada de la vida aun cuando exitsen al- 
gunas comunicaciones de casos de ninos. 

En el pequeno grupo que se presenta 
todos los pacientes eran hombres con ex- 
cepion de uno, una mujer anciana tlebili- 
tada a consecuencia de otro proceso pato- 
logico. 

Generalmente se presenta consecutiva- 
mente a un esfuerzo intense. 

En casi todos los casos se encuentra 
asociada una hernia. 

En algunos casos la perforacidn ha sido 
determinada por adherencias de la viscera 
rota al peritoneo parietal o a alguna otra 
viscera. 

El unico tratamiento lo constituye la 
operacion precoz. Con las tecnicas quirur- 
gicas actuales y e! control electroHtico y 
antibidtico, el grado de mortalidad deberia 
de ser muy bajo. 

resume 

La rupture spontanee de I’ileum est une 
condition chirurgicale rare, seulement 50 
cas ont ete reportes avant cette petite 
serie de quatre. En general cette sorte dc 
rupture est ob.servee parmi ' dull 
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plus souvent pendant la quatrieme decade, 
tout de meme assez de cas sont reportes, 
ou les patients etaient des petits enfants. 

Dans ce petit groupe touts les malades 
etaient masculins, a Texception d’une 
femme agee, debile a la suite d'autres con¬ 
ditions pathologiques. 

En general cela arrive pendant un grand 
effort abdominal. 

Presque touts les cas etaient accom- 
pagnees d’une hernie. 

En quelques cas la perforation pourrait 
etre influencee par des adhesions entre le 
viscere affiige et le peritoine parietal ou 
un autre viscere. 

L’operation precoce et le seul secours. 
Grace a la technique chirurgicale d’au- 
jourd’hui et le control des electrolytes et 
les antibiotiques la mortalite est extreme- 
ment basse. 


ZUSAMMENFASSUNG 

Die Spontanrupter des Ileums ist eine 
seltene chirurgische Erkrankung, von der 
ausser der kleinen hier behandelten Serie 
von vier Faellen nur 50 Berichte vorlie- 
gen. 

Im allgemeinen tritt diese Ruptur bei Er- 
wachsenen—meistens im vierten Lebens- 
jahrzent—auf, obwohl sich unter den be- 
richteten Faellen auch einige Saeuglinge 
finden. Alle Kranken der Gruppe, ueber 
die hier berichtet vird. waren maenn- 
lichen Geschlechtes mit Ausnahme einer 
aelteren Frau, die infolge anderer Erkran- 
kungen bereits sehr geschwaecht war. 
Gewoehnlich tritt die Erkrankung nach 
.‘^chwerer Beanspruchung oder Ueberan- 
strengung des Bauches auf. In fast alien 
Faellen bestand gleichzeitig eine Hernie. 
In manchen Faellen moegen Verwachsun- 
gen de.s Ileums mit dem peritonealen 
Bauchfell oder mit einem anderen Organ 
zur Perforation beigetragen haben. 

Die einzige Behandlung besteht in frueh- 
zeitiger Operation. Beim heutigen Stande 


chirurgischer Technik und unter Verwen- 
dung von Elektrolyten lind Antibiotika 
sollte die Mortalitaet sehr niedrig sein. 


RIASSUNTO 

La rottui-a spontanea dell’ileo e un even- 
tualita rara e nella letteratura ne esistono 
descritti solo 50 casi oltre a quattro nuovi 
presentati dall’autore. 

Si verifica, di solito, neH’adulto (IV de- 
cennio) ma anche nell’infanzia. 

Dei casi personali tre erano maschi, e 
una femmina in gravi condizioni general! 
per altre ragioni. 

La rottura segue gravi lesioni addomi- 
nali; in quasi tutti i casi vi era un’ernia; 
a volte la rottura era in rapporto con 
aderenze fra il viscere interessato e altri 
visceri o il peritoneo. 

L’intervento precoce e I’unica cura pos- 
sibile; la mortalita, al giorno d’oggi, e 
minima, grazie ai progress! della tecnica e 
delle cure postoperatorie. 
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An Outline for Emergency Treatment 
of Catastrophic Burns 

SAM GORDON BERKOW, M.D., D.A.B., F.I.C.S. 

PERTH AMBOY, NEW JERSEY 


T his outline was prepared as part of 
the Civil Defense program of the 
Middlesex County Medical Society. 
Begun in 1948, it reached its present form 
after being tested in lectures to civil de¬ 
fense and first aid groups. Requests for 
copies of the outline, which I call “the 
Middlesex plan,” have come from lay 
groups and from doctors in New Jersey 
and, to a limited extent, from other states. 
The importance of the subject in these 
troubled times, as well as the persistence 
of the requests, prompt the offering of the 
plan for publication. 

Programs for treatment of burns ace in¬ 
separable from the conditions in which 
they must be employed. To attempt to set 
a single “ideal” program would be utterly 
unrealistic. Between accidental, industrial 
and combat burns there are basic differ¬ 
ences in the predominant nature of the 
injuries and in facilities for prevention 
and treatment. Civilian catastrophic burns 
involve totally different considerations, as 
to conditions and technics, from any of the 
above. 

In general, an emergency program for 
civilian catastrophes must be simple, inde¬ 
pendent of laboratory aids and capable of 
being administered by lay attendants, 
alone or under limited direction. Conserva¬ 
tion of time and material is essential. In¬ 
structions to first aid attendants must be 
specific, didactic and issued in the form 
of an outline or a semi-outline. This must 
include a list of alternate measures to be 
used in the probable event of shortages in 
materials. 

SubmUteil for publication June 3, 1935. 


Table 1. —Casualty Sorting: 

Priority of Evacuations 

No. 1. Definitive surgical treatment urgent. 
Burns of pharynx 
Severe hemorrhage 
Open chest wounds 
Avulsion of limbs 
Penetrating abdominal wounds 

No. 2. Definitive treatment urgent, but no opera¬ 
tion required for several hours. 

Burns of more than 20 per cent of the 
body surface 
Compound fractures 
Severe shock (traumatic or neuro¬ 
psychic) 

Penetrating wounds of joints 
Small penetrating wounds of chest 
_ Crash injuries _ 

No. 3. First aid, followed by transfer to hospital 
of center for special treatment 

Burns of less than 20 per cent and 
more than 5 per cent of the body 
surface 

Burns of eyes (conjunctiva or cornea) 

Major head injuries 

Major eye injurie.s 

Major injuries to peripheral nerves 

^Vound5 of face _ 

No. 4. Patients who may be discharged after 
first aid or other simple treatment 

Minor burns (up to 6 per cent of the 
body surface) 

Contusions; lacerations; sprains 
Mild cerebral concussion 
Simple fractures of non-weight bearing 
bones 


Casualties must be identified (if possi¬ 
ble) and classified when first seen. Classifi¬ 
cation, in this instance, includes observa¬ 
tion of the nature of the wound and its 
probable extent. This is then reduced to a 
single number that indicates the urgency 
of definitive therapy. For this purpose I 
have specified a tag made of linen or other 
durable material (Fig. 1). On this should 
be noted the name of the victim and/or the 
location where found. A prominent space 
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Table 2.— Comparison of_ Surface Area Proportions for “Standard” 

Classification and Preliminary Sorting 

Part 


Standard 

Andrew 

Classification 
[Berkow, 1924] 

Subdivision 5 & 10 Method 

for Preliminary 
Sorting [1945] 

Part 

Head 


6% 

[Includes neck] 



Head 

Trunk 


QO^ 20 

do Vo 

Anterior 

Surface 

Posterior 

Surface 

20 

40% 

20 

[& neck] 

Trunk 

Upper 

Extremities 

17.5% 13.5 

4.5 

Arms & 

forearms 

Hands 

15 

20% 

5 

Upper 

Extremities 

Lower 

Extremities 

19 

38% 13 

6 

Thighs 

Legs 

Feet 

20 

10 35% 

5 

Lower 

Extremities 


is provided on the tag for the number in- 
; Heating the victim’s priority of evacuation 
, and the disposition of his case. My modifi¬ 
cation of Trueta’s casualty sorting system, 
which should be taught to the first aid 
teams, is printed on the reverse side of the 
tag (Table 1). 

For preliminary sorting of burns a very 
simple method of estimating the extent is 
required. The “5 and 10 method” is alto¬ 
gether satisfactory (Fig. 2). It was 
brought to my attention by a lieutenant in 
the U.S. Naval Reserve when we were sta¬ 
tioned in Oahu, Territoiy of Hawaii, in 
1945. Experience with hospital corpsmen 
and, in recent years, with first aid person¬ 
nel has confirmed the statement of this 
lieutenant (whose name I unfortunately 
do not recall) that the ”5 and 10 method” 
is easily taught to and applied by such at¬ 
tendants. The method is sufficiently ac¬ 
curate for its purpose (Table 2). 

This outline is not presented as a “final” 
program. It is offered as a basis on which 
future and, it is hoped, better programs 
may be constructed. 

GENERAL PRINCIPLES 

Prunarij Classification 

A. Minor burns 

B. Major burns 
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A. Minor Burns 

A hum is of minor extent when its area 
can be covered by the two hands of the 
patient. 

Note: Do not classify as to depth, because: 
early determination is often impossible, 
several degrees may be present in the 
same patient, and depth is not important 
in early treatment, except for burns of 
the hands. 

B. Major Burns 

Under conditions of major catastrophe, any 
burn that cannot be covered by the pa¬ 
tient’s two hands presents hazard of shock 
and must be classified as a major burn. 
Shock, actual or impending, is the most 
important consideration. 

In first aid treatment, do not uncover the 
patient to determine the extent of a major 
burn. It is important to avoid chilling, 
pain and infection and to conserve time. 
Lives can be lost by treating the surface 
wound. Infection is probable; shock is 
certain! 

TREATMENT 

I. MINOR BURNS 

A. Purpose: To restore patient quickly to use¬ 
ful function in the emergency. 

B. Immediate Objectives: 

1. Immediate local therapy should be ad¬ 
ministered at once. 

2. Dressing, especially on the hands, 
should not be so bulky as to prevent the 
patient from helping himself and 
others. Shock is not a factor. 

C. Treatment depends on the location of the 
burns. 

1. Bums of hands and fingers 

a. Preliminary cleansing with white 
soap and water is valuable but not 
essential. 

b. Apply wax paper or sterile petrola¬ 
tum pads to both aspects of the hands 
and between the fingers to separate 
them. Cover with a mitten or a mitt- 
type dressing. 

c. For deep bums of the finger, place a 
roll of 2-inch or 3-inch bandage in 
the palm. Apply adhesive tape over 
the mitt to secure semiflexion of the 
fingers. 

2. Burns of eyelids 

a. Most thermal burns of the eyes are 
burns of the eyelids. The rapid reflex 


closing of the lids protects the cor¬ 
nea and the conjunctiva, 

b. Apply petrolatum or other ointments, 
e. g., boric acid, penicillin. 

3. Bums of Conjunctiva ayid Cornea 

a. Administer a single instillation of 
anesthetic ophthalmic ointment such 
as 2 per cent butynin oil. 

b. Label the patient with an appropriate 
tag identifying the eye burn. Note 
medication and time of instillation. 

c. Refer to the ophthalmologic service. 
Note: Do nof bandage the eyes! 1. 

They must be observed frequently. 
2. Some measure of sight may be 
essential. 

4. Burns of Other Locations 

a. Cleanse with white soap if possible; 
this is useful but not essential. 

b. Apply bland ointment, e. g., petrola¬ 
tum or cod liver oil, preferably in¬ 
corporated in the bandage. Sterile 
waxed paper may be used. All these 
are preferably incorporated in c. 

c. Apply a firm dressing, bulkj' enough 
to protect the injured part but not 
so bulky as to make the patient help¬ 
less. 

5. Do not give morphine to a patient with 
minor burns, because the patient may 
become unable to help himself and 
others in the emergency. 

11. MAJOR BURNS 
Policy: 

1. Employ a simple technic, conserving 
time and material. 

2. Place no dependence on laboratory aids. 

3. Treatment should be specific but so 
planned as to permit substitution and 
improvisation. 

Primary Objectives: 

1. To relieve pain. 

2. To prevent or combat shock as promptly 
as possible. 

3. To protect the burned area (which is 
an open wound) from further contam¬ 
ination. Infection is probable; shock is 
certain! 

First Aid Treatment 

This is administered by first aid men or physi¬ 
cians in the most forward dressing station. 
After determining that the burn is of major 
extent: 

1. Relieve Pain 
a. Drug 

Preferred: Pantopon,! gr. 
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‘Author’s corrections received after enpravinp: was made: 1. For “Both Legs 15% of” read “Both 
Legs 10%.” 2. For “Total Surface of Lower Extremities 40%” read “Total Surface of Lower Ex¬ 
tremities 35%.” 


2d choice: Morphine, gr. (Jlor- 

phine is not preferred, because it 
aggravates anoxia. 1 
3d choice: Codeine, gr- ("Codeine 
is less effective and is apt to pro¬ 
duce nausea and vomiting, increas¬ 
ing dehydration.) 

4th choice: Barbituates. 
b. Method of injection 

Preferred: Disposable syrette. 

2d choice: Syringe. 


c. ]\Iode of injection 
Subcutaneous 
Intravenous 
2. Combat Shock 

1st choice: Plasma and hyaluroni- 
dase, administered by subcutaneous 
infusion to avoid dislodgement of 
the intravenous needle in trans¬ 
porting the patient. Fix the needle 
firmly in the skin with ample ad¬ 
hesive plaster dressing. 
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2d choice: Plasma substitutes, elec¬ 
trolyte (saline solution, etc.) In¬ 
ject hyaluronidase locally, if 
available. 

3. Initial Dressing 

a. Do not remove clothing adhering to 
burn. 

b. Wrap burned areas, or patient, in 
clean (sterile, if possible) sheet. 

c. Do not apply ointments, tanning 
agents or anything to the wound. 

d. Evacuate to hospital or burn center. 

4. Record 

Record on patients label 

a. Drugs 

b. Dosage 

c. Time of administration 

SUMMARY 

The author presents a working plan for 
the emergency treatment of burns, both 
major and minor, due to catastrophe. The 
plan is one that can be carried out by lay 
personnel if necessary. Emphasis is laid 
on the need, in all such instructions, of 
clarity and practicability. As far as pos¬ 
sible, dressings applied to patients with 
minor burns should be kept light enough 
to enable the patient to help himself and 
others in the emergency. 

ZUSAMMENFASSUNG 

Der Verfasser legt einen Arbeitsplan 
zur Notbehandlung von groesseren und 
kleineren Verbrennungen bei Ungluecks- 
faellen vor. Der Plan laesst sich im Not- 
fall von Laienpersonal ausfuehren. Es 
wird hervorgehoben, dass alle derartigen 
Instruktionen unbedingt klar und prak- 
tisch ausfuehrbar sein muessen. Kranke 
mit geringen Verbrennungen sollen, -wenn 
irgend moeglich, nur leichte Verbaende 
angelegt bekommen, die es ihnen ermoeg- 
lichen, sich selbst und anderen im Falle 
einer Katastrophe zu helfen. 


RIASSUNTO 

L’autore descrive un progetto per la 
cura d'urgenza delle ustioni di qualunque 
grado che possono verificarsi durante una 
catastrofe. II piano e studiato in modo da 
poter essere attuato anche da personale 
non specializzato, se necessario, ed e basato 
su istruzioni chiare e pratiche. Le medi- 
cazioni applicate agli ustionati piu leggeri 
devono essere abbastanza semplici da con- 
sentire ad essi di aiutarsi da soli e di por- 
tare eventualmente soccorso anche ad 
altri. 

RESUME 

L’auteur offre un plan pour le traitement 
de brulures — severes et insignifiantes — 
causees par une catastrophe. Le plan est 
tel, qu’il peut etr e execute par une equipe 
non professionelle, si n^cessaire. II est 
important, que de telles instructions soient 
Claires et pratiques. Autant que possible 
les pensements appliques aux malades 
ayant des brulures legeres ne doivent pas 
etre embarassants, de sorte que le patient 
peut s'aider a lui meme et aux autres en 
cas d’urgence. 

RESUMEN 

El autor presenta un plan de trabajo 
para el tratamiento de quemaduras, 
mayores y menores, debidas a algun acci- 
dente. El plan puede llevar.se a cabo pre- 
cindiendo de personal si es necesario. Se 
sehala la necesidad en tales circunstancias 
de clarldad y de aplicacion practica. En 
lo po.sible el aposito del paciente con que¬ 
maduras menores debe ser lo suficiente- 
mente ligero para que el paciente ayude 
en el accidente. 
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Stainless Steel Wire as Suture Material 


RUSSELL S. GERARD 11, M.D., A.I.C.S. 

WATERLOO, IOWA 


I N this paper, which is restricted to a 
comparison of wire and other suture 
material employed in major surgical 
procedures, I shall first recount a brief 
history of wire sutures and then report 
3,053 cases in which wire was used as su¬ 
ture material. Stainless steel wire in my 
hands has proved to be a superior suture 
material and, in my opinion, will continue 
to become more popular at the expense of 
other suture material. It does have cer¬ 
tain disadvantages, and these, as well as 
its good points will be brought out. 

The use of metallic sutures is not new, 
for gold wire was used by the ancient 
Greeks as suture material. Metallic sutures 
were then forgotten until early in the nine¬ 
teenth century, when J. Marion Sims” 
used metallic sutures to close vesicovaginal 
fi.stulas. He first used lead vire and later 
used silver wire. Sims is said to have 
achieved successful closure of some 200 
vesicovaginal fistulas by using silver wire. 

Metallic suture material, however, did 
not become popular until 1930, when fine 
annealed alloy steel wire was available. 
During the next seventeen years Babcock^ 
reported its use in over 20,000 operations 
at Temple University. Of 4,000 abdominal 
ojierations the wounds in 2,000 were closed 
by an all-wire technic, and only 1 patient 
had a wound separation. 

In 1943 Dulin- reported the use of alloy 
steel wire in 4,500 cases with a marked 
reduction of wound infections and wounds 
which showed less postoperative tender¬ 
ness. edema and tumescence. 

The fallacy that wire sutures become 
ionir.ed. undergo electrolysis, libei-ate met- 

Jlirr!; "0, M'Z. 


als that form poisonous salts in the tis¬ 
sues, and cause undue tissue necrosis and 
fibrosis is a “cany-over” from the days of 
trial and error with silver, aluminum, cop¬ 
per, and such alloys of dissimilar metals 
as bronze, German silver, brass, magne¬ 
sium compounds, carbon steel and the 
many forms of stainless and rustless steel. 
It must be emphasized that only 18-8 or 
18-8 SMO stainless steel and tantalum wore 
sutures are now considered acceptable for 
surgical use. Vitallium is relatively non¬ 
irritating to the tissues but is too brittle 
to be used as a surgical wore. The usual 
stainless steel wire is made up of 18 to 20 
per cent chromium, 8 to 10 per cent nickel 
and 70 to 74 per cent steel, in sizes 40-14B 
and S Gage. 

Wire is impermeable to organisms, dif¬ 
fering in this from catgut, silk or cotton. 
When wire wounds become gi-ossly in¬ 
fected, the sutures remain intact and firm. 
Healing occurs after control of the infec¬ 
tion. There are disadvantages, however, 
in the use of wire; the surgeon cannot 
work as fast with wire as with other su¬ 
tures, for the knots tied with -wire must 
all be square knots; he must not kink the 
wire, and he must not tie it too tightly; 
the ends of the wire suture must be cut 
flush with the knot so that no sharp ends 
will cause pain. It is very difficult to teach 
an assistant to use wire properly on the 
first day or during the first w’eek, for it 
has to be handled and used differently 
from other suture materials. The possi¬ 
bility that a member of the operating team 
may incur a puncture wound of the hand 
is a constant hazard. 

Wire is an excellent suture material be¬ 
cause of its tensile strength and good 
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tissue tolerance. Surgeons need a suture 
strong enough to hold the tissue edges to¬ 
gether until healing has occurred. If one 
compares the tensile strength per unit of 
diameter for various sutures, one finds 
that chromic catgut is stronger than plain 
catgut and that cotton is stronger than 
catgut but not as strong as silk. Wire is 
superior to all; in addition, the strength of 
wire does not vary. Other sutures, par¬ 
ticularly silk, lose much of their strength 
as a result of heating and drying during 
sterilization. It should be emphasized, 
however, that the superior qualities of 
wire that produce improved wound healing 
are not due to its physical properties or 
strength but rather to tissue tolerance of 
its presence. Dulin- reported, “Wounds 
closed with buried wire are comfortable 
for the patient. The increased comfort 
decreases the frequent requirements of 
morphine. Coughing and deep breathing 
are much easier. There is a lowering of the 
incidence of pulmonary complications, 
phlebitis and bladder retention.” 

This was confirmed by Wu and Pal,’* 
who made a detailed study of the irritat¬ 
ing effect of catgut and silk and the desir¬ 
ability of wire. Experiments were made 
with wire and catgut, results being 
checked at the end of five days. Where 
wire had been used the microscopic studies 
revealed a slight infiltration of round cells, 
fibroblasts and a few plasma cells in the 
region of the sutures. In marked contrast, 
where catgut had been used the micro¬ 
scope revealed a dense infiltration of leu¬ 
kocytes with fibrosis, exudate, edema and 
some formation of small abscesses. Ne¬ 
crotic areas were observed in the nearby 
muscle tissues. 

Fred'’ of Boston, using wire sutures in 
rhinoplastic operations, has left them in 
place (to approximate the cartilage) for 
eleven months to several years. He has 
encountered no infection or trouble in 250 
consecutive cases. Large" of Philadelphia 


GERARD: STAINLESS STEEL WIRE 

used stainless steel wire in the repair of 
cleft lip and cleft palate without a failure 
in 50 consecutive cases, and thereby elim¬ 
inating multiple secondary procedures. In 
1953 Freiheit and DeVillers* reported 500 
consecutive major abdominal operations in 
which closure with an all-wire technic was 
performed. No wound complication oc¬ 
curred in the entire series, and over 80 per 
cent of the patients went home on the 
fourth or fifth postoperative day. Wood¬ 
ruff’” of Denver reported a similar series 
of 300 consecutive major abdominal pro¬ 
cedures in 1954. There were no postopera¬ 
tive wound ruptures and no infection in 
the series. 

Wire may be used in many ways and 
many forms and is always far superior to 
other sutures, as was proved by Madsen’ 
of Copenhagen, Denmark, who performed 
650 functional tests on various suture ma¬ 
terials. These were carried out, in 37 
rabbits and 1 human volunteer, with bur¬ 
ied interrupted sutures in fascia in the 
abdominal wound and the musculofascial 
tissue of the back. He used catgut, silk, 
linen, and stainless steel wire. Hawkins 
and Hans' of London, England, after using 
stainless steel wire sutures in abdominal 
incisions for seven years without regret, 
have reported its advantages over tanta¬ 
lum wire. They tried braided tantalum 
wire (gage 0) because, being flexible, it 
would not kink like stainless steel wire. 
This braided tantalum was used in four 
London Hospitals for seven months in 
1950 before they realized that it had cer¬ 
tain considerable disadvantages as com¬ 
pared with alloy steel wire. Postopera- 
tively, in many patients, persistent si¬ 
nuses, and stitch abscesses and hernias 
developed. Of 13G patients whose abdom¬ 
inal incisions were closed with this wire 
(tantalum) sepsis in the scar developed 
in 11 and incisional hernias in 9, and in 
G of the cases it was necessary to remove 
the wire before healing took place. Ho.x- 
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Fig. 2.— Left, roentgenogram showing cavity projected to its fullest extent (see text). Right, roent¬ 
genogram taken after excision of cavity. , 


very few red and white blood cells. 

A heavy-walled cavity the si 2 e of a hen’s 
egg was seen in a roentgenogram of the chest 
(Fig. 1). The planigraph revealed that this 
cavity was visible in films taken at distances 
of (j to 13 cm., its wails being most clearly 
perceptible at 7 cm. This was identical with 
the picture presented by the cavity projected 
to its wdest extent (Fig. 2). 

Surgical intervention was deemed advisable, 
since medical treatment had failed and the pa¬ 
tient's general condition was suitable for 
operation. On May 28, with intravenous penlo- 
thal and endotracheal gas-oxygen-ether anes¬ 
thesia, the pleural cavity was entered after 
partial resection of the paravertebral seg¬ 


ments of the third and fourth ribs. The por¬ 
tion of parietal pleura overlying the cavity 
was thickened and firmly adherent. Separation 
of the overlying two layers of pleura was dis¬ 
pensed with, and, after strict and deliberate 
location of the cavity with a hollow needle, the 
strong wall was incised. Complete excision of 
the cavity from the soft lung tissue was com¬ 
pleted by blunt gauze dissection. There was no 
significant bleeding from the remaining de¬ 
fect, which was filled with streptomycin and 
fine packing. A transfusion (600 ml.) was 
given during the operation, and parenteral 
streptomycin combined with oral para-amino¬ 
salicylic acid was administered during the 
postoperative period. On the eighth postopera- 



Fig. 3.—^Two additional postoperative roentgenograms, showing perfect healing at ‘ of Ic^' 

See also Figure 2, right. 
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live day the packing and the cutaneous sutures 
were removed. Later, clinical and roentgen ex¬ 
aminations (Fig. 3.t revealed perfect healing 
at the site of the lesion. On the twenty-fifth 
postoperative day the patient was discharged. 

^Microscopic examination of the extii'pated 
cavity by Dr. B. Pars, pathologist, revealed 
fibroblasts, polymorphonuclear cells, necrotic 
areas and occasional Langhans giant cells. 
There was inflamed granulation tissue con¬ 
taining abundant lymphocytes, and capilliary 
vessels were observed in the outer parts of a 
layer surrounded by atelectatic pulmonary 
tissue. Atelectatic pulmonary vesicles, swollen 
endothelial cells, thickened septums, lympho¬ 
cytic infiltration, numerous foci of Langhans 
giant cells and particles of coal were observed 
in the periphery of this zone. The diagnosis 
was chronic tuberculous cavity of the lung. 

SUMM.4RY 

A case is reported of apical tuberculous 
cavitation cured by cavernectomy with the 
aid of antituberculous drugs, modei-n 
anesthesia and rehabilitation, without ref¬ 
erence to such methods as partial excision 
or lobectomy and pneumonectomy, the 
history of which extends to the days of 
Friedlander and Beye. 

ZUSAMMENFAS5UXG 

Es wird fiber einen Fall von kavernoser 
Lungenspitzentuberkulose bei einem 24- 
jahrigen Manne berichtet. Es wurde mit 
Erfolg eine Besektion der Kaverne ausge- 
ffihrt. Mit Unterstfitzung antituberku- 
loser ^ledikamente. moderner Aniisthesie 
und Wiederherstellungsmethoden erfibrig- 


te es sich, zu anderen Verfahren wie zur 
Besektion eines Segments oder eines Lap- 
pens Oder der ganzen Lunge zu gi'eifen. 

RIASSUNTO 

Viene riferito un caso di caverna tuber- 
colare dell’apice polmonare in un uomo di 
24 anni. Venne eseguita con successo la 
cavernectomia, con I’aiuto dei moderni 
fai-maci antitubercolari, dell’anestesia e 
delle altre forme moderne di assistenza, 
che consentono di evitare interventi piii 
mutilanti come la resezione, la lobectomia, 
la pneumonectomia. 

RESUMEN 

Se comunica un caso de tuberculosis 
pulmonar con cavidad apical an un hom- 
bi-e de 24 afios de edad. Se hizo la resec- 
cion de la caverna con exito, con la ayuda 
de drogas antituberculosas, anestesia mo- 
derna y rehabilitacion, sin recurrir a tales 
metodos como la extirpacion parcial o lo¬ 
bectomia y total 0 pneumonectomia. 

RESUME 

L’auteur raporte un cas de cavite tuber- 
culeuse pulmonaire apicale d’un homme 
age de 24 ans. La cavernectomiea etait 
execute avec succes, grace aux medica¬ 
ments antituberculeux, anesthesia moderne 
et rehabilisation, sans avoir recours a des 
methodes telle que I’excision partielle ou 
lobectomie et pneumonectomie. 


Kno\\lecl 2 c and timber shouldn't be much used till they are seasoned. 




—Holmes 
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The Multidiscipline Approach to the Treatment 
of the Child with Cleft Palate 

Introduction 

HERBERT KOEPP BAKER, M.S., Ph.D * 

CHICAGO, ILLINOIS 


T here are, it seems to me, two ways 
of looking: at cleft palate and cleft 
lip. It may be viewed as a congenital 
malformation and disfigurement of body 
architecture and hence described as a 
noncontinuity of the tissues of the roof of 
the oral cavity and the upper lip, arising 
from the arrest or deceleration of growth 
processes during early fetal life. 

For many years this interpretation has 
determined and directed the pattern of 
medical and surgical care of children with 
cleft palate. The history of the surgical 
treatment of such children is impressive 
in its illustrations of imagination, re¬ 
sourcefulness, inventiveness, skill and ex¬ 
perimental attitudes. There is nothing es- 
sentialy wrong with this view, except that 
it is incomplete. As a consequence, the 
therapeutic programs it has produced are 
inadequate because they are incomplete. 


•Professor of Clinical Speech Paiholopy, Director of the 
Cleft Palate Traininj Program and Center, Univeraiiy of 
Illinois. Chicago. 

•Dr. Paker's article introduced symposium on the auh]ect 
at a meeting of the Section on Ophthalmology and Otolaryn* 
gology. International College of Surgeons. 

Road at the Nineteenth Annual Congress of the United 
States and Canadian Sections. Chicago. Sept. C-IO, 1954. 

Submitted for publication Nov. 9, 19S4. 


But there is another way to look at the 
same phenomenon. It, too, includes con¬ 
cern with the body structures, but it goes 
farther. It focuses its primary concern on 
the child who has the deformity. The ana¬ 
tomic aberrancy is given significance by 
such questions as these: What does this 
deformity do to the child? How will it af¬ 
fect his life, not only in infancy, but as a 
school-age child, as an adolescent and as 
an adult? How will it modify his physio¬ 
logic, mental, emotional and social life? 
What difference will it make to his par¬ 
ents, his siblings, his schoolmates, his 
sweetheart, his wife, and his vocational as- 
soci.ates? Finally and most important, 
how will it condition the way he feels 
about himself? 

Such inquiries place the purely surgical 
treatment in a long and quite different 
perspective. Satisfactory replies to these 
and similar questions emphasize the neces¬ 
sity for a more inclusive form of medical, 
surgical, educational and social treatment 
of this child. It means, of course, that, 
important and basic as it may be to close 
the palate and the lip, the value and mean¬ 
ing of thi.s surgical act must, in the end. 
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in harmony? It was not by edict but by a 
process of evolution fostered by extraordi¬ 
nary leadership and favored, it seems, by 
Providence. In retrospect, it is also pos¬ 
sible to identify certain events operating 
in our favor that were definitely tied to 
the supportive activity of the research 
program. The elucidation of these events 
in the chronologic order of their occur¬ 
rence is the primary concern of this paper. 

Seeing Things Together from Their Be¬ 
ginnings .—Let us examine for a moment 
the usual sequence of events following the 
birth of a child with a cleft lip and palate. 
Sometimes the obstetrician or pediatrician 
may be sufficiently well informed to out¬ 
line the general problem and provide intel¬ 
ligent guidance to the distressed parents. 
Often the family is referred directly to a 
plastic sui-geon, and the responsibilty of 
planning the entire program of habilita- 
tion, extending over a number of years, is 
delegated to the surgeon. 

The omniscient plastic surgeon is ex¬ 
pected to know when the child requires 
speech therapy, when braces should be 
placed upon his teeth, how to control his 
hearing loss and when to remind the par¬ 
ents to take care of his teeth. Now, sup¬ 
pose the surgeon assumes all these respon¬ 
sibilities and refers the child to some other 
specialist. The chances are that the next 
doctor on the assembly line has no concept 
of what this child looked like when he was 
born, nor does he appreciate the changes 
induced by surgical intervention. What is 
even worse, he is seldom given the oppor¬ 
tunity to recognize the relation of his own 
special efforts to the total program of 
habilitation. Under such circumstances 
therapy is piecemeal, and. because of the 
lack of communication, one doctor may un¬ 
wittingly work at cross purposes with 
another. 

Basically at fault are the divisive system 
of specialization and the lack of opportu¬ 
nity* for the exchange of knowledge be¬ 


tween different specialties. Each 
contributes but a fragment to the 1 
tation of the handicapped child, y( 
effort is directly related to the succi 
any other individual contribution, 
thermore, each specialist makes his 
tribution either at the extreme ends ( 
habilitative process or somewhere i 
long middle. Thus, any one doctor oi 
assembly line receives but a limited 
of the total process. In resolving 
problem we remembered that Ari 
once said, “He who sees things from 
beginnings will have the most adv 
geous view of them.” We modified 
statement to read “Seeing things tog 
from their beginnings will provide a 
vantageous view for all concerned.” 

It was at this point that the longitu 
growth study, originally separated 
somewhat aloof from the service and t 
ing aspects of the Cleft Palate Ce 
assumed a special importance. Th( 
search group had been accumulating 
brary of records on each child since 
infancjL The records included cep 
metric roentgenogi-ams, casts of the 
and jaws, and photographs. The r 
genograms and casts were not only 
torially valuable but represented data 
could be subjected to accurate quant 
tion. This storehouse of informatio 
each child meant that the group as a \ 
could visualize the progress of each 
and examine the natural sequenc 
events from birth onward. 

What were the practical results of 
group experience in seeing these tl 
together from their beginnings? Fir 
forced upon us the need for a languaj 
clai'ity and common intelligibility by v 
we could describe to one another the 
tomic and physiologic characteristic 
the defect. Second, the multiplicity o 
riable elements observed at birth cle 
the air of preconceived notions about 
single mode of therapy and made roori 
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the prescription of treatment based on a 
synthesis of the morphologic and physio¬ 
logic status of the individual child.’ 

Thus the first step in the intricate proc¬ 
ess of organizing a team had succeeded. 
A common language had been developed 
by means of which we could describe to 
each other the results of our individual 
clinical observations. 

Ego Stipport Through Research .—In a 
large university, the team may recruit its 
personnel in several ways. Some are like 
Hessian soldiers, hired to do a job. Others 
gravitate toward the team because of some 
special motivation or interest in the team’s 
enterprise. The majority of the academic 
staff members are appointed by the heads 
of their respective departments to fill a 
place in the table of organization that con¬ 
stitutes the team. 

The assignment of a professional person 
to a post outside his own department is 
sometimes regarded as a bani-shment to 
an academic Siberia. For the sake of dis¬ 
cussion, let us regard the case of a hypo¬ 
thetical young otorhinolaryngologist newly 
assigned to the Cleft Palate Center. As he 
takes his seat among us, he is introduced 
to a social worker, a speech pathologist 
and a public health nurse on his right and 
a prosthodontist, an orthodontist and a 
pedodontist on his left. Farther down the 
line he recognizes some of his medical col¬ 
leagues, but one is a pediatrician and an¬ 
other a plastic surgeon; occasionally a 
psychiatrist is present. The poor fellow 
feels isolated and alien to this group. 

When the patient is brought into the 
room, our colleague from the car, nose and 
throat department is invited to e-xamine 
the child and report the results at a staff 
conference that follows. During cros.s- 
discussion, he may be asked certain que.«- 
tions pertinent to his own field that he will 
be unable to answer. To illustrate, let us 
say that the otorhinolarj'ngologist recom¬ 
mended the removal of the tonsils and ade¬ 


noids because of a recurrent history of 
infections of the middle ear and the upper 
part of the respiratory tract. The speech 
pathologist quickly points out that the 
adenoid contributes a static but important 
portion of the velopharyngeal valve and 
that its removal would destroy the effec¬ 
tiveness of that mechanism. Faced with 
the problem of resolving these conflicting 
views, the medical specialist may recog¬ 
nize the limitations of his own information 
and experience. Moreover, he realizes that 
no one else in his special field has the 
answers to the problems that he now faces 
all alone. 

This is a moment of crisis in this per¬ 
son’s career on the team. The bright 
"eager beaver” will realize that he is on 
the front line of discovery. If he takes up 
arms and does battle with the unknowm, 
he will contribute to his own and to the 
team’s success. It not, he will prove a 
dud. 

As each man undertakes to solve his 
own particular problem and succeeds, ho 
proves his value in two separate ways. 
First, he gains the respect of his team¬ 
mates and his contribution testifies to his 
importance to the team. Second, and per¬ 
haps even more important to the person 
concerned, the significance of his accom¬ 
plishments is recognized by others within 
his own .specialty. As I shall point out 
later on, this evidence of the individual 
member’s growth reflects favorably upon 
the team and contributes toward its fur¬ 
ther development. 

On Doing Things Together. — To a 
greater or leas degree, there are certain 
stereotj'ped concepts held by one profe.s- 
sion about the others that tend to preju¬ 
dice and hinder communication between 
them. While it is not within the province 
of this paper to deal with the roots of such 
biased views, it is within its scope as a 
matter of concern. How can deeply en¬ 
trenched attitudes be altered, and how can 
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in harmony? It was not by edict but by a 
process of evolution fostered by extraordi¬ 
nary leadei'ship and favored, it seems, by 
Providence. In retrospect, it is also pos¬ 
sible to identify certain events operating 
in our favor that were definitely tied to 
the supportive activity of the research 
program. The elucidation of these events 
in the chronologic order of their occur¬ 
rence is the primary concern of this paper. 

Sccinff Things Together from Their Be¬ 
ginnings .—Let us examine for a moment 
the usual sequence of events following the 
birth of a child with a cleft lip and palate. 
Sometimes the obstetrician or pediatrician 
may be sufficiently well informed to out¬ 
line the general problem and provide intel¬ 
ligent guidance to the distressed parents. 
Often the family is referred directly to a 
plastic surgeon, and the responsibilty of 
planning the entire program of habilita- 
tion. extending over a number of years, is 
delegated to the surgeon. 

The omniscient plastic surgeon is ex¬ 
pected to know when the child requires 
speech therapy, when braces should be 
lilaced upon his teeth, how to control his 
hearing loss and when to remind the par¬ 
ents to take care of his teeth. Now, sup¬ 
pose the surgeon assumes all these respon¬ 
sibilities and refers the child to some other 
specialist. The chances are that the next 
doctor on the assembly line has no concept 
of what this child looked like when he was 
born, nor does he appreciate the changes 
induced by surgical intervention. What is 
even worse, he is seldom given the oppor¬ 
tunity to recognize the relation of his own 
special efforts to the total program of 
habilitation. Under such circumstances 
theraiiy is piecemeal, and, because of the 
lack of communication, one doctor may un¬ 
wittingly work at cross purposes with 
another. 

Basically at fault are the divisive .system 
of specialization and the lack of opportu¬ 
nity for the e.xchange of knowledge be¬ 


tween different specialties. Each man 
contributes but a fragment to the habili¬ 
tation of the handicapped child, yet his 
effort is directly related to the success of 
any other individual contribution. Fur¬ 
thermore, each specialist makes his con¬ 
tribution either at the extreme ends of the 
habilitative process or somewhere in the 
long middle. Thus, any one doctor on this 
assembly line receives but a limited view 
of the total process. In resolving this 
problem we remembered that Aristotle 
once said, “He who sees things from their 
beginnings will have the most advanta¬ 
geous view of them.” We modified this 
statement to read “Seeing things together 
from their beginnings will provide an ad¬ 
vantageous view for all concerned.” 

It was at this point that the longitudinal 
growth study, originally separated and 
somewhat aloof from the service and train¬ 
ing aspects of the Cleft Palate Center, 
assumed a special importance. The re¬ 
search gi'oup had been accumulating a li¬ 
brary of records on each child since early 
infancy. The records included cephalo¬ 
metric roentgenogi’ams, casts of the face 
and jaws, and photographs. The roent¬ 
genograms and casts were not only pic- 
torially valuable but represented data that 
could be subjected to accurate quantifica¬ 
tion. This storehouse of information on 
each child meant that the group as a whole 
could visualize the pi'ogi*ess of each child 
and examine the natural sequence of 
events from birth onward. 

What were the practical results of this 
group experience in seeing these things 
together from their beginnings? First, it 
forced upon us the need for a language of 
clarity and common intelligibility by which 
we could describe to one another the ana¬ 
tomic and physiologic characteri.stics of 
the defect. Second, the multiplicity of va¬ 
riable elements observed at birth cleared 
the air of preconceived notions about any 
single mode of therapy and made room for 
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sense, this was also true of cleft lip and 
palate. All of us agreed that we had be¬ 
come better physicians, dentists and speech 
pathologists because of this experience and 
that the knowledge gained transcended its 
application within the narrow confines of 
the cleft palate program. 

Perhaps the greatest compliment to our 
efforts came from persons outside of the 
group who had no real interest in the cleft 
palate program. Word had spread that 
there was something unique in our way 
of caring for the child with a handicap, 
that we had developed a special kind of 
knowledge and new tools, and that answers 
were being found for previously unsolved 
problems. As a result, neurosurgeons and 
neurologists began to direct children with 
congenital anomalies of the cranial vault 
to our center for growth studies. Chil¬ 
dren with speech problems unrelated to 
cleft palate were referred to our clinic be¬ 
cause the required integrated services of 
speech pathology, medicine and dentistry 
were not available elsewhere. 

In time the special knowledge, the tools, 
and the way of working together devel¬ 
oped at the Cleft Palate Center were called 
to contribute in many different areas. 
Thus membership in the team did not im¬ 
ply restricted utilization of individual 
talents, but rather enlarged and diversi¬ 
fied application of professional abilities. 

I have already described a crisis in an 
individual member’s relation to the team. 
This particular phase in the group’s de¬ 
velopment was a critical point for the team 
as a whole. Teams bog down and interest 
wanes even under optimal conditions, and 
staff conferences come to sound like the 
repetitive noises of a broken record. Our 
vulnerability was analagous to that of a 
manufacturer who produces a single prod¬ 
uct. As in industry, we found security 
and intellectual prosperity in diversifica¬ 
tion rather than in contraction of interest. 

Whither the Teamf —There have been 


objections that the team organization is 
not an economical way of doing business; 
that it is difficult if not impossible to bring 
together busy practitioners at a fixed time; 
that it is not a practical way of doing busi¬ 
ness and can succeed only in the protected 
environment of a university; that such 
meetings result in much talk and little ac¬ 
tion, and that the talk tends to be repeti¬ 
tive and does not contribute to the enlarge¬ 
ment of anyone’s views. It must be ad¬ 
mitted that these arguments possess a 
large measure of validity and therefore 
merit discussion. 

The team idea has become something of 
a bandwagon, and many have climbed 
aboard without realizing that they must 
contribute to its mobility. As soon as the 
procession stalls, there is a tendency to 
hop off and blame it on the bandwagon. 
The defect is not in the idea of the team, 
but rather in the unskilled use of the idea. 
When the members do not know how to 
communicate or through lack of informa¬ 
tion have nothing to communicate, then 
the team idea will fail. It matters not how 
many ball players you have or who is 
captain of your team. What does matter 
is a nucleus of skillful and specialized tal¬ 
ents willing to learn to play together. 

Where does the team approach fit into 
private practice? Obviously it is not eco¬ 
nomical to arrange for many busy prac¬ 
titioners to be present at the e.\amination 
of each patient. The concept of the multi¬ 
discipline approach requires not so much 
physical proximity among specialists as 
intellectual perception of one another’s 
abilities and difficulties in dealing with a 
given clinical problem. Thus professional 
persons who have served on a team such 
as ours become self-sufficient persons, 
quite secure in their own ability to plan 
for the patient and capable of communi¬ 
cating effectively with other specialists in 
their communities. This does not imply 
that the orthodontist offers surgical judg- 
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the efforts of seemingly opposite camps be 
bound together in common purpose? To 
illustrate, I have borrowed one example 
out of many similar experiences; 

Shortly after our team was organized, 
we were called in consultation by the de¬ 
partment of pediatrics to advise on the 
case of an infant with the Pierre Robin 
Syndrome.-* This syndrome consists of 
hypoplasia of the mandible, cleft palate, 
glossoptosis, inspiratory retraction of the 
sternum, cyanosis and malnutrition. The 
fatal termination in many such cases at¬ 
test to the severity of this syndrome. 

It was clearly evident that all of the 
pathophysiologic events in the syndrome 
were related to the recessive chin, which 
failed to support the tongue in its normal 
f;. forward position within the oral cavity. 
Therefore, our attention was focused upon 
the growth of the mandible. First, we 
wished to know what was the potential 
for gi'owth of the micrognathic mandible 
and at what rate that potential would be 
expressed in early infancy so as to accom¬ 
modate the tongue and insure an adequate 
airway. Second, would mandibular growth 
be sufficiently sustained to provide an es- 
thetically satisfactory facial profile in later 
life? 

Utilizing the research resources avail¬ 
able to us, an investigation along these 
lines was incorporated in our longitudinal 
gi'owth studies. A preliminary report of 
these studies was published recently, in 
which we were able to provide the answers 
to the two questions which motivated this 
particular aspect of our research.-''' It was 
found that when an adequate metabolic 
climate was provided and the infant 
gained in weight, mandibular growth dur¬ 
ing the first few months was sufficient to 
provide for a natural resolution of the 
symptoms related to the glossoptosis. 

Since the cephalometric films accurately 
assessed the degree of glossoptosis and 
the amount of occlusion of the airway, it 


became possible to develop a rationale for 
therapy, ti-acheotomy being utilized in ex¬ 
treme situations and more conservative 
measures selected for less severe condi¬ 
tions. The serial cephalometric films also 
indicated that mandibular growth was 
proportionately adequate to minimize the 
original retrognathic profile and improve 
the appearance of the face. 

Solving this problem was a group expe¬ 
rience, and therein could be found an im¬ 
portant ingredient for the success of the 
team’s enterprise. Here was a problem 
recognized and defined by a pediatrician, 
solved by an orthodontist utilizing tools 
developed in orthodontic research, and the 
results applied by a surgeon. Thus a pro¬ 
gram of intramural research involving as 
many persons as possible offered a vital 
cementing influence that came of doing 
things together, each according to his spe¬ 
cial knowledge and ability and each in a 
dignified relation to the other. 

One Foot In, One Foot Out .—One of our 
people confided that he was increasingly 
disturbed by the fact that he was becom¬ 
ing identified as a cleft palate specialist. 
To be sure, this concern was shared by 
others who did not wish to be labeled as 
cleft palate orthodontists, cleft palate pe¬ 
diatricians, and so on. Our interests, even 
though limited by our specialistic identifi¬ 
cations, were far wider. In common with 
movie stars, we resented being “typed.” 
While we retained one foot in the Cleft 
Palate Center, it was still necessary to 
support the other foot, which was situated 
on a broader base within our individual 
professions. This was not only a problem 
for the individual member; it also threat¬ 
ened the future of the team. Here again, 
our research program seemed to solve the 
problem. 

It was once said that if doctors came to 
know .syphilis in all of its clinical mani¬ 
festations, all things in medicine would be 
rendered unto them. In a more limited 
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und Gleichrichtung verschiedenartiger 
Bestrebungen mehrer Personen ein Ar- 
beitsprogramm fiir die grundlegende 
Forschung eine grosse Hilfe ist. Ein sei¬ 
ches Programra muss zum Ziele haben, die 
erzieherische Arbeit der Gruppe zu un- 
terstutzen und Erfahrungen, die von the- 
rapeutischem Wert sein honnten, zur Ver- 
fiigung zu stellen. Durch die gemeinsamc 
Betrachtung der Dinge von ihren Anfan- 
gen an gelang es jedem einzelnen Mitglied 
der Gruppe en eigenen Gesichtswinkel zu 
erweitern und die Beziehungen der eigenen 
Eemiihungen zu denen der anderen am 
gleichen Patienten Arbeitenden zu beob- 
achten. Die Teilnahme von Facharzten, 
Zahnarzten, Sprachstorungsspezialisten, 
Sozialarbeitern und Krankenpflegern des 
bffentlichen Gesundheitswesens an gemin- 
samer Forschungsarbeit trug nicht nur 
zur Foderung der eigenen Bemiihungen 
des einzelnen Facharbeiters der Gruppe 
bei, sondern half auch, die Schwierigkeiten 
zu Ubervvinden, die einem Meinungsaus- 
tausch zwischen den verschiedenen Fach- 
gruppen im Wege stehen. 

Die Erfahrungen dieser Gruppe im Mi¬ 
lieu einer grossen Universitat weisen 
darauf hin, dass die Gruppenarbeit sich 
auch in der Erziehung von Medizinern, 
Zahnarzten und Angehorigen der Hilfs- 
wissenschaften vor und nach dem pro- 
fessionellen Abschlussexamen als ein wert- 
volles Unterrichtsmittel erweisen konnte. 
Derartige Erziehungsmethoden werden 
eine Verbesserung der Krankenversor- 
gung zur Folge haben. 

EESUMEN 

La creciente complejidad de las muy di- 
versas necesidades del nino con labio lepo¬ 
rine y paladar hendido, ha traido la crea- 
cion de equipos de varies especialistas en 
las ciencias medicas; la organizacion de 
diversos talentos y personalidades medica.s 
en una unidad trabajadora y efectiva. Sin 


embargo, es much mas complejo el exami- 
nar al mismo paciente en una misma oca- 
sion por un grupo de personas. Comprende 
un proceso lento y algunas veces doloroso 
de aprendizaje para comunicar y sobre- 
poner barreras emocionales. Ha sido la 
experiencia de un grupo de profesionistas 
del centre para paladar hendido de la Uni- 
versidad de Illinois, se ha disenado un pro- 
grama de investigacidn basica para pro- 
porcionar el proceso educativo del equipo; 
asi como para suministrar informacidn de 
valor terapeutico, teniendo en cuenta la 
importancia fatalista de unificar los es- 
fuerzos separados de muchas personas. 
Juntando las cosas desde un principio, 
cada miembro del equipo experimenta un 
aumento de sus propias perspectivas y ob- 
serva la relacion de su esfuerzo con aquel 
de otros que atienden al mismo paciente. 
La union de especialistas mMicos y den- 
tales, pat616gos del lenguaje, trabaj adores 
sociales y enfermeras, para la investiga¬ 
cidn, no dnicamente apoya el papel de cada 
especialista, sino que sirve para disolver 
los prejuicios para la comunicacidn apro- 
piada entre distintas especialdades. 

La experiencia de este equipo en el me¬ 
dio de una gran Universidad sugiere el 
valor del equipo como un instrumento para 
la educacidn medica y postgraduada, odon- 
toldgica y de profesiones anexas. El me- 
joramiento del cuidado de los pacientes 
resulta de tal proceso educativo. 

RtSUMfi 

L’interet croissant pour les exigeances 
complexes et a plusieurs aspects de la 
gueule de loup de I’enfant a amend I'or- 
ganisation d'equipes eonstituees par dif- 
ferents specialistes des sciences de la 
sante. L’organisation de la reunion de 
divers talents et personnalites profession- 
nelles dans une unite de travail clTiciente, 
implique beaucoup plus que de rassembler 
plusieurs personnes pour examiner le 
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ments or that the pediatrician prescribes 
a plan of speech therapj*. On the other 
hand, each practitioner develops a knowl¬ 
edge of the proper sequence of therapeu¬ 
tic events and of the possibilities and lim¬ 
itations of other forms of therapy. Above 
all, he knows when to seek advice and 
from whom. 

The future of the team is not that of a 
new medium for the practice of the health 
sciences on a broad scale. As a consulta¬ 
tive or diagnostic agency its value cannot 
be denied. But far more significant, if one 
takes the long view, is the team’s value 
as a medium for the education of profes¬ 
sional personnel at both the undergraduate 
and the postgraduate level. No other 
agency exists within the university frame¬ 
work that is as capable of conveying the 
“total patient” concept in therapy as is 
the multiprofessional team. Therein lies 
its greatest value. 

SUMMARY 

The increasing concern for the complex 
and many-faceted needs of the child with 
a cleft lip and palate had brought about 
the organization of teams consisting of 
various specialists in the health sciences. 
The organization of diverse professional 
talents and personalities into a working 
and effective unit, however, implies a great 
deal more than bringing together several 
persons to examine the same patient at 
the same time. It involves a slow and 
sometimes painful process of learning to 
communicate, of overcoming semantic and 
emotional barriers. 

It was the experience of a group of pro¬ 
fessional persons at the Cleft Palate Cen¬ 
ter of the University of Illinois that a pro¬ 
gram of basic research designed to support 
the educative iirocesses of the team, as 
v.’oll as provide information of therapeutic 
value, provided an important catalyst in 
unifying the separate efforts of many per¬ 


sons. By seeing things together from their 
beginnings, every member of the team ex¬ 
perienced an enlargement of his own per¬ 
spective and observed the relation of his 
efforts to those of others serving the same 
patient. The involvement of medical and 
dental specialists, speech pathologists, so¬ 
cial workers and public health nurses in 
joint research projects was not only sup¬ 
portive to each specialist’s role on the team 
but served to dissolve the barriers preju¬ 
dicial to proper communication among the 
several specialties. 

The experience of this group in the en¬ 
vironment of a large university suggests 
the value of the team approach as an in¬ 
strument in the education of undergradu¬ 
ates and postgraduates in medicine, den¬ 
tistry and the auxiliary professions. 
Improved care of patients will result from 
such educative processes. 

ZUSAMMENFASSUNG 

Das wachsende Interesse an den kom- 
plizierten und vielseitigen Bediirfnissen 
von Kindern mitHasenscharten und Wolfs- 
rachen hat zur Bildung von Arbeitsgi-up- 
pen von Fachleuten aus verschiedenen 
Gebieten der medizinischen Wissenschaft 
gefiihrt. Die Gestaltung einer Gruppe von 
verschiedenen Spezialisten und Person- 
lichkeiten zu einer erfolgreich funktio- 
niernden Einheit erfordert allerdings er- 
heblich mehr als das Zusammen.scharen 
einer Anzahl von Personen, die denselben 
Patienten zur gleichen Zeit untersuchen. 
Dazu gehort die langsame und oft schwie- 
rige Erlernung der Verstandigung mit 
dem Kranken und die Dberwindung von 
Hindernissen, die durch sprachtechnische 
und seelische Schwierigkeiten gebildet 
werden. 

Die Wolfsrachenzentrale der Universi- 
tiit von Illinois, die aus einer Gruppe von 
fachkundigen Personen besteht, hat die 
Erfahrung gemacht, dass zur Vereinigung 
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tante papel na unifica^ao dos esforQOS dis- 
tintos de muitas pessoas. Vendo os fatos 
concomitantemente, desde seu inicio, cada 
membro da equipe experimentava um au- 
mento de sua propria perspectiva e obser- 
vava a relagao de seus esforgos com os de 
outros que atendiam o mesmo paciente. 

A utiliza^ao de especialistas medicos, 
odontologicos, patologistas de faia, educa- 
dores sociais e enfermeiras de saiide pub- 
lica em pianos de pesquiza conjunta nao 
so dava apoio ao papel de cada especialista 
na equipe como servia tambem para des- 
fazer as barreiras prejudiciais a comuni- 
cagao adequada entre as diferentes espe- 
cialidades. 

A experiencia deste grupo num grande 


meio- universitario sugere o valor da 
equipe como instrumentos na educagao de 
elementos ja formados ou nao na medicina, 
odontologie e profissoes auxiliares. De 
tais processos educacionais resultara mel- 
hor cuidado dos pacientes. 
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Whenever a daring genius has the courage to advance a new thought, he is 
usually first ridiculed, tlien eitlier banished or persecuted, if not prosecuted, and 
declared “an enemy of tlie people.” If he still succeeds in disentangling himself, 
and is endowed with super-human fortitude, and continues his fight to reveal the 
truth for the benefit of mankind—his work is then belittled or merely “criticised.” 
If his adversaries by then have still failed to silence him, they fry to usurp the ad- 
vantages derived from his new idea while constantly blaming the daring protagonist 
for the slightest failure directly or indirectly connected his work. 

If and when such a mortal is fortunate enough during the short span of his life 
to overcome all these human weaknesses and wickedness, he is then finally pro¬ 
claimed a benefactor of the human race and crowned with success. But history 
shows that in most of lliese cases the great standard bearers of truth are fully 
recognized only a long lime after the worms have had ample chance to devour the 
last vestige of the martyred supermen in their gra\es. It is then that monuments arc 
erected to immortalize their memories. 

—Johns 
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meme patient en meme temps. C’est un 
processus lent, parfois penible, consistant 
a apprendre a communiquer, a surmonter 
la semantique et les barrieres emotion- 
nelles. 

Ce fut I’experience d’un groupe de pro- 
fessionnels au Centre du Palatoschizis de 
rUniversite de I’lllinois oii un progi*amme 
de recherches fondamentales, projete pour 
I’education de I’equipe et aussi pour four- 
nir des renseignements pour la therapeu- 
tique, a catalyse, en les unifiant, les efforts 
separes de plusieurs personnes. En voy- 
ant les choses dans leur ensemble a partir 
du debut, chaque membre de I’equipe fit 
I’experience d’un elargissement de sa pro- 
pre perspective et observa la correlation 
de ses efforts a ceux des autres au service 
du meme patient. La reunion de specia- 
listes medicaux et dentaires, de specialis- 
tes de la pforation, d’assistants sociaux 
et infirmieres de sante publique dans les 
projets de recherches en commun, fut non 
seulement un appui an role de chaque spe- 
cialiste dans I’equipe, mais servit a faire 
fondre les barrieres prejudiciables aux 
relations appropriees entre les differentes 
specialites. 

L’experience de ce groupe dans les en¬ 
virons d’une grande universite suggere la 
valeur de I’essai d’equipe comme instru¬ 
ment d’education des etudiants et assist¬ 
ants en medecine, medecine dentaire et 
professions auxiliaires. Un tel processus 
educatif aboutira, pour les patients, a des 
soins perfectionnes. 

RIASSU.NTO 

L’aumentato interes.«e verso i problemi 
jiosti dal labbro leporino e dalla palato- 
schisi ha portato alia constituzione di 
gruppi di vari medici specialisti, la cui 
organizzazione. peraltro. implica compiti 
ben i)iu gravi di quello consistente nel por- 
tare piu jier.'^one a vi.-^itare. assieme e nello 
ste.'SO luogo. lo stesso paziente. 


Fu questa I’esperienza di un gruppo di 
professionisti appartenenti al Cleft Palate 
Center dell’Universita dell-Illinois. Stu- 
diando assieme le cose fin dall’inizio, ogni 
professionista del gruppo pote allargare il 
suo personale punto di vista e vedere quali 
relazioni avesseri i suoi sforzi con quelli 
degli altri colleghi occupati, con lui, nello 
studio e nella cura del medesimo paziente. 
L’interesse congiunto di medici, odontoia- 
tri, specialisti del linguaggio, assistenti 
social!, infermiere, fu non solo utile ad og- 
nuno di essi ma valse a dissipare molti 
pregiudizi, facilitando cosi una piu pronta 
collaborazione fra tutte quelle diverse at- 
tivita specializzate. 

L’esperienza di tale gruppo nell’ambito 
di una grande Universita dimostra il va- 
lore didattico di un tale tipo di organizza¬ 
zione nell’insegmamento a laureandi e 
laureati in medicina, odontoiatria e pro¬ 
fession! ausiliarie. Il che, in definitiva, 
andra poi a beneficio dei malati, dato il 
miglioramento delle cure che ne derivera. 

SUMARIO 

0 interesse crescente com relagao iis 
necessidades multiplas e complexas de uma 
ci'ianca com labio leporino e fissura pala- 
tina acarretou a organizagao de equipes 
abrangendo varies especialistas. A unifio 
de varies individuos profissionalmente ha- 
bilitados num grupo efetivo de trabalho 
implica, contudo muito mais do que o 
agrupamento de pessoas para examinar 
concomitantemente o mesmo paciente. Im¬ 
plica num processo lento e as vezes penoso 
para aprender a comunicar e veneer bar- 
reiras emocionais e semanticas. 

A experiencia de um grupo de profis- 
sionais no Centro de Labio Leporino da 
Universidade de Illinois, demonslrou que 
um programa de pesquizas biisicas de.s- 
tinado a apoiar os processes educacionai.s 
da equipe, bem como fornecer informacoe.s 
de valor terapeutico, representava impor- 
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tante papel na unifica^ao dos esfor^os dis- 
tintos de muitas pessoas. Vendo os fatos 
concomitantemente, desde seu inicio, cada 
membro da equipe experimentava um au- 
mento de sua propria perspectiva e obser- 
vava a rela^ao de seus esforgos com os de 
outros que atendiam o mesmo paciente. 

A utiliza^ao de especialistas medicos, 
odontologicos, patologistas de fala, educa- 
dores sociais e enfermeiras de saude pdb- 
lica em pianos de pesquiza conjunta nao 
so dava apoio ao papel de cada especialista 
na equipe como servia tambem para des- 
fazer as barreiras prejudiciais a comuni- 
cagao adequada entre as diferentes espe- 
cialidades. 

A experiencia deste grupo num grande 


meio universitario sugere o valor da 
equipe como instrumentos na educa^ao de 
elementos ja formados ou nao na medicina, 
odontologie e profissoes auxiliares. De 
tai's processes educacionais resultara mel- 
hor cuidado dos pacientes. 
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Whenever a daring genius has the courage to advance a new tliought, lie is 
usually first ridiculed, then either banished or persecuted, if not prosecuted, and 
declared “an enemy of the people.” If he still succeeds In disentangling himself, 
and is endowed with super-human fortitude, and continues his fight to reveal the 
truth for the benefit of mankind—his work is then belillled or merely “criticised.” 
If his adversaries by then have still failed to silence him, they try to usurp the ad¬ 
vantages derived from his new idea while constantly blaming the daring protagonist 
for the slightest failure directly or indirectly connected until his work. 

If and when such a mortal is fortunate enough during the short span of his life 
to overcome all these human weaknesses and wickedness, he is then finally pro¬ 
claimed a benefactor of the human race and crowned with success. But history 
shows that in most of these cases the great standard bearers of truth are fully 
recognized only a long lime after the worms have had ample chance to devour the 
last vestige of llic martyred supermen in their graves. It is then that monuments are 
erected to immortalize their memories. 


—Johns 
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meme patient en meme temps. C’est un 
processus lent, parfois penible, consistant 
a apprendre a communique!’, a surmonter 
la semantique et les barrieres emotion- 
nelles. 

Ce fut I’experience d’un groupe de pro- 
fessionnels au Centre du Palatoschizis de 
rUniversite de I’lllinois ou un programme 
de recherches fondamentales, projete pour 
I’education de I’equipe et aussi pour four- 
nir des renseignements pour la therapeu- 
tique, a catalyse, en les unifiant, les efforts 
separes de plusieurs personnes. En voy- 
ant les choses dans leur ensemble a partir 
du debut, chaque membre de I’equipe fit 
I’experience d’un elargissement de sa pro- 
pre perspective et observa la correlation 
de ses efforts a ceux des autres au service 
du meme patient. La reunion de specia- 
listes medicaux et dentaires, de specialis- 
’ s de la pforation, d’assistants sociaux 
et infirmieres de sante publique dans les 
projets de recherches en commun, fut non 
seulement un appui an role de chaque spe- 
cialiste dans I’equipe, mais servit a faire 
fondre les barrieres prejudiciables aux 
relations appropriees entre les differentes 
specialites. 

L’experience de ce groupe dans les en¬ 
virons d’une grande universite suggere la 
valeur de I’essai d’equipe comme instru¬ 
ment d’education des etudiants et assist¬ 
ants en medecine, medecine dentaire et 
professions auxiliaires. Un tel processus 
educatif aboutira, pour les patients, a des 
soins perfectionnes. 

RIASSUNTO 

L’aumentato interesse verso i problemi 
posti dal labbro leporino e dalla palato- 
schisi ha portato alia constituzione di 
gruppi di vari medici specialist, la cui 
organizzazione, peraltro, implica compiti 
ben piu gravi di quello consistente nel por- 
tare piu persone a visitare, assieme e nello 
stesso luogo, lo stesso paziente. 


Fu questa I’esperienza di un gruppo di 
professionisti appartenenti al Cleft Palate 
Center dell’Universita dell-Illinois. Stu- 
diando assieme le cose fin dall’inizio, ogni 
professionista del gruppo pote allargare il 
suo personale punto di vista e vedere quali 
relazioni avesseri i suoi sforzi con quelli 
degli altri colleghi occupati, con lui, nello 
studio e nella cura del medesimo paziente. 
L’interesse congiunto di medici, odontoia- 
tri, specialist del linguaggio, assistenti 
social!, infermiere, fu non solo utile ad og- 
nuno di essi ma valse a dissipare molt 
pregiudizi, facilitando cosi una piii pronta 
collaborazione fra tutte quelle diverse at- 
tivita specializzate. 

L’esperienza di tale gruppo nell’ambito 
di una grande Universita dimostra il va- 
lore didattico di un tale tpo di organizza¬ 
zione nell’insegmamento a laureandi e 
laureati in medicina, odontoiatria e pro¬ 
fession! ausiliarie. Il che, in definitiva, 
andra poi a beneficio dei malati, dato il 
miglioramento delle cure che ne derivera. 

SUMARIO 

0 interesse crescente com relagao as 
necessidades multiplas e complexas de uma 
crianga com labio leporino e fissura pala- 
tina acarretou a organizagao de equipes 
abrangendo varios especialistas. A uniao 
de varios individuos profissionalmente ha- 
bilitados num grupo efetivo de trabalho 
implica, contudo muito mais do que o 
agrupamento de pessoas para examinar 
concomitantemente o mesmo paciente. Im¬ 
plica num processo lento e as vezes penoso 
para aprender a comunicar e veneer bar- 
reiras emocionais e semanticas. 

A experiencia de um grupo de profis- 
sionais no Centro de Labio Leporino da 
Universidade de Illinois, demonstrou que 
um programa de pesquizas basicas des- 
tinado a apoiar os processos educacionais 
da equipe, bem como fornecer informagoes 
de valor terapeutico, representava impor- 
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tante papel na unifica^ao dos esforjos dis- 
tintos de muitas pessoas. Vendo os fatos 
concomitantemente, desde seu inicio, cada 
membro da equipe experimentava um au- 
mento de sua propria perspective e obser- 
vava a relaqao de seus esforqos com os de 
outros que atendiam o mesmo paciente. 

A utilizaqao de especialistas medicos, 
odontologicos, patologistas de fala, educa- 
dores sociais e enfermeiras de saude pub- 
lica em pianos de pesquiza conjunta nao 
so dava apoio ao papel de cada especialista 
na equipe como servia tambem para des- 
fazer as barreiras prejudiciais a comuni- 
caqao adequada entre as diferentes espe- 
cialidades. 

A experiencia deste grupo num grande 


meio universitario sugere o valor da 
equipe como instrumentos na educaqao de 
elementos ja formados ou nao na medicina, 
odontologie e profissoes auxiliares. De 
tais processes educacionais resultara mel- 
hor cuidado dos pacientes. 
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and is endowed with super-human fortitude, and continues his figlit to reveal the 
truth for the benefit of mankind—^his work is then belittled or merely “criticised.” 
If his adversaries by tlien have still failed to silence Iiini, they try to usurp the ad¬ 
vantages derived from his new idea while constantly blaming the daring protagonist 
for the slightest failure directly or indirectly connected with his work. 

If and when such a mortal is fortunate enough during the short span of his life 
to overcome all these human weaknesses and wickedness, he is then finally pro¬ 
claimed a benefactor of the human race and crowned ivitli success. But history 
shows that in most of tliese cases the great standard bearers of truth are fully 
recognized only a long lime after the worms have had ample chance to devour the 
last vestige of the martyred supermen in their graces. It Is then that monuments are 
erected to immortalize their memories. 
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A Glimpse of the History of Urology in Egypt 


S chistosomiasis is one of the ma¬ 
jor medical problems of Egs^pt and 
has been since the time of the Phar¬ 
aohs. Evidence of this was found by 
Dr. Ruffer, a physician and Egyptologist, 
who discovered bilharzia ova in the wall 
of the right ureter of a Twelfth Dynasty 
mummy. SjTOptoms of bilharziasis are 
also described in the famous Ebers Papj'- 
rus, written four thousand years ago. 
The disease that produces so many uro- 
logic complications must have been dealt 
. with by physicians at that time, but the 
details of their treatment and procedure 
are lacking. 

After the disintegi'ation of the Egj'p- 
tian Kingdom, various foreign influences 
were brought to bear on the development 
of Egyptian medicine. Its history can 
therefore be divided into the Greco- 
Roman, the Arab and the Modern periods. 

The Greco-Roman period was rich in 
contributions to the field of urology after 
the conquest of Egypt by Alexander the 
Great and the subsequent introduction of 
Greek methods. 

In 525 B.C. a medical school was 
founded in Sais in Lower Egypt. Medicine 
was already divided into specialties, 
among which was urology. Erasisti’atus 
laid stress on the importance of examina¬ 
tion of the urine and was the inventor of 
the S shaped catheter. Ammonios intro¬ 
duced the lithotrite, and Rufus of Ephesus 
was the first to describe the prostate and 
the vas deferens. He also gave an account 
of pyuria, prostatic abscess and retention 
of urine. He treated the last mentioned 


condition by catheterization, sitz baths and 
hot fomentations. An interesting descrip¬ 
tion of vesical hemorrhage and resulting 
shock was also written by Rufus. The 
treatment of shock included bandaging of 
the extremities, as is sometimes done to¬ 
day. The pathologic picture and the 
sj'mptoms of calculi in the urinary bladder 
are described in great detail, including the 
technic of perineal urethrotomy. 

Another great physician, Areteus of 
Cappadocius, who lived in the beginning of 
the Christian era, was the first to describe 
the effect on uidne secretion of a calculus 
arrested in the ureter. He also attributed 
the susceptibility of the bladder to infec¬ 
tion to its proximity to the rectum in the 
males and the uterus in the female. 

Galen was the last of the great physi¬ 
cians of antiquity. He demonstrated that 
ureters convey urine and not spermatic 
fluid to the bladder. This he did by tying 
the ureter of a dog and showing that the 
urine stopped flowing into the bladder and, 
instead, distended the ureters above the 
point of ligation. He also showed the fre¬ 
quent occurrence of vesical calculi in boys, 
which may indicate that Bilharziasis was, 
at the time, an important etiologic factor 
in the production of stones. 

The greatest physician of the Hellenic 
period was Alexander of Tralles. He wrote 
a treatise on medicine in twelve volumes, 
the eleventh of which is devoted to dis¬ 
eases of the urogenital system. He em¬ 
phasized the importance of finding pus 
thoroughly mixed with the urine, before 
making a diagnosis of pyelonephritis, in 
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contradistinction to pus excreted separate¬ 
ly from the bladder at the beginning of 
micturition, before making a diagnosis of 
pyelonephritis. 

Paul of Aegina, the last of the Greek 
physicians and known to the Arabs as "the 
obstetrician,” described various plastic 
procedures for the treatment of phimosis, 
paraphimosis, hypospadius and adhesions 
of the prepuce. He also gave an account 
of the technic of catheterization. In dis¬ 
cussing castration, he recommended ex¬ 
cision and not crushing of the testicles, as 
he had noted that sexual power was some¬ 
times retained after the latter procedure. 
He recommended heat cauterization of the 
sac in the treatment of hydrocele. 

From the death of Galen to the Arabian 
conquest, medicine slowly degenerated as 
mysticism and superstition undermined 
the scientific spirit. Not until the ninth 
century, did Arab medicine emerge as a 
true science, under the protection of Ab- 
bassyde Caliphs, who encouraged the 
translation of scientific Greek manuscripts. 

An original contribution was made in 
the year 850 by Ali Ibn Cabban el Tabbari. 
In his book Paradise of Wisdom he attrib¬ 
uted incontinence of urine to relaxation of 
either the sphincter or the bladder, or to 
cystitis. He also mentioned oligospermia 
and aspermia. 

A Persian physician, Mohammed Ibn 
Zakariah el Razi (8G3-925), wrote a long 
treatise full of annotated descriptions of 
cases that reveal him as a clinician of un¬ 
usual keenness. 

Rhazes recommended perineal urethrof^ 
omy and catheterization to relieve ob¬ 
structions of the vesical neck. He also 
dealt in great detail with the problem of 
urinary calculi. 

In tbe second half of the tenth century, 
Abul Kassem Khalaf el Zahrawi, known in 
Western literature as Abulcasis, published 
in one of his numerous books a detailed 


and original description of the surgical 
treatment of urethral calculi. He used a 
pointed instrument or a wire fitted with a 
diamond at its tip to pierce and pulverize 
the calculus with a rotary movement. He 
discussed the accidents incidental to 
lithotomy. 

Another prominent ph 3 'sician, Ali Ibn 
Abbas, in his Complete Book of Medical 
Art, offers a comparative description of 
the anatomic and physiologic aspects of 
the male and female genital organs. It 
was his opinion that erection was produced 
bj' distention of the penile canty with air. 

One of the most famous Arab physicians 
was Ali el Hosein Ibn Sina. In his volu¬ 
minous book The Canon of Medicine a sec¬ 
tion was devoted to urologj", in which he 
dealt in great detail with the manufacture 
of catheters and the art of catheterization. 
He described the sjnnptoms of vesical 
hemorrhage and listed a series of meas¬ 
ures for its control. He advocated the use 
of astringent medication, the heat cautery 
and ligation of blood vessels, depending on 
the extent of the bleeding. Removal of 
clots, be stated, should be done with a fin¬ 
ger introduced into the bladder through a 
perineal urethrotomy. 

Mohadhab ad Din Ali Ibn Habal, who 
lived in the twelfth century, recommended 
a low fluid intake after cystotomy to de¬ 
crease leakage of urine and facilitate 
wound healing. 

A number of interesting observations 
covering the period from 1580 to 1583 are 
contained in the Memoirs of Prosper 
Alpin, physician to the consul of Venice 
in Egypt. He recorded the frequency of 
renal calculi, which he attributed to sexual 
excesses and impurities in water. He de¬ 
scribed an ingenious "nonsurgical" method 
for extraction of vesical calculi. A wooden 
tube was introduced into the urethra, and 
an assistant manipulated the stone with a 
finger in the rectum and pushed it toward 
the vesical neck. The sur n then 
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Y withdrew the tube, and with it the 

a 

terestinglj^ nowhere does one find 
tion of gonorrheal urethritis, although 
L’iptions of its common complications, 
itis, epidydimytis and cystitis, are ex- 
, The first mention of syphilis was 
e in the sixteenth century by Daoud 
.ntaki, chief physician of Egypt. At 
time the country was passing through 
riod of intellectual and political deca- 
e, having become a Turkish province 
oited bj'’ the Pashas and the Mameluks 
state of things that lasted over two 
Ired years. 

le Modern Period of Egyptian medi- 
began with Bonaparte’s campaign in 
pt (1798-1802). Little mention of 
Dgic disease is to be found in the re- 
of his army physicians, who were 
3 concerned with dysentery and other 
emic diseases. 

1 1827 Mohammed Ali the Great cre- 
a medical school in Cairo and invited 
nan and French scientists to make up 
staff. Pruner, a Bavarian anatomist 
surgeon, was the first to perform 
ipsies and to observe bilharzial lesions 
he bladder and ureter. He also noted 
frequency of gonorrheal urethritis. He 
e no mention of prostatic hypertrophy. 


In 1850 Theodore Bilharz came to the 
medical school now established in Kasr el 
Aini Palace in Cairo, the present seat of 
Pouad First University Medical School 
and Hospitals. In his first two years this 
young German internist and zoologist per¬ 
formed more than 400 autopsies. His aim 
was to study intestinal parasites. He soon 
reported his discovery of the worm Dis- 
tomum haematobium in the branches of 
the portal vein. The parasite was later 
called Bilharzia haematobium, thus im¬ 
mortalizing the name of this great scien¬ 
tist. 

He attributed the extreme frequency of 
calculi in the bladder and ureters to the 
presence of the parasite, as he detected 
bilharzia ova in the center of the calculi. 
His work laid the foundation for the erad¬ 
ication of what remains the greatest 
scourge of the Egyptian peasantry. 

It is impossible in this short review to 
do .iustice to all the gi*eat men who have 
contributed to our present knowledge of 
urology. This brief account may give us 
some insight into their courage and deter¬ 
mination in the treatment of the sick and 
their ingenuity in developing methods in 
spite of technical limitations. 

A. Bitschai, M.D., F.I.C.S. 

Alexandria, Egypt. 


When a man has equipped himself hy thought and study for a bigger job, it 
usually happens that promotion comes along even before it is expected. 

—JVinnett 


The difference between one man and another is not mere ability—it is energy. 

—Arnold 
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New Books 


Books Received.—The following books 
have been received by the Editor; they 
will be reviewed critically as space and 
facilities permit. Omission of more ex¬ 
tended review, however, is not to be 
taken as criticism of the merit of the 
book. 


Legal Medicine, Pathology and Toxicology. 
By Thomas A. Gonzales, Morgan Vance, Mil¬ 
ton Helpern, and Charles 3 . Umberger. 2nd 
ed. New York, Appleton-Century-Crofts, Inc-, 
1954. Pp. 1349. Profusely illustrated. 

Les Vomissements du Nourisson: Etude 
critique, Diagnostic Miologique, Indications 
therapeutiques. Par Emilio Roviralta. Edi¬ 
tion revue et augmentee pat I'auteur en 1952. 
Adaptation frangaise de Bernard Duhamel, 
d’aprSs la traduction de Edouard Del Castil¬ 
lo Japuolot. Paris, Editions M4dicales Flam- 
marion, 1952. Pp. 236. Ulus. 

Technique de la Chirurgie du Sympathique 
ct de ses Infiltrations. Par 0. Lambret, P. 
Razemon, et P. Decoulx, 4e ^d. Paris, G. 
Doin & Cie, 1953. 115 figures et 4 planches. 

Cystiles Inveterees et Algies Pelviennes, 
leiir Traitement par Infiltrations Ancsthesi- 
ques et Neurotomies Chirurgicales. Par Ray¬ 
mond Darget et Rolland Ballanger. Paris, 
Masson & Cie, 1954. Pp. 118. Ulus. 

El Dranaje en Cirugia. For Domingo Prat. 
Montevideo, Imprenta Rosgal, 1954. Pp. 166. 
Illus. 

Aspectos Quirurgicos de la Estasis Biliar. 
Por J. Pi-Figueras, con V. Artigas y A. 
Llaurado. Madrid, Asociacion Espanola de 
Cirujanos, n.d. Pp. 155. Illus. (Ill Congreso 
Nacional de Cirugia, Granada, Septiembre 
de 1953). 

La Aortografia Abdominal. Por Ramon 
Carillo, Raul F. Metera, y Juan de Duldcska. 
Buenos Aires, Lopez & Etchogoven, S.R.L., 
1954. Pp. 114. Illus. 


Harofe Haivri, the Hebrew Medical Jour¬ 
nal (New York), Vol. I, 1954. Pp. 256. 

Sindromi Dolorose dopo Interventi Gastri- 
ci e loro Terapia Chirurgica. Per Luigi Leo- 
poldo Bracca. Torino, Minerva Medica, 1952. 
Pp. 178. Plates. 

Thorakoskopische Eingriffe am Nerven- 
system. Von E. Kux. Stuttgart, Georg Thie- 
me, 1954. Pp. 130. 48 Teils mehrfarbigen 
Abbildungen. 

Pheochromocytoma and the General Prac¬ 
titioner. By Joseph L. DeCourcy and Cor¬ 
nelius B. DeCourcy. Cincinnati, DeCourcy 
Clinic, 1952. Pp. 165. 

Pratique de L’intubation intra-tracheale 
en Anesthdsie. Par Henri Gibert. Paris, G. 
Doin & Cie, 1953. Pp. 188. 39 figures. 

The Year Book of Obstetrics and Gynecol¬ 
ogy, 1954-1955. Ed. by J. P. Greenhill. Chi¬ 
cago, Year Book Publishers, 1954. Pp. 544. 
Abstracts. 

Aixuario Bibliografico Peruano de 1949- 
1950. Ed. by Alberto Tnuro. Lima, Biblioteca 
Nacional, 1954. Pp. 427. (Edicioncs de la 
Biblioteca Nacional-IX.) 

A general bibliography. I. Books and pam¬ 
phlets. II. Periodicals. III. Bio-bibliogra¬ 
phies. IV. Bib. of librarianship. Fully in¬ 
dexed, with cumulative contents of the 
series. 

Part I contains a section on medical 
sciences. 

Hugh Roy Cullen, a story of American 
Opportunity. By Ed Kilman and Theon 
Wright. New York, Prentice-Hall, 1954. Pp. 
376. Ulus. Biography of a distinguished 
medical benefactor. 

Diseases of the Skin, for Practitioners and 
Students. By George Clinton Andrews. 4th 
ed. Phil, and London, W. B. Saunders Co., 
1954. Pp. 877. 777 illus. 

La Valvola Mitralc; Aspetti anatomici, 
fisiologici, clinici e chirurgicl. Per Michele 
A. Chiechi e Charles P. Pailey (sic). Roma, 
Pensiero Scientifico Ed., 1954. Pp. 561. Illus. 
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The History of the Samaritan Free Hospi¬ 
tal, with an Appendix on the London Hos¬ 
pitals and infirmaries. By Arnold Whitaker 
Oxford. Cambridge, W. Heifer & Sons, Ltd., 
1931. Pp. 96. 

Patologia del Estomago Operado: II Con- 
greso Argentine de Gastroentoerologia, Mar 
del Plata, 13-18 de Abril de 1953. Contribu¬ 
tors from Sociedad de Gastroenterologia de 
Buenos Aires, Asociacion Argentina de Ra- 
diologia, and Sociedad Medica de Mendoza. 
Buenos Aires, Ed. Universitaria, 1954. Pp. 
482. Ulus. 

Verhandlungen der Deutschen Gesell- 
schaft fiir Chirurgie, 70 Tagung, 7-11 April 
1953. Berlin, Springer Verlag, 1953. Pp. 768. 
Ulus. (Langenbecks Archiv fiir Klinische 
Chirurgie, Band 276.) 

The Antiseptic (Madras), Golden Jubilee 
Number, April, 1954. Pp. 233-732. 


, BOOKS REVIEWED 

) Splenoportographie. By Lucien Leger. 
Paris: C. Doin et Cie, 1955. 

This welcome book, amply illustrated, is a 
most valuable contribution to our knowledge 
of the normal and pathologic circulation of 
the blood and of the relation of its dis¬ 
turbances to the supermesocolic organs. It 
elucidates, explains and guides in the treat¬ 
ment of certain splenomegalies. It cites many 
cases in which compression or thrombosis of 
the splenic vein is secondary to pancreatic 
lesions and clinically demonstrates how neo¬ 
plastic, parasitic, and inflammatory lesions of 
the liver influence the morphologic character 
and the circulation of the splenopoi'tal axis. 

It demonstrates that splenoportographie 
study is of great value to the surgeon in 
determining the operability of certain pan¬ 
creatic tumors. Splenoportography enables 
the surgeon to avoid lobar hepatectomy in 
cases of silent metastases. It also enables 
him in suitable cases to perform a lobar 
hepatectomy. It simplifies and instructs the 
clinician as to the splenoportographie tech¬ 
nic. It discusses incidents and accidents of 
the method, normal splenoportographie data, 
splenic and hepatic observations and the re¬ 
sults of splenoportographie studjL 

For outlining the spleen the dorsal posi¬ 
tion is the most comfortable. In the volumi¬ 


nous spleen the puncture is easy, be it sub¬ 
costal, lateral, anterior or transparieto- 
thoracic. Local subcutaneous anesthesia is 
helpful. As injection material the author 
uses diodone. The splenic and hepatic cir¬ 
culation, normal or abnormal, is outlined 
splenoportographically. The technic is easy. 
The results are illustrated by eighty well- 
chosen illustrations. Each picture represents 
an individual case. The method is most 
valuable from the diagnostic and thera¬ 
peutic standpoints and has shown its value 
and accuracy in detecting obstacles to the 
circulation of the splenic and portal veins, 
caused by a thrombus or compression by sur¬ 
rounding tumors, benign or malignant, or by 
abnormalities of the vessel walls. Chapters 
are devoted to the value of the splenoporto- 
graphic in the influence of splenomegaly, to 
cirrhosis of the liver, etc. 

The method also gives valuable informa¬ 
tion as to the extent and location of pan¬ 
creatic lesions, hepatic metastases and to 
various affections of the liver, hydatid cysts, 
abscess of the liver or tumor. It has proved 
valuable in determining the cause of some 
gastric hemorrhages associated with icterus 
and of unexplained painful syndromes. 

This book deserves a place on every phy¬ 
sician’s and surgeon’s desk. 

Aimee Paul Heineck, M.D. 


Die Chirurgie der Peripheren Nerven. 
By Dr. Henry Nigst, Avith an introduction by 
Prof.Rudolf Nissen. Stuttgart; GeorgThieme, 
Publisher. 1955. Pp. 196, with 104 illustrations. 

This monograph which deals with the 
diagnosis, surgical treatment and after-care 
of lesions of the peripheral nerves, is a 
valuable contribution to an often neglected 
branch of neurosurgery. 

New laboratory methods such as deter¬ 
mination of the intensity duration curve and 
electromyographic procedures are discussed, 
and the recent clinical experiences Avith 
peripheral Avar casualties are utilized. 

A precise and detailed description of the 
operatiA^e technic in surgical treatment of 
the different nerves, supported by excellent 
illustrations, enables the nonspecialist to 
perform the procedure in a step-bj'^-step 
fashion. An interesting historical revieAV and 
an extensive bibliographj^ enhance the value 
of the book. 

Ernst Haase, M.D. 
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alies, and, finally, the lungs in general. 

The historical review clarifies a difficult 
subject. The “doctrine of the stem bronchus” 
is particularly discussed and all pertinent 
pioneer work carefully considered. The au¬ 
thor points to the need for better informa¬ 
tion on lymphatic drainage and the innerva¬ 
tion of the segments—the only gross anatomic 
espects not considered in this volume. He 
indicates the most promising methods for 
bronchographic identification of variations 
in the principal subsegmental bronchi. 

The pi'oblem of establishing an adequate 
and genei'ally acceptable nomenclature for 
segmental and subsegmental bronchi is 
closely related to the extreme variability of 
the lungs. Dr. Boyden’s main effort, there¬ 
fore, was to find the prevailing patterns and 
to analyze the numerous variations. The clue 
to the latter lies in the variable origin of 
the bronchi supplying a given zone. Most 
variations reside in the displacement of sub¬ 
segmental bronchi. Lungs consisting entirely 
of the prevailing patterns are rarely en¬ 
countered. Since the developmental pi-ocess 
is an integrated one, it must be recognized 
that “variations in one direction produce 
compensations in another and that each spec¬ 
imen attains a symmetry and a character of 
its own.” The solution to the problem 
of finding “normal” or prevailing patterns of 
bronchial and vascular disti'ibution, there¬ 
fore, lay in numbers and in statistical anal¬ 
ysis of the extensive material. From the 
almost bewildering diversity of lung struc¬ 
ture the Minnesota team of anatomists and 
surgeons established the patterns on the ba¬ 
sis of experience, having injected and dis¬ 
sected as many as 50 to 100 individual lobes. 
Even so, the given percentages for the 
frequency of a particular pattern show con¬ 
siderable variation. Such percentages,obvious- 
ly, are highly relative. 

For the purpose of clarification and 
instruction, a hypothetical pair of lungs was 
designed in which the prevailing patterns of 
all the principal bronchi were combined. The 
names and numbers attached to these seg¬ 
mental bronchi are identical with those 
adopted by Jackson and Huber. Boyden’s 
nomenclature differs in only one respect: he 
designates the two branches of the anterior- 
basal bronchus as true segmental bronchi 
but considers this discrepancy relatively un¬ 
important. In Boyden’s terminology, for the 
first time, corresponding bronchi, arteries 
and veins are given an identical enumerative 


designation, which is a most clarifying fea¬ 
ture. Subsegmental bronchi and their corre¬ 
sponding vessels, likewise, are identified in 
a definite order from above downward. A 
sort of “medical shorthand” was thus devel¬ 
oped for the enumeration of segments and 
subsegments. It is logical and clear. One 
may_ justifiably hope that this system of 
naming the basic structural components of 
the lungs will be inteimationally accepted. 

The volume contains a critique of an inter¬ 
national nomenclature accepted by the Con¬ 
gress of Otolaryngology in London in 1949. 
This critique was previosuly published and 
appears to be based on valid anatomic facts. 
Dr. Boyden suggests that the Jackson-Huber 
terminology be retained until an official in¬ 
ternational committee can settle the matter. 

The bulk of the volume. Chapters 3 to 8, 
contains unsurpassed anatomic descriptions 
of the lobes and their subdivisions. Therein 
lies the richest source of information for 
surgeons facing “lung problems.” 

Another fine chapter in this excellent vol¬ 
ume is that which deals with the normal and 
abnormal development of the lungs. The 
original work was done in cooperation with 
Dr. L. J. Wells and represents a long but 
necessary continuation of Streeter’s funda¬ 
mental work on pulmonary development. It 
might be of interest to surgeons and clin¬ 
icians that in the human embiyo at thirty- 
six days the bronchial buds corresponding to 
the prevailing adult lung pattern are already 
established and that subsegmental bronchial 
primordia appear at thirty-eight days. The 
time for development of abnormal patterns 
is prior to these stages. 

The volume has 154 references to the lit¬ 
erature. Technically, likewise, the book is 
well done. The great interest in this field, 
due to major advances in pulmonary surgery, 
is reflected in the recent appearance of two 
other volumes on the same general subject: 
Anatomy of the Bronchial Tree by R. C. Brock 
(second edition of a famous study) and Anat¬ 
omy of the Bronchovascular System by G. L. 
Birnbaum. In overall quality the volume un¬ 
der revue yields to none. 

Arnold A. Zimmermann, M.D. 

American Lecture Series, No. 246. Spring- 
field, Ill.: Charles C Thomas, Publisher, 
1955. Pp. 128, with 2 illustrations. 

This small monograph on normal labor is 
a twenty-five-year clinical research investi¬ 
gation applied to normal obstetrics. The 
author clearly states his conviction that the 
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first stage of labor is simply the relation of 
frequency and intensity of the uterine con¬ 
traction to the resistance offered by the cer¬ 
vix. He calls attention to the fact that at the 
height of a contraction, the resistance of the 
cervix can be determined vaginally. If dila¬ 
tation is sufficient, the tight upper cervical 
lip can be retracted or slipped over the occi¬ 
put. This method hastens the first stage of 
labor. Galkins maintains that the duration 
of labor depends upon the consistency of the 
cervix. 

The author has long taught that easy for¬ 
ceps delivery is unnecessary and that diffi¬ 
cult forceps delivery is contraindicated. He 
is convinced also that the use of high mid¬ 
forceps is contraindicated and strongly urges 
obstetricians to deliver babies in the poste¬ 
rior occipital position without attempting 
internal rotation. In his opinion, this method 
insures less trauma to both mother and child. 

He agrees that there are certain definite 
indications for episiotomy and states that it 
should be performed in all operative deliver¬ 
ies of primiparae and some multiparae. 

Calkins points out that there is some cor¬ 
relation between the activity of the uterus 
in the second stage and its activity in the 
third stage but that, in view of the blood loss 
that occurs in the third stage, this correla¬ 
tion must not be relied on too implicitly. 
Another obvious fact frequently overlooked 
is that the first stage covers a matter of 
hours and the second stage a matter of min¬ 
utes up to as much as an hour, while the 
third stage seldom exceeds a few minutes. 
The greatest alertness is therefore necessary 
until the behavior of the uterus in the third 
stage is definitely known. 

Calkins is still of the opinion that manual 
removal of the placenta is indicated only 
when bleeding becomes alarming and/or 
when the third stage exceeds two hours (he 
states that he had not encountered such a 
case in the past several years). I am not 
wholly in agreement with this statement. 

In general practice, according to Calkins, 
oxytoxics should be given at the delivery of 
the baby, perhaps sooner by those who have 
already learned how to manage a uterus and 
who know when it is in a sufficient state of 
contraction. In a hospital where students 
and interns must be taught, they have con¬ 
sistently not used o.xytoxic drugs, except 
when especially indicated, until after the 
placenta has been delivered. Calkins states 
that intramuscular administration of ergo- 


trate seems to be almost useless. More and 
more he is giving pitocin intravenously. He 
also^ expresses the opinion that pitocin, ad¬ 
ministered by intravenous drip, is valuable 
in the first and second stages of labor when 
indicated. 

There has been some discussion as to 
whether the repair of episiotomy or lacera¬ 
tion should precede or follow delivery of the 
placenta. Calkins states that when bleeding 
occurs during the second stage of labor the 
cervix is inspected immediately, before the 
delivery of the placenta or repair of the peri¬ 
neum. He is not in accord with routine in¬ 
spection of the cervix; since he feels that 
following the above indications for cervical 
inspection, severe iniury to the cervix will 
seldom be overlooked. They have only had 
one deep cervical laceration in 500 deliveries. 

Resuscitation of the newborn is seldom 
necessary, according to Calkins, if the pa¬ 
tient with a normal pregnancy has been 
properly managed during her labor. He 
states that 97 per cent cough and sneeze 
within five to ten seconds. Standing the baby 
on its head and "milking” the upper part of 
the respiratory tract of its fluid content is 
the best procedure if the child is in anything 
like normal condition. He has so seldom 
found it necessary to insert a tracheal cathe¬ 
ter, that he has no clear idea of its real value. 

Maintenance of body temperature and 
early administration of oxygen are most im¬ 
portant. The author does not hesitate to give 
morphine for after-pains but pays careful 
attention to expulsion of clots from the 
uterus after one hour, as this goes a long 
way in preventing after-pains. He has not 
used stilbcsterol to control mammary en¬ 
gorgement; in his experience, an ice bag plus 
the administration of codeine has been sat¬ 
isfactory. 

In general, Calkins prefers regional over 
general anesthesia, whether by simple peri¬ 
neal infiltration or something more extensive. 
The saddle block technic suggested by Adri¬ 
an! and others has served him very well. He 
suggests that the possibilities of pudendal 
block anesthesia have not been sufficiently 
investigated. This anesthesia is particularly 
applicable by one who does not have a 
trained anesthesiologist available. Ho also 
recommends for inhalation anesthesia 25 per 
cent nitroxide and 75 per cent oxygen. 

His experience with tuUne has not been sat¬ 
isfactory even with the new device available 
for its administration. He has had no expe- 
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largement and afford a collateral supply to 
the lowermost part of the hindgut. This re¬ 
sult supports partially the views of Ault, 
Castro and Smith, as well as those of 
Goligher, as to the safety of ligation of the 
inferior mesenteric artery in the perform¬ 
ance of left colectomy. The results of Braith- 
waite differ, however, in that the middle 
hemorrhoidal artery increased markedly in 


size. In the studies of Ault the middle hemor¬ 
rhoidal artery was sacrificed and reliance 
was placed upon the inferior hemorrhoidal 
artery for a collateral blood supply with the 
marginal artery. In Braithwaite’s study no 
additional contribution of the inferior rectal 
artery was noted. This was explained as 
probably due to the capacity of the more 
proximal middle rectal artery to compensate 

for the ischemia. ^ ^ 

M. 0. Cantor. M.D. 


Extraluminal Mediastinography as an Aid 
in the Diagnosis of Mediastinal Disease. 
Berman, J. K., Judy, H. E., Mori, V., and 
Tosick, W. A., West. J. Surg., Obst. & Gynec. 
63:169-176 (Apr.) 1955. 

As a result of reviewing 169 cases of 
mediastinal disease, the authors observed 
that extraluminal pathologic change in this 
area often is not suspected and as a result 
is not diagnosed. Because of this observa¬ 
tion, a search was made for additional diag¬ 
nostic methods in an effort to increase the 
percentage of coi’rect preoperative diag¬ 
noses. 

The method reported is the use of extralu¬ 
minal mediastinographic study. This method 
consists in injecting a contrast medium, such 
as 35 per cent diodrast, into the posterior 
mediastinal space and the anterior medi¬ 
astinal spaces. Similar injections are also 
made in the supei’ior mediastinal space. 
Although the number of cases in which this 
method has been tried is too few in number 
to permit definitive conclusions, the follow¬ 
ing information may be made available by 
this method: 

1. The contour of the normal or abnormal 
mediastinum can be noted. 

2. Tracheal or bronchial tears or lacera¬ 
tions can be found. 

3. Extraluminal extensions from the 
esophagus, bronchial tree or great vessels 
can be noted. 

4. Mediastinal lesions which have no in¬ 
traluminal connections are readily visualized. 


5. If_ an intraluminal contrast medium is 
used, silhouettes of normal and abnormal 
structures are clearly delineated. 

6. Communications beneath the dia¬ 
phragm can be found. 

As a result of their experimental and 
clinical studies, the authors conclude that 
mediastinographic investigation may have a 
useful place as an additional diagnostic aid 
in the study of mediastinal disorders. 

M. 0. Cantor, M.D. 

The Jugular Body and Its Tumour. Birrell, 
J. H. W., Australian & New Zealand J. Surg. 
24:195, 1955. 

“Tumor formation” has now been de¬ 
scribed as occurring in most of the non¬ 
chromaffin paraganglia, one of the most 
recenly recognized tumors being that arising 
from the glomus jxigulare. 

In 1941 Guild stated: “Human temporal 
bone sections reveal structures in several re¬ 
spects like the carotid body for which the 
name glomus jugtdaris is proposed. 

“Each glomus, wherever located, consists 
of blood vessels of capillary calibre with 
numerous epithelioid cells between the ves¬ 
sels.” 

This author observed that all bodies had 
a similar glomerular structure and consisted, 
in section, of a number of endothelium-lined 
fine vessels separated by a small amount of 
collagen tissue and large epithelioid cells 
with round or ovoid nuclei. 

The symptoms of these tumors reflect the 
scattered distribution of the constituent por¬ 
tions of the jugular body. 

Biopsy is dangerous; hence, roentgen ex¬ 
amination assumes great importance in diag¬ 
nosis and prognosis. 

It is somewhat more difficult to assess the 
pathologic status of this type of tumor than 
to assess that of the carotid and vagal body. 
By virtue of their site of origin they are 
much more difficult to treat surgically and 
therefore to remove completely. Their path¬ 
ologic nature, well-differentiated structuz’e, 
lack of mitoses, slow growth, encapsulation 
and lack of distant blood-borne metastases 
are points that indicate a hyperplastic rather 
than a neoplastic process. 

With regard to treatment, it can be stated 
at the onset that no specific line of therapy 
has yet emerged. 

If the tumor is considered a hyperplastic 
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process affecting some or all of the constit¬ 
uent portions of the jugular body, complete 
surgical removal, as in the case of the ca¬ 
rotid body, will be curative. The main diffi¬ 
culty lies in the great number of anatomically 
important structures in this area, but a fur¬ 
ther difficulty lies in the fact that most pa¬ 
tients show roentgen evidence of bone 
destruction when first examined, and this in¬ 
dicates almost certain irreparable damage 
to variovis structures, such as nerves. 

One procedure that has been valuable in 
eliminating a bruit that troubles the patient 
is ligation of the external carotid artery. It 
is possible that this may also retard the 
growth of the tumor or even cause some re¬ 
gression. William E. North, M.D. 

The Scope and Fate of Homologous Vas¬ 
cular Grafts Used for Bridging Aortic De¬ 
fects. Bhatt, P. A.: Indian J. Surg. 16:223, 
1954. 

Forty grafting experiments have been 
done, under strict aseptic conditions, on 
healthy adult mongrel dogs. Grafts were 
obtained from animals which had been 
killed and their blood banked for the graft¬ 
ing operations. 

For storage, a modified Gross’s solution 
was used, consisting of balanced electrolytes 
with 10 per cent homologous serum, penicil¬ 
lin and streptomycin. Sterile sealed flasks 
were used, and storage was at 4 C. Broth 
cultures were made periodically from sam¬ 
ples of the fluid; evidence of contamination 
eliminated that graft. 

Ten grafts were placed in gaps produced 
in the abdominal portion of the aorta below 
the renal vessels, through an extraperitoneal 
approach. Anastomosis was accomplished 
by a continuous, over-and-over No. 5 0 Ana- 
cap silk suture on an atraumatic needle. 
Heparinized saline solution in a syringe was 
used to flush the anastomosis at intervals 
during the procedure. 

Thirty grafts were placed in gaps pro¬ 
duced in the thoracic portion of the aorta. 

In 7 animals grafts were inserted which 
necessitated clamping the aorta for thirty 
minutes or more. 

In 21 dogs the following method was de¬ 
vised to maintain blood flow through the 
aorta during the major part of the proce¬ 
dure: The graft was threaded on a suitable 
length of polyethylene tube, smoothed at the 
edges and grooved at the ends, and the end.s 
of this tube were fed into the free lumen of 


the divided aorta. A modified nasal snare 
carrying heavy silk was quickly slipped 
around the tube and graft, passed over the 
fringe of the host aorta and tightened over 
the indwelling polyethylene tube at the 
grooved ends. After removal of the aortic 
clamps the blood flow was established across 
the aortic defect via the tube, and the anas¬ 
tomosis could be carried out as usual and 
at leisure. After one end had been fully 
anastomosed and the other about two-thirds 
anastomosed, the aortic clamps were reap¬ 
plied and the polyethylene tube removed, the 
graft flushed with heparinized saline solu¬ 
tion, the anastomosis completed and the 
aortic clamps removed. The hate of the graft 
was studied by (a) tests of the distal femoral 
pulsations, (b) retrograde aortographic 
study and (c) necropsy. Material for histo¬ 
logic study of the graft was removed at three 
stages: (a) at the time of collection of the 
graft, (b) at the time of grafting, and (c) 
at necropsy. 

Leakage was the most important compli¬ 
cation. 

Some grafts were used after two to thirty- 
seven days of storage. No definite relation 
was noted between the changes in the graft 
and the duration of storage. 

Aneurysm occurred in 2 of the dogs; 1 
died of leakage (c.aval graft in the thoracic 
portion of the aorta). The rest showed no 
aneurysms, and aortographic studies of the 
animals surviving have shown no aneurysmal 
changes. 

The fate and patency of these grafts have 
been studied for periods varying from one 
week to one and a half years. The mortality 
rate attending abdominal grafts is low, but 
for grafts high in the thoracic portion of the 
aorta it is greater. Venous grafts are less 
suitable for repair of aortic defects than are 
arterial grafts. 

A New Anatomic Guide for Safe Ligation 
of the Cystic Artery. Ramirez-Flores, R., 
Surg., Gynec. & Obst. 100:633. 1955. 

It is recommended that in case of arterial 
hemorrhage, the free border of the gastro- 
hepatic ligament be grasped between the 
thumb and index finger of the surgeon’s 
right hand to control the hemorrhage and 
permit exposure for identification of the 
bleeding vessel. 

Because of the inco 'stent anjl 

course of the cystic ar a ig 
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another reference point—the arrival of the 
cystic artery at the neck of the gallbladder. 
It was observed that the cystic artery con¬ 
sistently enters the gallbladder at the level 
of the neck. In cases of acute cholec 3 'stitis 
or empj'ema of the gallbladder in which the 
anatomj^ of the region is obliterated bj’’ ad¬ 
hesions, it is difficult not onlj’' to identify the 
junction of the body of the gallbladder (in¬ 
cluding the neck) but to determine its i*ela- 
tion to surrounding organs. "In the attempt 
alwaj's to find the neck by careful dissec¬ 
tion,” saj^s the author, “I have encountered 
an anatomic organ of variable size, from 
0.5 to 3 cm. in length, which corresponds to 
the cj'stic gland. As these observations were 
continued in the search for the entrance of 
the cj^stic arterj’’, I became more familiar 
with the cj^stic arteiy, especiallj"^ in those 
cases of ‘obliterated anatomy’ in which the 
onlj’^ identifiable guide to the cystic arteiy 
was the C 3 "stic gland. Therefore, I empha¬ 
size the correlation of the C 3 ’^stic gland with 
the cystic arteiy.” 

In 47 cadavers the following observations 
were made: The cystic gland was always 
found in the angle between the neck and 
body of the gallbladder, and in 75 per cent 
of cases the cystic artery entered beneath 
the superior pole of the gland. In 15 per cent 
the C 3 ’^stic arteiy entered to the left of the 
gland; in 5 per cent it entered 2 or 3 mm. to 
the right of the gland, and in the remaining 
5 per cent it entered on the right side, 
coursed across the neck and arrived at the 
right side of the gland, or an accessor 3 ' 
arteiy approached from behind. Except in 1 
case, the distance from the gland to the 
artery was less than 5 mm. In this exception 
the cystic arteiy, the point of origin of which 
was the superior mesenteric arteiy, entered 
the gallbladder 1.5 cm. from the cystic gland. 

The divisions of the cystic arteiy, anterior, 
posterior, or inferior and superior, nearly 
alwa 3 's occurred at the inferior pole of the 
gland. In only 4 per cent of cases did divi¬ 
sions occur before it reached the gland. 
These statistics were confirmed in 100 oper¬ 


ative cases. 


William E. North, M.D. 


Treatment of the Postphlebitic Syndrome 
(Tratamiento Del Sindrome Postflebitico)., 
By Jorge McCook, J., and Navarrete, G., ■ 
Angiologia 1955, 7:1, 1955. 

The authors have made an intensive study 
of 30 cases showing the chief complications 
of the postphlebitic syndrome, namely der¬ 
matitis and ulcers of the leg. They were dis¬ 
couraged with the conservative treatment of 
Luke and the poor results that followed. The 
results obtained by previous surgical at¬ 
tacks were equally discouraging. They were 
constantly aware of Leriche’s admonition 
that a patient with chronic phlebitis is a 
burden to himself and the world about him. 

They decided that an audacious surgical 
approach to the problem would give the best 
results. In their opinion, there are two types 
of cases in which two distinct types of treat¬ 
ment are demanded. If there was only after¬ 
noon edema, the patients were treated con¬ 
servatively; the others were treated opera¬ 
tively by resecting 10 cm. of the superficial 
femoral artery below the entrance of the 
deep femoral artery and completely strip¬ 
ping, as much as possible, the internal saphe¬ 
nous vein. The remaining segment of the in¬ 
ternal saphenous was injected with sclerosing 
solutions. 

In 2 of their cases there were disastrous 
results. In 1 they tied off the femoral artery 
instead of the vein, and in the other, as the 
result of periphlebitis and rough handling 
of the tissue, a vasomotor spasm of the fem¬ 
oral vein and artery ensued, with gan¬ 
grene of the extremities. 

In 22 cases, in 18 of which there were 
ulcers, the 3 '^ achieved the following results: 

1. Closure of the ulcer in three weeks. 

2. Complete disappearance of pain and 
dermatitis. 

3. Persistence of induration and pigmen¬ 
tation. 

4. Persistence of edema in 4 cases, re¬ 
quiring the use of an elastic stocking. 

There is no doubt that the authors have made 
a sincere attempt to contribute knowledge of 
a very difficult problem. 

S. A. Gueukdjian, M.D. 


Life is too short to be little. 

—Disraeli 
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Metastasis to the Heart from 
Carcinoma of the Breast 

Report of a Case 

ABRAHAM BERNSTEIN, M.D., F.I.C.S., 
HENRY C. BERNSTEIN, M.D., A.I.C.S. 

AND 

MAURICE ELIASER, M.D., A.A.C.P. 

SAN FRANCISCO, CALIFORNIA 


F rom a study of the literature the pre¬ 
vailing impression is that tumors of 
the heart and pericardium are quite 
rare. Of course, most of the textbooks 
and comprehensive studies of tumors in 
general, and tumors of the breast in par¬ 
ticular, refer to the various locations of 
the metastatic deposits, but they either 
mention only the lymph nodes, lungs, 
bones, liver and stomach or refer to out- 
of-date studies on this subject. 

Submittal for rublicalion April 21, 1255 


There are reports of a few instances of 
what were thought to be unusual sites of 
metastasis. In 298 autopsies on patients 
with malignant disease Symmers' ob¬ 
served discrete metastases in the heart in 
only 5 cases (1.6 per cent). Statistical 
studies by Kitain,- JanuBz"^ and others re¬ 
corded only occasional cases in which there 
were myocardial metastases. Yates^ listed 
numerous autopsy series that have been 
investigated in regard to the occurrence of 
cardiac metastasis and concluded that tu- 
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mors of the heart and pericardium are 
rare. At the Mayo Clinic, Lymburner’’ in 
1934 observed 52 secondary and four pri¬ 
mary tumors of the heart in 8,500 autop¬ 
sies. In 1936, at the Los Angeles General 
Hospital, Pollia and Gogal® studied 12,000 
autopsies and noted 1,450 cases of malig¬ 
nant tumors with 29 secondary tumors of 
the heart. At St. Luke’s Hospital in Kan¬ 
sas City, Helwig'^ in 1935 observed 9 cases 
of tumor of the heart in 1,000 autopsies. 

During the past twenty-five years at the 
Cleveland City Hospital, in a series of 
1,082 cases of malignant disease appearing 
in a series of 11,000 autopsies, the heart 
was involved by metastatic tumor in 118 
cases, an incidence of 10.9 per cent. 

From the foregoing studies it was found 
that true embolic metastasis via the coro¬ 
nary ai'teries was the most common mode 
of involvement of the heart. Direct exten¬ 
sion from either a primary or secondary 
tumor in the lung was next in frequency. 

The most common mode of involvement 
of the parietal pericardium was by exten¬ 
sion. Hematogenous metastasis was next 
in frequency; and lymphatic metastasis 
was least common. More secondary tu¬ 
mors occurred on the left side of the heart 
than on the right. The endocardium was 
least often involved. 

The development of congestive failure 
without other apparent cause in a patient 
with malignant disease was the most im¬ 
portant clinical sign pointing to cardiac 
metastasis. 

In view of the fact that disease of the 
pericardium, regardless of the cause, is 
relatively uncommon, we consider this 
case worth reporting as a matter of clin¬ 
ical interest and because a diagnosis was 
made prior to postmortem examination. 

REPORT OF CASE 

M. B. K., a white woman aged 45, was ad¬ 
mitted to the hospital on Nov. 21, 1950, com¬ 
plaining chiefly of a lump in her left breast. 


The patient had undergone cholecystectomy in 
1942 and hystei-ectomy in November 1949, for 
flbromyomata uteri. No lumps were noted in 
the breasts in 1949. The patient stated that 
prior to this admission she had noticed the 
lump in her left breast. 

Physical examination revealed an irregular, 
firm, movable mass in the medial third of the 
inner quadrant of the left breast with asso¬ 
ciated cordlike structures. The left axillary 
lymph nodes were palpable. The examination 
otherwise gave negative results. On Nov. 22, 
1950, a radical left mastectomy was performed. 
The pathologic report revealed (1) medullary 
carcinoma of the breast and (2) medullary 
carcinoma, metastatic, of an axillary lymph 
node. Roentgenograms of the chest revealed 
no positive evidence of metastatic malignant 
disease. 

Interval History .—In January 1952 the pa¬ 
tient was hospitalized for excision of a meta¬ 
static node in the left axilla. She stated that 
she noticed the appearance of the lump in the 
left axilla near one of the scars two weeks 
prior to entry. The pathologic diagnosis was 
“Carcinoma, skin. Note: This is compatible 
with and very suggestive of a primary mam¬ 
mary lesion. There is no certain indication 
that this tumor is metastatic.” 

The patient was given massive doses of high 
voltage roentgen thei'apy and hormonal treat¬ 
ment. Despite this therapy, metastases con¬ 
tinued to appear along the left cervical area. 

The patient was readmitted to the hospital 
on March 19, 1953. Two days before admis¬ 
sion there developed marked hoarseness and 
dyspnea, which had become progressively 
worse. The respiratory rate was 36 per min¬ 
ute and the pulse rate about 116 to 130. The 
blood pressure was 115/75. Physical examina¬ 
tion I'evealed masses extending along the cer¬ 
vical lymph node chain and the supraclavicular 
area. The hospital course was progressively 
downhill. The patient complained of severe 
substernal pain; in view of this, serial elec¬ 
trocardiograms were made. Interpretation of 
these by one of us (Eliaser) resulted in a ten¬ 
tative diagnosis of cardiac metastasis (see 
illustration). 

Electrocardiographic Data. — The initial 
electrocardiogram, taken on April 3, 1953, re¬ 
vealed evidence of acute damage involving the 
antero-lateral aspect of the left ventiucle with¬ 
out the injury phenomena usually associated 
with recent myocardial infarction. Serial rec¬ 
ords suggested partial subsidence of an acute 
process, with residual changes consistent with 
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Serial electrocardiographic changes produced by carcinomatous melastases to the base of the left 

ventricle. 


damage to the initially involved area. Because 
of the obvious extension of the malignant 
process elsewhere, the occurrence of typical 
anginal pain and the above electrocardio¬ 
graphic data, the clinical diagnosis of meta¬ 
static carcinoma involving the anterolateral 
portion of the left ventricle was suggested. 
Correlation between the anatomic data and 
the electrocardiographic localization of the 
epicardial metastases proved unequivocal in 
the absence of other neoplastic or degenerative 
changes involving the heart which might have 
altered the serial tracings. 

The patient was treated palliatively and 
made as comfortable as possible. She died on 
April 2G, 1953. 

Autopsy Report .—The cadaver was that of 
a moderately well-developed and well-nour¬ 
ished woman. The body was cold; rigor mor¬ 
tis and lividity were fairly well developed. 
The skin was clear generally, but the left 


breast was absent and a mastectomy scar was 
observed. The pectoralis major and minor 
muscles were also absent. The calvarium re¬ 
vealed no evidence of injury. The eyes were 
in midposition; the pupils were round, regu¬ 
lar, and equal bilaterally. The corneas were 
clear. The teeth were present and in good con¬ 
dition. The trachea was in the midline. The 
chest was symmetric except for absence of the 
left breast. The right breast ivas full and 
rounded, showing no masses grossly. The ab¬ 
domen was flat. The subcostal angle was about 
90 degrees. Three scars were present in the 
abdomen: one in the midline below the umbili¬ 
cus and two others (right rectus) one above 
and one below the umbilicus. There was con¬ 
siderable pigmentation over the mastectomy 
area, suggestive of irradiation reaction. The 
extremities showed no clubbing deformity "or 
pitting edema. There was con.siderable hair 
on the lower parts of the legs. The ublc hair^ 
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was somewhat masculine in distribution, and 
there was a heavy growth of hair over the 
chin and upper lip. 

The usual Y-shaped incision was made 
through the skin and subcutaneous tissue. The 
subcutaneous fat of the abdomen was 3.5 cm. 
thick. The musculature was well developed. 
There was no excess fluid in the peritoneal 
cavity. The peritoneal surfaces were clean. 
There were multiple adhesions between the 
omentum and the peritoneal surface of the 
abdominal scars. The diaphragm was on a 
level with the fourth interspace on the right 
and the fifth interspace on the left. The liver 
was 6 cm. below the costal margin in the mid¬ 
line and 4 cm. above the costal margin at the 
right anterior axillary line. A plate was re¬ 
moved from the thorax. The ribs, sternum 
and costal cartilages were not remarkable. 
The mediastinum was in the midline. There 
was no excess fluid in the pleural cavity. 

Thyroid: The gland was enlarged bilaterally 
and weighed an estimated 35 Gm. There are 
nodules present in both lobes. 

Parathyroid: The parathyroid was not en¬ 
larged. 

Thymtis: Sections were taken from the thy¬ 
mic region, but the gland was recognizable 
only as a mass of adult fat. 

Neck: The inferior nodes of the cervical 
chain were enlarged bilaterally, forming 
masses immediately above the clavicle approx¬ 
imately 5 cm. in diameter. The upper cervical 
nodes were not enlarged. 

Breasts: The right breast was largely adi¬ 
pose and showed no tumor metastasis. The 
left breast was absent. The superficial fascia 
showed multiple small neoplastic nodules aver¬ 
aging 8 to 10 mm. in diameter. 

Axilla: There were no nodes on the left 
side, although there were a few small neoplas¬ 
tic masses in the adipose tissue. There were 
large multiple nodes on the right side. 

Heart: The chambers were not dilated bi¬ 
laterally. There was about 100 cc. of excess 
fluid in the pericardial cavity. The great ves¬ 
sels and pericardial suiTace near the base of 
the left ventricle revealed multiple firm nod¬ 
ules, apparently neoplastic metastases. The 
coronary arteries on section showed no nar¬ 
rowing or atheromatosis. The right ventricle 
wall averaged 3.5 mm. The foramen ovale was 
closed. The mural endocardium showed no 
thrombi. The pulmonary and tricuspid valve 
measured respectivelj’^ 8 to 12 cm. in diameter. 
The left ventricle wall averaged 10 mm. in 


thickness. The mitral valve was 10 cm.; aortic 
valve was 7% cm. No thrombi present. The 
myocardium on section showed no degenera¬ 
tive change, fibrosis, or neoplastic metastases. 
The valves on the left side of the heart re¬ 
vealed a mild degree of atheromatosis. On the 
right they were thin and velamentous. The 
heart weighed an estimated 375 grams. 

Lungs: The left lung weighed approximate¬ 
ly 350 grams. The pleural surfaces were 
clean. The hilar lymph nodes were quite en¬ 
larged and obviously involved by neoplasm. 
There was also induration around the major 
branches of the bronchial tree suggesting tu¬ 
mor metastases. The pulmonary artery was 
opened in situ and no emboli were present. 
The branches of the arterial tree of the left 
lung showed no emboli. The branches of the 
bronchial tree were quite rigid. On section 
the parenchyma was dark red, bloody, and 
somewhat moist but showed no tumor metas¬ 
tases or inflammatory infiltration. 

The right lung weighed an estimated 400 
grams. The Ivmph nodes and bronchi showed 
the same infiltration. Pleural surfaces were 
clean. The arterial tree negative. Pulmonary 
parenchyma was identical to the opposite side. 

Diaphragm: The hiatus was not enlarged 
and the musculature showed no apparent tu¬ 
mor metastases. 

Biliary System: The gallbladder was absent. 
The common duct was moderately distended, 
averaging about 9 mm. 

Liver: Weighed an estimated 1,700 grams. 
The parenchyma was slightly pale and soft. 
External surface was smooth; there were no 
neoplastic metastases or focal lesions found. 

Spleen: Weighed an estimated 90 grams. It 
showed a dark red, soft pulp with malpighian 
corpuscles of average prominence. 

Gastro-Intestinal Tract: The esophagus re¬ 
vealed nothing remarkable, but the stomach 
showed several neoplastic nodules along the 
lesser curvature in the cardiac and pyloric re¬ 
gions. The mucous membrane was intact; 
rugal markings were rather prominent. Thei'e 
was a small amount of mucoid fluid. The duo¬ 
denum revealed an intact membrane. The 
small bowel and colon were normal throughout. 
The appendix was absent. 

Pancreas: The pancreas measured 18 by 2.5 
by 1.5 cm. It showed a normal lobular pattern, 
without focal lesions. 

Adrenals: These revealed bilaterally a thin, 
yellow cortex and a grayish-white medulla. No 
tumor metastases were apparent. 
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Kidneys: The left ureter was not distended. 
The left side showed no aberrant vessels. The 
left kidney weighed an estimated 150 Gm. The 
capsule stripped easilj', revealing a smooth 
surface beneath. On section the cortex was 
8 mm., parenchyma about 22 mm. There were 
no neoplastic metastases or focal lesions. The 
renal vessels were not unduly prominent. 
There was no increase in the hilar fat or dila¬ 
tation of the pelvis and calyces. The right 
kidney weighed an estimated 150 Gm. The 
right ureter was not distended and there were 
no aberrant vessels. The capsule stripped eas¬ 
ily, revealing a smooth surface beneath. Cor¬ 
tex about 8 mm., parenchyma about 20 mm. 
The parenchjTnal appearance was identical to 
that of the opposite side. 

Bladder: Contained about 200 cc. of slight¬ 
ly cloudy, amber urine. The mucous membrane 
was smooth and intact. 

Genitaha: The uterus was absent. 

Great Vessels: There was no abnormality 
detected in the vena cava. The aorta revealed 
only slight atheromatous change. 

Histologic Examination. — Thyroid: The 
acini were of moderate size and lined by uni¬ 
form flattened or cuboidal epithelium. The 
nuclei were uniform. There was no disturbance 
of the lobular pattern. 

Parathyroid: The glands were composed 
largely of chief cells with a few oxyphil ele¬ 
ments. 

Striated Muscle: Sections of the ribbon 
muscles of the neck revealed no atrophy or 
fibrosis. 

Aariiiari/ Lymph Nodes; The nodes on the 
right revealed extensive replacement by neo¬ 
plasm. This was composed of small solid clus¬ 
ters of moderately large hyperchromatic cells. 
Occasionally a glandular pattern was seen. 

Thymus: This was largely replaced by 
adult fat. There were a few persistent clus¬ 
ters of thymocj'tes. 

Breasts: The right breast showed no tumor 
metastasis. The lobular pattern was largely 
suppressed, and there were irregularly .scat¬ 
tered clusters of small glands with dense sur- 
sounding fibrosis. The left breast, which was 
removed, revealed sparsely scattered clusters 
of tumor in the superficial fascia. 

Great Vessels: The aorta revealed no sj'phi- 
litic stigmas. The pulmonary artery was not 
remarkable. In the periaortic areolar tissue 
a few clusters of neoplastic foci were obsen'ed. 


Heart: The pericardium revealed a number 
of neoplastic nodules, in addition to diffusely 
scattered tumor in the subpericardial fat. The 
myocardium showed no metastasis, enlarge¬ 
ment of the fibers, fibrosis or inflammatory in¬ 
filtration. 

Lungs: The changes were similar through¬ 
out all lobes and will not be separately de¬ 
scribed. There was marked vascular ectasis, 
with albuminous exudate in the alveoli. No 
pneumonia was observed, but there were many 
clusters of tumor cells in the peribronchial and 
perivascular lymphatics, particularly on the 
left side. 

Diaphragm: The muscular portion showed 
no remarkable features. 

Gallbladder: This had been removed sur¬ 
gically. 

Liver: The lobule pattern was not disturbed. 
The organ was rather hyperemic, and at the 
lobular centers there was necrosis with neu¬ 
trophilic infiltration. This occupied one-third 
to one-half of the lobule. 

Spleen: Moderate congestion was present. 
The trabeculae were closely set and the mnl- 
pighlan corpuscles were small. 

GastrO‘intestinal Tract: The esophagus re¬ 
vealed nothing remarkable. The stomach 
showed tumor along the lesser curvature. This 
replaced much of the musculnris and had re¬ 
placed the mucosa with ulceration. The small 
bowel revealed no remarkable features except 
postmortem autolysis. The colon was not re¬ 
markable. 

Pancreas: There were several tumor nod¬ 
ules and some focal areas of pancreatic atro¬ 
phy. The neoplasm was identical in structure 
to the remainder of the metastases. 

I/refers; These showed no remarkable fea¬ 
tures. 

Adrenals: There was some diminution in 
the amount of fat present. The zone of reticu¬ 
laris was congested. The medulla revealed 
nothing remarkable, and no neoplastic foci 
were observed. 

Kidneys: The glomeruli were intact and 
averaged 4 to 6 per low power field. The tu¬ 
bules exhibited postmortem autolysis. There 
was no atrophy or inflammatory infiltration, 
and vascular sclerosis was slight. 

Bladder: Slight lympatic infiltration of the 
lamina propria was observed. 

Bone Marrow: The bone marrow revealed 
no remarkable features. . ^ 
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COMMENT 

This tumor was eradicated locall 3 ^ Me- 
tastases were predominantlj’- blood-borne, 
with the exception of regional nodes and 
pulmonaiy implants which were appar- 
entl 3 ' hmiphatic secondaiy to involvement 
of hilar glands. 

According to the large series collected 
b 3 ’- Abrams® of Montefiore Hospital, the 
folloving percentages obtain: mediastinal 
nodes, 66.5; pericardium, 35.3; gastroin¬ 
testinal tract, 14.4, and pancreas, 13.8. 
These figures are percentages of cases 
with involvement of the respective organs. 

Anatomic Diagnoses 

I. Adenocarcinoma, Left Breast 

A. Absence, surgical, left breast 

B. Adenocarcinoma, recurrent, 
left chest 

C. Adenocarcinoma, metastatic 

1. Pericardium 

a. Pericardial effusion 

2. Hilar l 3 Tnph nodes 

3. Lungs, bilateral 

4. Stomach 

5. Pancreas 

6. Axillaiy brniph nodes, right 

II, Necrosis, Focal, Liver 

III. Scars, Surgical Abdominal 
IVIultiple 

A. Absence, surgical 

1. Gallbladder 

2. Appendix 

3. Uterus, tubes, ovaries 

SUMMARY 

1. Malignant disease of the pericardium 
is uncommon. It is usuall}’’ as 3 rmptomatic 
and part of a generalized dissemination. 
Associated S 3 Tnptoms are usuall 3 ’' ascribed 
to the primar 3 ^ growth itself. 

2, A case of primaiy carcinoma of 
breast with metastasis to the heart is re¬ 
ported in detail together with necrops 3 ' 
^ata, 


3. The necrops 3 '^ incidence of pericardial 
involvement b 3 ’^ tumor is noted, and a re¬ 
view of literature is made. 

ZUSAMMENFASSUNG 

1. Bosartige Erkrankungen des Herz- 
beutels sind selten. Im allgemeinen verur- 
sachen sie keine Symptome und bilden nur 
einen Teil einer allgemeinen Ausbreitung 
der Erkrankung. Etwa auftretende S 3 ’^mp- 
tome warden gewohnlich der primaren 
Geschwulst zugeschrieben. 

2. Es wil'd im einzelnen auf die klini- 
schen Befunde und die Obduktionsergeb- 
nisse eines Falles von primarem Brust- 
driisenkarzinom mit Herzmetastasen 
eingegangen. 

3. Die Haufigkeit von Obduktionsbefun- 
den perikardialer Beteiligung beim Krebs 
wil'd unter Beriicksichtigung der Litera- 
tur eroi'tei't, 

RfeSUMfi 

1. Des tumeurs malins du pericard sont 
rares. En general ils ne font pas de S3’-mp- 
tomes et forment une partie de dissemina¬ 
tion generale. Des s 3 ’^mptomes associes 
son en general attribues au tumeur pri- 
maire. 

2. Un cas de cancer primaire du sein 
avec metastase au coeur est reporte en 
detail ensemble avec le materiel autop- 
tique. 

3. L’incidence d’une invasion pericar- 
diale du tumeur est notee et une revue de 
la litterature est donnee. 

RESUMEN 

1. La enfermedad pericardica maligna 
es rara; generalmente es asintomatica y 
constitutue una parte de unadiseminacion 
generalizada. Los sintomas asociados gen¬ 
eralmente son los que produce la neoplasia 
primaria. 

2. Se comunica en detalle junto con los 
hallazgos de la necropsia, un caso de car- 
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cinoma primario del seno con metastasis 
en el corazon. 

3. Se senala la incidencia observada a 
la necropsia de la participacion pericar- 
dica, haciendose una revision de la litera- 
tura. 

SUMARIO 

1. 0 cancer do pericardio e raro, sendo 
em geral assintomatico e constituindo 
parte de uma disseminagao generalizada. 
Os sintomas associados sao em gera atrib- 
uidos ao proprio crescimento primario. 

2. E apresentado com detalhes um caso 
de carcinoma da mama com metastase car- 
diaca, juntamente com os dados de autop- 
sia. 

3. A incidencia em necropsia do com- 
prometimento tumoral do pericardio e 
apresentada, sendo feita uma revisao da 
literatura. 

RIASSUNTO 

1. Le affezioni maligne del pericardio 
sono rare. Di solito sono asintomatiche e 


rientrano nel quadro di una diss 
zione generalizzata. I sintomi relati' 
gono, generalmente, attribuiti al 1 
primitivo, 

2. Viene riferito un caso di tumo 
mitivo della mammella con metasta 
diache, riscontrate all’autopsia. 

3. Viene commentata la frequenzs 
interessamento del pericardio da pa: 
tumori e riassunta la letteratura s 
gomento. 
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An American university is something new under the sun; not merely, perhaps 
not chiefly, an institution of learning, but a vast social and economic enterprise, a 
struggling organ of confused democracy, striving to grow, to make good, to find a 
popular function and pecuniary support. It may have diluted the intellectual heritage 
of the past, but has by no means thrown it away, and shows vigorous though prob¬ 
lematic energies peculiar to the present. 

College students are not the homogeneous crowd that some imagine. As in other 
societies, there is a dominant type or form that more or less imposes itself upon the 
whole, but underneath there are variants. ... In the eye of each, if you look for it, 
you may see an individual spirit, a self, often only partly at home with its fellows. 

— Cooley. 
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A Complement Fixation Test for the 
Diagnosis of Cancer 

H. D. KOEHLER, M.D., F.I.C.S., and A. BERNER, M.S. 

HAIFA, ISRAEL 


F rom the beginning of this century, 
when serologic methods were first de¬ 
veloped for the identification of bac¬ 
terial infections, similar principles have 
been applied for detection of malignant 
growths. No serologic method, however, 
proved sufficiently specific to justify a di¬ 
agnosis of cancer. 

In this paper we shall describe our in¬ 
vestigations of serologic reactions in the 
presence of malignant growths. One of us 
(H. K.) accepted the following hypothesis: 
The body tries to get rid of any foreign 
substance by excretion, mainly through 
the kidneys. This excreted substance may 
contain antigenic properties. 

The first experiments, made in 1931, 
showed that simple hemolysis or precep- 
itin tests were not applicable; the comple¬ 
ment fixation test seemed more promising. 

For our test we used (1) the patient’s 
serum, as containing the antibody; (2) 
the same patient’s urine for the antigen; 
(3) sheep antihemolysin for the ambocep¬ 
tor, and (4) guinea pig serum for the 
complement. 

For simplicity the serum and urine of 
patients with cancer are referred to in this 
paper as “cancer patient serum” and “can¬ 
cer patient urine.” A fresh specimen of 
urine was used without any special prep¬ 
aration. The tests were carried out with 
the urine and serum of cancer patients as 
well as with the urine of healthy, cancer- 
free persons. When alcoholic extracts of 
cancer patient urine were used as the 
antigen, the serum of the same patient 


gave a negative result in the complement 
fixation test, but it gave a positive result 
with syphilitic serum. This observation 
was particularly important in view of the 
fact that for the Wassermann reaction any 
suitable alcoholic extract may be used as 
the antigen. This may explain why the 
results of earlier experiments with the 
complement fixation test for cancer diag¬ 
nosis were inconsistent, as alcoholic ex¬ 
tracts from cancerous tissue were used 
almost exclusively. 

Primary Experimental Stage .—We in¬ 
vestigated 67 cases of malignant tumor, 
histologically confirmed, 4 of sarcoma and 

1 of myeloma. The results in 62 cases were 
clearly positive. One cherry-sized tumor 
of the breast, histologically diagnosed as 
scirrhous carcinoma, gave negative re¬ 
sults ; 2 sarcomas, positive results; a small 
fingertip melanoma, negative results, and 

2 generalized carcinomas, negative results 
(see explanation under Comment). Tests 
of 85 noncancerous patients gave negative 
results; of a patient with cirrhosis of the 
liver, positive results; of 2 pregnant 
women, positive results, and of two others, 
negative results. In a case of tuberculosis 
pedis, the results were positive during 
tuberculin treatment but later, on discon¬ 
tinuance of the treatment, became nega¬ 
tive. 

Method .—We finally adopted the follow¬ 
ing technic for the complement fixation 
test. It includes three stages: (1) titra¬ 
tion of the complement; (2) setup of anti¬ 
complement control, and (3) the comple¬ 
ment fixation test itself. 


From the Elisha Hospital, Haifa. 
Submitted for publication Jan. 12, 1955. 
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Stage 1: Fresh active guinea pig serum, 
diluted 1 :S0, was used for the complement. 
Four test tubes containing respectively 
0.1, 0.2, 0.3 and 0.4 cc. of the serum, were 
prepared, and the volume was made up to 
1.2 cc. with saline solution. The hemolytic 
agent (1 cc. of 2 per cent washed sheep 
corpuscles, 0.5 cc. of the ambocepter), was 
added to each, and the tube was incubated 
at 37 to 40 C. for ten minutes. The pres¬ 
ence or absence of lysis of the corpuscles 
was determined. The smallest amount of 
serum that still produced lysis was used 
as the complement in the fixation test. 

Stage 2: Suspect cancer patient serum, 
inactivated for thirty minutes at 50 C.; 
0.2 cc. of saline solution and complement 
according to the titration (Stage 1) were 
incubated simultaneously with the com¬ 
plement fixation test for thirty minutes 
as an anticomplement control. 

Stage S: Suspect cancer patient serum, 
after inactivation for thirty minutes at 
66 C., was distributed in two sets of test 
tubes as follows: Series 1, 0.2, 0.4, 0.6 
and 0.8 cc. respectively; Series 2, 0.2 cc. 
each. 

The serum in the tubes in Series 1 was 
made up to 0.8 cc. with saline solution, 
after which the complement was added 
according to titration, with 0.2 cc. of un¬ 
treated urine. 

To series 2, 0.4, 0.2, and 0.0 cc. of saline 
solution, complement as in Series 1, and 
0.4, 0.6 and 0.8 cc. of urine were added 
respectively. After incubation for thirty 
minutes at 36 or 37 C. the hemolytic agent 
was added, as in Stage 1, to the anticom¬ 
plement control and to the complement fix¬ 
ation test. 

A first reading was taken after ten to 
fifteen minutes, in order to record the 
lysis in the anticomplement control. A 
second recording was taken after a fur¬ 
ther fifteen-minute incubation. 

Evaluation of the Test .—All specimens 
of serum without hemol.vsis in at least 2 


tubes were called “positive.” Specimens 
of serum showing no hemolysis at the time 
of hemolysis in the anticomplement con¬ 
trol but showing hemob'sis later were 
called “slightly positive.” Specimens of 
serum showing complete hemolysis at the 
time of hemolysis in the anticomplement 
control were called “negative.” Serums 
with no hemolysis in the anticomplement 
control were discarded (self-inhibition). 
To insure the specific nature of the test, a 
parallel control with cancer-negative and 
with syphilis-positive and syphilis-nega¬ 
tive serums, as in a Wassermann test, is 
recommended. 

Results .—With the aforedescribed tech¬ 
nic, the following results were obtained: 
Cancer gave positive results in 29 cases 
and negative results in 5. In 1 case of 
cancer of the liver the result was negative 
but two months later became positive. 
Positive results were obtained in 15 cases 
of pregnancy and negative results from 15 
cancer-free patients. In 4 cases a positive 
reaction became negative after removal of 
the tumor. 

Presence of Antigen in the Unne. — To 
corroborate the view that the urine really 
contains a substance acting as antigen in 
the complement fixation test, the following 
experiments were carried out: 

1, A Cross test between serum and 
urine, both from various patients with 
cancer, gave positive results, whereas 
negative results were obtained when nor¬ 
mal serum was used with the urine from 
cancerous patients. 

2, Filtration of the urine of cancerous 
patients by Berkefeld filter (No. C.). This 
abolished the positive result. 

3, Absorption test. 1 cc. of cancer pa¬ 
tients* serum and 0.1 cc. of cancer pa¬ 
tients’ urine were mixed and incubated 
for two hours at 37 C. and shaken at fif¬ 
teen-minute intervals. The tube was then 
placed in a refrigerator at 4 C. for forty- 
eight hours. After thi.s period the .serum 
gave a negative complement fixation reacr^ 
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presence of chylolymphatic fluid within 
the cyst on the basis of a direct connection 
with a lymphatic structure, an indirect 
connection maj’^ also exist. The so-called 
“secondaiy” chylolymphatic cysts due to 
secondaiy accumulation of fluid into a pre¬ 
existing cyst due to another cause must 
also be considered. In my own opinion a 
cyst formed, for example, by encapsulation 
of a foreign body, such as blood or sur¬ 
gical material, may later acquire fluid 
through diapedesis, with lymphatic “in- 
travasation.” 

In still other varieties there may be 
multiple etiologic factors or co-factors at 
work. For example, in the formation of 
an embryogenic cyst of the mesentery 
(where they occur most often in its upper 
portion), intestinal rotation may be impor¬ 
tant as an etiologic factor, because of the 
rich lymphatics which are present at the 
} root of the mesentery and which may be 
y' influenced by the torsion process. With 
respect to the large bowel, a similar me¬ 
chanical and embryonic moment with 
bmiphedema might occur with the flxation 
of the ascending or descending colon to the 
dorsal abdominal wall through the fusion 
of mesocolic areas (Fig. 1). Lee^° collected 
20 recorded cases of retroperitoneal cysts 
which were alluded to in the literature as 
chylolymphatic. It is impossible to say 
whether such cysts arise primarily’’ from 
the retroperitoneal fatt 3 '- areolar tissue or 
whether thej'^ are primarilj'^ of mesocolic 
or mesenteric origin. 

Another type of cj'^st is the so-called 
hemorrhagic type, which is usually due to 
a traumatic or spontaneous hemorrhage 
with hematoma formation, or with onlj’^ 
infarcted areas from which cj'^stic forma¬ 
tions maj’- follow encapsulation and central 
liquefaction. Thromboembolic phenomena 
in small vessels likewise maj'- be an etio¬ 
logic factor. Furthermore, a secondary 
intracj’stic hemorrhage maj’- occur as a 
complication of a preexisting nonhemor- 


rhagic cyst and thereby mask the primi¬ 
tive histopathologic appearance. 

Embrj’-ogenic cysts from the urogenital 
tract are relatively rare and often are 
diagnosed differently. A better under¬ 
standing of their origin requires an em- 
bryologic study. 

The primitive gastrointestinal tract 
originates within the medium partition of 
the celomic cavity that suspends the prim¬ 
itive gut from the dorsal and ventral body 
walls and forms the dorsal and ventral 
mesenteries respectively. At the time when 
muscles and vertebrae form, the urogenital 
structures are displaced forward, and bits 
of ectoderm maj’- be carried forward with 
such structures. With the differentiation 
of the dorsal mesentery the displacement 
of various epithelial structures of pro¬ 
nephros or mesonephros into the abdom¬ 
inal cavity may occur together with the 
mesentery, which, according to Hausmann 
and Budd,^'^ explains the occurrence of 
certain rare dermoids. The dermoids are 
usually lined with squamous epithelium 
and may contain hairs or sebaceous mate¬ 
rial. All degrees of differentiation may be 
encountered, and in the more complex 
cj’sts, such as teratomas, teeth, cartilages 
or bone may be found. 

The genital ridge develops lateral to the 
intestinal mesentery while the duct of the 
Wolffian body is on the lateral margin of 
the former and dorsal to Muller’s duct. 
The genital and wolffian bodies have a 
common urogenital mesentery. It is there¬ 
fore possible, as was noted by Ackerman,^® 
for portions of these embryonic structures 
to migrate into the retroperitoneal tissue 
and invade the intestinal mesentery, act¬ 
ing as nuclei of mesenteric tumors in the 
postnatal period. Ewing and James^® ob¬ 
served these cysts of supposedly nephro¬ 
genic origin to be most common in women. 
The fibrous walls of these structures are 
lined by high cylindric or cuboidal epithe¬ 
lium and may contain cells resembling 
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renal or adrenal cortex. The contents of 
the cysts are brown, serous and usually 
mixed with pseudomucin. 

To the urogenital group of cysts also 
belongs the endometrioma (chocolate cyst) 
which is rare and contains endometrial 
columnar epithelium. These cysts may be 
embryogenic from the bits of primitive 
lining epithelium of the miillerian duct, by 
abnormal differentiation of primitive cells 
of the nephrogenic cord, or by metaplasia 
of those partially differentiated cells of 
urogenital origin (especially ovarian epi¬ 
thelium). However, “Sampson’s theory” 
of detachment of endometrial bits (during 
menstruation, abortion, labor, trauma or 
operative procedures), with their subse¬ 
quent retrograde migration via the tubes 
to the peritoneal cavity and subsequent 
implantation upon intraperitoneal struc¬ 
tures, provides an explanation of cysts 
that may originate in the postnatal period. 

Enterocystomas (enteric or enterogen¬ 
ous cysts) and enteric duplications belong 
also to the embryogenic group. These 
structures, which may occur at any point 
from the mouth to the anus, are charac¬ 
teristic, because they are composed of a 
gastrointestinal type of epithelial lining 
and in many instances may have smooth 
muscle that may be fused with the normal 
intestinal muscular layer. The muscle of 
the intestine may also split and leave the 
cyst isolated between the peritoneal leaves 
of the mesentery. The lining cells occa¬ 
sionally are ciliated, resembling those of 
the embryonic digestive tract. Their con¬ 
tent may be colorless, yellow, brownish or 
mucinous. The location of the cyst may be 
within the bowel, projecting into the lu¬ 
men, or it may project outward in both 
directions; but in the majority of instances 
the position is intramesenteric. The cyst 
may vary in size from microscopic to true 
duplications and to the real thoracointes- 
tinal monstrosities noted by Aithen.^" In 
the latter case intestinal duplication was 


noted from a Meckel’s diverticulum to the 
anal canal and also double rectovaginal 
cloacae, a double vagina and a bicornate 
uterus were present. Other reported cases 
of intrathoracic duplications or thoraco¬ 
abdominal diverticula communicating with 
the small bowel have been presented by 
Davis and Barnes.^' On the other hand, an 
enterocystoma about 2 cm. in maximal di¬ 
ameter was observed in a mesenteric 
nodule excised during an operation (Case 
2 ). 

The term "duplication of the alimentary 
tract” was selected recently by Gross, 
Holcomb and Farber-- as an “inclusive” 
term for all kinds of enterogenous cystic 
formations. However, when one considers 
the different etiologic possibilities, such as 
the “diverticular” one, with its spherical 
and often small growths in which the in¬ 
tention of duplication is generally com¬ 
pletely absent, the term is not all-inclusive. 
The true duplications instead are elon¬ 
gated hollow structures of the tubular 
type and originate mostly by “vacuoliza¬ 
tion.” The duplications may occur at any 
site in the alimentary tract, including the 
gallbladder and appendix. Therefore, in 
my opinion, the term “duplication” should 
be applied only in those cases in which the 
formation and subsequent development 
present a real macroscopic appearance of 
duplication or triplication, as the case may 
be. The term may also be applied in rare 
cases in which there is microscopic imita¬ 
tion of a double portion of alimentary 
canal as revealed by the presence of vari¬ 
ous mucosal patterns, which are those of 
the various portions of the alimentary 
tract. A case of duplication "in minia¬ 
ture” is considered in a different portion 
of this paper. The remainder of the cystic 
formations belong to the enterocystomas. 

Many theories have been advanced to 
explain the origin of these cysts. Ed¬ 
wards,-’ for example, in 1929 expressed 
the opinion that the duplications resulted 
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from an attempted formation of a twin, 
which occurred at such a late stage that 
the effect was limited to a segment of 
bowel. In 1935, Hudson-^ considered a re¬ 
version to earlier phylogenic forms as a 
possible explanation after observations 
that double cecums occur in fowls. This is 
somewhat similar to the theorj’’ of cocc 5 '^- 
geal cj’^sts or fistulas bj^ atavistic regres¬ 
sion, in cases of which “oils’- glands” were 
observed in the sacrococcj’^geal region of 
the fowl. But however the case maj’- be, 
man took his origin from an amphibious 
gi'oup or reptiles and not from the fowls, 
which deviated earlier in the zoologic 
scale. The origin of enterogenous cj’^sts 
maj’ well be in agreement with the simple 
theorj’- of fetal remnants or inclusions of 
Cohnheim-Durante (displacement of em- 
brj’-onic cells). These remnants maj’ be 
absorbed later by the action of proteol 3 d;ic 
■ agents and macrophages, or they may re- 
/ main atrophic. They niaj% however, as 
heterotopic tissue give rise to a normal 
maturation and multiplication or even to 
neoplastic growth. 

More detailed theories, however, have 
been developed in an attempt to obtain a 
more complete picture concerning the ori¬ 
gin of these lesions. Examples of these are 
the “diverticular” and “vacuolization” 
theories. The diverticular theoiy started 
in 1905 with the observation of Keibel, 
who noted that the intestinal embiyonic 
diverticulum seems to arise as a result of 
a constricting process which permits it to 
become isolated and independent or even- 
tualh’ to remain with some connection to 
the adjacent intestinal lumen. In 1908 
Lewis and Thjmg-^ and later Evans-® re¬ 
ported occurrence of such diverticula in 
human embryos four to eight weeks old, 
and 10 to 30 mm. in length, as a constant 
feature of embryonic development occur¬ 
ring most frequently in the ileum. In ad¬ 
dition to their occurrence on the mesenteric 
border, they may also be present along the 


antimestenteric surfaces or even lying 
free in the abdominal cavity, to which they 
may be attached by thin mesenteric stalks. 
Normally these diverticula disappear latex- 
in their development, but if they should be 
i-estricted by the expansion of a muscular 
layer they will remain submucosal. When 
they persist, they most frequently per- 
foi-ate the muscular layer along the paths 
of the small blood vessels and continue 
their expansion by pushing the serosa out¬ 
ward. The process maj'- be arrested here, 
or it mas’- continue, so that a free cyst is 
foi-med. A few cases of giant thoraco¬ 
abdominal divei’ticula originating from 
the small bowel and extending into the 
thorax are well explained by this theory. 

Laipply’s theorj’-" concerning the for¬ 
mation of bronchial, esophageal, gastric 
and enteric cj’sts of the mediastinum is 
also diverticular theory. In the embry¬ 
onic stage the fusion of the lateral walls 
that form the ti'acheo-esophageal septum 
begins from below. At this time a small 
bud of divei'ticulum of the foregut, if 
pinched off, can be carried caudally by the 
downward growth of the lungs to the me¬ 
diastinum. The diverticulum will then 
contain entoderm and mesoderm which 
ax-e destined to become part of the tx-achea, 
broxxchi, esophagus, stomach or intestine. 

the divex’ticular theox-jq and also by 
the theox’ 3 ’- of vacuolization of the hollow 
ox’gans now to be considered, it is possible 
to explain the duplication, abberant, 
heterotopic or remnant tissues and acces- 
sox’ 3 ’- organs that ma 3 ’- occur with the 
spleen, pancreas, liver, th 3 ’-roid, pax-ath 3 ’- 
x'oid or th 3 '-mus gland. Johnson-® and later 
Bremer-® as well as Langston, Tuttle and 
Betton®® have described the manner in 
which, in a 6-week embx-yo, the lumen of 
an 3 ’- portion of the alimentax-y tx-act ma 3 ’' 
become completely occluded b 3 ’- the x-apid 
prolifex’ation of epithelial cells. During 
this so-called “solid stage” of development 
of the alimentary tract, small intracellular 
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ization of this cyst was that the lesion 
primarily had a mesocolic position but 
that, during the period of fixation of the 
ascending colon to the dorsal abdominal 
wall through the fusion of mesocolic areas, 
it acquired a frank retroperitoneal posi¬ 
tion, where it continued to grow in the 
postnatal period. This possibility should 
always be considered when lesions are 
present in any portion of the adult ascend¬ 
ing or descending colon. Similar consider¬ 
ation can also be given to the chylolym- 
phatic variety reported by Lee*“ (Fig. 1). 

The final considerations in Peterson’s 
classification are devoted to pseudocysts. 
These include lesions of infective origin, 
such as hydatid cyst, degenerative tuber¬ 
culous disease and the malignant forms. 
In the neoplastic group the lesions may 
be those of primary malignant tumor, be¬ 
nign growth or cystic tumor that has 
undergone secondary neoplastic degener¬ 
ation, in which case they can also be con¬ 
sidered in the group of possible complica¬ 
tions. This group should also include any 
granulomatous disease that becomes local¬ 
ized in the mesenteric, mesocolic or omental 
tissues or lymph glands and later undergoes 
secondary cystic transformation by degen¬ 
eration, central necrosis, cavitation, etc. 
Foreign bodies that produce infiammatory 
reactions may serve as nuclei for cystic 
formations. Infarcted areas, hematomas 
or surgical material may produce a cyst 
by encapsulation and present secondary 
lymphatic intravasation. The report of 
Case 6 describes a cyst detected during 
appendectomy. A greatly adherent appen¬ 
dix was noted at operation, with a cyst 
between the layers of the meso-appendix 
extending subserously toward the head of 
the cecum. Twenty-four years later a 
multilobulated cystic conglomeration was 
observed subserously on the anteromedial 
aspect of the cecum; it extended from the 
terminal portion of the ileal mesentery. 
It presented a fibrous wall, infiltration with 




(below) fixation. (From L. B. Arey, Develop¬ 
mental Anatomy, The W. B. Saunders Company, 
1935. 

inflammatory cells and an occasional non- 
conclusive cellular lining. The first cyst 
was dealt with surgically by removing 
the outer covering only. It is therefore 
possible that the remains of the cystic wail 
continue to proliferate and subsequently 
re-form the cyst. But one must also con¬ 
sider the possibility that operative trauma 
served to activate the functional or prolif¬ 
erative tendencies of other embryonic rem- 
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appear to be the reason why retrogression 
or conversion of the acini or ventral never 
occurs later. Furthermore, if there had 
been participation of the ventral pan¬ 
creatic portion formed by ventrally situ¬ 
ated vacuolization, one might expect to find 
also a mucosal pattern in the biliary tract, 
which develops in close embryonic rela¬ 
tion to the ventral pancreatic portion. This 
case illustrates the point of extreme com¬ 
plexity in the etiopathogenesis of such 
cysts and furthermore indicates how ex¬ 
tremely variable the histopathologic pic¬ 
ture may be. A thorough embryologic 
study is undoubtedlj^ essential to better 
understanding of these cases. 

Because of the omental oi'igin, for ex¬ 
ample, the colonic tj’pe of mucosal pattern 
in omental cysts would not be admissible. 
In other words, the mucosal pattern of an 
enterocystoma or a duplication would cor¬ 
respond to that of the adjacent bowel and 
consequently would be of “segmental” 
distribution. However, this is not invari¬ 
ably the rule. Heal enterocystomas have 
been observed containing islands of colonic 
epithelium, and Gross, Holcomb and Far- 
ber-- have noted colonic epithelium in eso¬ 
phageal areas; similarly, gastidc linings 
have been seen in some jejunal areas. 
These and similar deviations of the “seg¬ 
mental law” may well be explained by 
vacuolization formations. Such formations 
occur in the very early stages of grovdh 
of the alimentary tube, when various 
mesodermic portions destined to become 
the esophagus, stomach, ileum, etc., are 
closely interrelated. It is in this way that 
one may discover how two quite different 
but closely situated mesodermic portions 
of the tube may participate in vacuoliza¬ 
tion. This serves to explain the occurrence 
of various tissues observed in the omental 
cyst previously described and justifies its 
inclusion under the term duplication “in 
miniature.” With respect to omental local¬ 
ization associated with colonic epithelium. 


which also may occur, it should be remem¬ 
bered that during the embryonic period the 
dovmward extension of the bursa and 
fusion •\%’ith the transverse colon and 
mesocolon occur. Then, with further ex¬ 
tension, the pinched-off colonic diverticula 
may be carried together with the bursa. 
Omental enterocystomas, however, are ex¬ 
tremely rare, and those C 5 '^sts that do occur 
are almost always of the chylolymphatic 
variety. As Hertzler^^ remarked, the 
omentum is the Good Samaritan of the 
abdominal cavity, always readj'^ to render 
aid and seldom becoming diseased itself. 
The last part of this statement is true, 
particularlj^ with regard to primary tu¬ 
mors of the omentum, which are rare 
indeed. 

Various cysts presenting gastric muco¬ 
sal patterns may also be closely attached 
or related to the stomach. When they 
occur early they appear within the lesser 
omentum and subsequently in the gastro- 
duodenohepatic, gastrocolic or gastro- 
splenic ligaments. Because of this position 
and character they mas'^ well be called 
“intraligamentous gastrocj'Stomas.” Other 
masses, however, are more common in 
these particular areas (accessory or ab- 
berant spleen, etc.). 

In addition, the transverse mesocolon has 
been known to present pancreatic meso- 
colic cj’^sts, either bejmnd the colon or 
below it. Such cj’^sts, however, more often 
protrude into the lesser sac and appear 
between the stomach and the liver, or 
between the stomach and the colon but 
behind the gastrocolic ligament. 

Frank polycystic mesentei'ic, mesocolic or 
omental disease has never been described. 
Case 5 in this paper has considerable clini¬ 
cal interest. It is an example of a retroperi¬ 
toneal enterocystoma that was attached just 
behind the ascending colon and was of the 
silent clinical tjqje. It presented cuboidal 
secreting epithelium of the early colonic 
tjqie. The explanation given for the local- 
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ization of this cyst was that the lesion 
primarily had a mesocolic position but 
that, during the period of fixation of the 
ascending colon to the dorsal abdominal 
wall through the fusion of mesocolic areas, 
it acquired a frank retroperitoneal posi¬ 
tion, where it continued to grow in the 
postnatal period. This possibility should 
always be considered when lesions are 
present in any portion of the adult ascend¬ 
ing or descending colon. Similar consider¬ 
ation can also be given to the chylolym- 
phatic variety reported by Lee'" (Fig. 1). 

The final considerations in Peterson’s 
classification are devoted to pseudocysts. 
These include lesions of infective origin, 
such as hydatid cyst, degenerative tuber¬ 
culous disease and the malignant forms. 
In the neoplastic group the lesions may 
be those of primary malignant tumor, be¬ 
nign growth or cystic tumor that has 
undergone secondary neoplastic degener¬ 
ation, in which case they can also be con¬ 
sidered in the group of possible complica¬ 
tions. This group should also include any 
granulomatous disease that becomes local¬ 
ized in the mesenteric, mesocolic or omental 
tissues or lymph glands and later undergoes 
secondary cystic transformation by degen¬ 
eration, central necrosis, cavitation, etc. 
Foreign bodies that produce inflammatory 
reactions may serve as nuclei for cystic 
formations. Infarcted areas, hematomas 
or surgical material may produce a cyst 
by encapsulation and present secondary 
lymphatic intravasation. The report of 
Case 6 describes a cyst detected during 
appendectomy. A greatly adherent appen¬ 
dix was noted at operation, with a cyst 
between the layers of the meso-appendix 
extending subserously toward the head of 
the cecum. Twenty-four years later a 
multilobulated cystic conglomeration was 
observed subserously on the anteromedial 
aspect of the cecum; it extended from the 
terminal portion of the ileal mesentery. 
It presented a fibrous wall, infiltration with 




Fig. 1.—Transverse section through the abdomen, 
showing the left colon before (above) and after 
(below) fixation. (From L. B. Arey, Develop- 
mental Anatomy, The W. B. Saunders Company, 
1935. 

inflammatory cells and an occasional non- 
conclusive cellular lining. The first cyst 
was dealt with surgically by removing 
the outer covering only. It is therefore 
possible that the remains of the cystic wall 
continue to proliferate and subsequently 
re-form the cyst. But one must also con¬ 
sider the possibility that operative trauma 
served to activate the functional or prolif¬ 
erative tendencies of other embryonic rem- 
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nants or microinclusions that might have 
been present, since the apparent base of 
the multilobulated lesion at the second 
operation was in the terminal mesenteiy at 
the ileum. A further consideration might 
be related to the trauma and foreign bodies 
introduced at the first operation, which 
conceivably could give rise to local reaction 
or IjTnphedema (the latter occurring be¬ 
cause of poor Ijunphatic drainage due to 
scarring), and therefore contribute to the 
formation of cj’sts in the postoperative 
period. Cysts of this origin formerly ob¬ 
served have been called “serous” cj’^sts in 
some instances. A similar condition maj’ 
arise in the case of postoperative cj’^sts of 
the broad ligament; however, the other 
factor, activation of embiyonic remnants, 
may also play a role. 

There are many types of cystic forma¬ 
tions remaining, and these fall into the 
.^.unidentified groups. There are those with 
a nonconclusive histologic pattern and 
whose embryonic origin is doubtful. There 
are others which, histologicallj'', have a 
fibrous appearance, with nonspecific cellu¬ 
lar infiltration, and whose classification is 
a matter of speculation. Among this uni¬ 
dentified group are those cysts which have 
undergone distortion, destruction, atrophy, 
fibrosis or necrosis of their cellular struc¬ 
ture, secondaiw to a chronic or acute in¬ 
flammatory process, intracystic pressure, 
hemorrhage or other environmental fac¬ 
tors. In addition, there may also be an 
intrinsic involutional process that brings 
about the intimate structural alterations 
of the cyst impossible to identify. 

Finally, a case is presented here (Case 
2) in which a small nodule was removed 
from the mesentery. The first impi'ession 
was that this was a Ijonph node, but later 
histologic examination revealed it to con¬ 
tain two small cystic formations, each 2 
mm. in diameter. One of these cysts had 
retained all its identifiable characteristics 
and was classified as a “microenterocys- 


toma” while the other had undergone obvi¬ 
ous alteration and thereby remained uni¬ 
dentified. It was believed, however, that 
the two cysts were of the same embiyonic 
and histologic structure but, owing to some 
of the aforementioned factors, had become 
dissimilar. 

On the basis of these observations a 
more comprehensive classification of the 
tumors in question would be as follows: 

MESENTERIC, OMENTAL AND MESOCOLIC TUMORS* 

1. Solid (with possible but extremely rare 
secondary partial cystic degeneration) 

A. Emhryogenetic simple forms (such as 
hetex'otopic, ectopic, aberrant or acces¬ 
sory organs) 

B. Neoplastic: 

(a) benign 

(b) malignant (primary or metastatic) 

C. Gi'antdomatons : 

(a) inflammatory (tuberculosis or 
other infections, F. B., etc.) 

(b) neoplastic (systemic or localized 
IjTnphomatous or other diseases) 

(c) due to combined etiologic factors 
(xanthogranulomatosis) 

2. Cystic 

A. Embryogenetic: 

(a) Cyst, simple, from: 
alimentary tract (enterocj'stoma, 
duplication, pancreatic cj'st) 
urogenital tract 

IjTnphatic tissue (chylolj^mphatic 
cyst) 

(b) Neoplastic forms, 

benign, from: gastrointestinal tract 
or pancreas (cystadenomas) ; lym¬ 
phatic tissue (chylolymphangi- 
oma); other retroperitoneal struc¬ 
tures (dermoids) 

malignant, from retroperitoneal 
structures (teratoma) 

B. Acquired (postnatal): 

(a) Simple 

chylolymphatic (traumatic, vascular 
obstruction, inffammatoiy reactions, 
including F. B. with Ijunphedema, 
etc.) 

hemorrhagic (traumatic, sponta¬ 
neous, thrombo-embolic phenomena, 
_ etc.) 

(•In cases of G.I. cysts it will be evident that pancreatic 
tissue will not occur within the sigmoid mesocolon.^ nor will 
cysts with a genitourinar>' pattern be found within the 
omentum, etc. These are explained on the basis of the 
“relative** segmental distribution, previously treated.) 
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parasitic (hydatid) 
cystic degeneration of solid granu¬ 
lomatous tumor 

(b) Neoplastic cystic forms (primary 
or due to degeneration, necrosis, 
cavitation, regression, etc. of neo¬ 
plastic solid tumors) 
benign (chylolymphangioma, oily 
cyst, etc.) 

malignant (primary or metastatic 
from ovaries, etc.) 

C. Unidentified^ benign group with a non- 

conclusive histopathologic pattern: 

(a) primary 

(b) secondary to spontaneous involu¬ 
tion (fibrosis, atrophy), or altera¬ 
tions induced by complications 

Symptoms, Differential Diagnosis and 
Roentgenologic Aspects .—Mesenteric and 
mesocolic masses and, to a lesser extent, 
omental masses, which are more easily 
movable when adhesions are absent, often 
grow to a comparatively large size before 
giving rise to any clinical manifestations. 
This is possible because of a rather ex¬ 
tensive abdominal space with easily dis¬ 
placeable organs. The exact nature of the 
abdominal mass is generally obscure, and 
final diagnosis cannot be made until the 
time of surgical intervention. In many 
cases the course is silent, and the manifes¬ 
tations are coincidental with the develop¬ 
ment of complications. Thus, the compli¬ 
cations mask the primary lesion because 
they may produce a picture simulating 
that of acute disease of the abdomen, and 
the differential diagnosis is varied to such 
a point that an exploratory laparotomy 
will be necessary in most cases. Between 
the two extremes of a “silent" course and 
an acute diseased abdomen, clinical signs 
and symptoms may be present. 

The patients may include in the history 
an account of abdominal or even lumbo¬ 
sacral pain or localized tenderness, dis¬ 
tension, malaise and nausea, but they 
will rarely mention vomiting, anorexia 
or loss of weight. The only constant 
symptom in almost all the observed cases 


is a continuous, dull abdominal pain, 
which is usually referred to as an ache, 
localized and not radiating. The possibility 
of palpating the mass is the most im¬ 
portant factor, but in many cases its size 
makes this impossible. Identification of 
the mass is especially difficult in crying or 
straining infants. In the presence of a 
definite palpable mass it is often possible 
to detect a zone of resonance around its 
margins, due to the displacement of the 
intestinal loops that lie in proximity to 
the mass. Depending on the position, form 
and consistency, and with the aid of roent¬ 
gen examination, the diagnosis may be 
made preoperatively, but in most cases this 
is impossible. The diagnosis is usually 
arrived at by a process of e.xclusion of 
other possibilities when it is impossible to 
link up the existing mass with a given syn¬ 
drome. Often, only the consideration of a 
mesenteric tumor in differential diagnosis 
is possible. 

Roentgen studies of the gastrointestinal 
tract will often show displacement of loops 
of intestine, with compression and elonga¬ 
tion of the wall or narrowing of the lumen, 
when the mass is in close approximation 
to the bowel and is of sufficient size. Fusi¬ 
form ribbon-like thinning of the intestinal 
wall, oval dilatation with an eccentric 
channel formation centrally projecting and 
the possibility of radiolucency of the mass 
have been all pointed out by Bersack, 
lovine and Tievsky.^^ When dealing with 
dermoids or teratomas one will encounter 
various concretions and possible fetal 
parts, which will aid in making the diag¬ 
nosis. In various other situations, i. e., 
degenerated tuberculous process, hemato¬ 
ma, hydatid cyst, etc., concretions also 
occur but because of their position thej’ can 
usually be differentiated from dermoids 
and teratomas occupying pelvic areas. 
Hinkle^" has reported a case of a calcified 
liTnphatic cj’st, and he oi. d also 
importance of roentgen “' " • 
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bowel produced by the presence of the 
mesenteric cysts. It has been reported by 
Swartley^® that a small number of cases 
appear in the literature in which calcium 
was observed upon section of the cyst wall. 

In differentiation between the retroperi¬ 
toneal tumors and intra-abdominal masses, 
pyelographic studies are of great value 
when correlated with an accurate physical 
examination. The anatomic disposition of 
the ureters makes urologic studies impor¬ 
tant in the diagnosis of retroperitoneal 
tumors, since ureters that are adherent to 
the posterior abdominal wall become dis¬ 
placed in the presence of retroperitoneal 
masses. Changes in the calyces and renal 
pelves with displacement of the kidney, 
are also important factors. The retro¬ 
peritoneal masses often included in the 
differential diagnosis with the tumors 
discussed in this paper have been encoun¬ 
tered more often in the past decades. Rarely 
these retroperitoneal masses, by their ven¬ 
tral extension, maj'’ assume a secondary 
midabdominal, intramesenteric or inti-a- 
mesocolic position and thereby present a 
diagnostic problem even during laparot¬ 
omy ; but the retroperitoneal tumors have, 
in genei'al, solid and firm attachments to 
the dorsal abdominal wall. As a result of 
the expansion the mesentery or mesocolon 
usually remains attached to the anterior 
tumor wall, and only in cases of malignant 
disease is there formation of an adhesive 
fibrinoplastic exudate. 

Apart from the pyelographic picture, 
these tumors might also cause pressure 
symptoms in the intestine and other pecu¬ 
liar symptoms, such as paresthesiae, with 
radiation of the pain to the thighs and legs, 
edema of the legs, etc. Histopathologically 
these masses orginate fi’om mesodermal, 
neurogenous embiyonic remnants, renal 
blastema or metastases, but the origin of 
some is questionable. The area of original 
development is located somewhere in the 
region of the lumboiliac area between the 


parietal peritoneum and the posterior ab¬ 
dominal wall. The area contains mostly 
loose areolar tissue, with the ureters, 
the renal and testiculo - ovarian vessels, 
nerves and ganglions, inferior vena cava, 
the aorta, and many regional lymph glands 
with relative tributaries. Tumors of vari¬ 
ous kinds may arise from these different 
structures, as well as from pancreatic, 
renal, adrenal or vertebromedullary struc¬ 
tures. 

Differentiation between the retroperito¬ 
neal tumors and the mesenteric and meso- 
colic masses is not all that remains of the 
problem. There are ovarian tumors, can¬ 
cers or other intestinal tumors, peduncu¬ 
lated myofibromas of the uterus, various 
appendicular or diverticular intestinal 
formations, cysts of the omphalomesen¬ 
teric duct (this could be well included in 
the group of enterocystomas) and of the 
urachus, respectively aseptic or inflamed. 
Even peritoneal mesotheliomas may be in¬ 
cluded among the many possibilities. It 
can be said, therefore, that mesenteric and 
mesocolic tumors are among the lesions 
that have the widest variations and the 
most complex differential diagnosis; but, 
fortunately, all these possibilities are sur¬ 
gical, requiring sooner or later an opera¬ 
tive procedure. In some rare cases of 
embryogenetic tumor there have been as¬ 
sociated congenital anomalies — Meckel’s 
diverticulum, esophageal or ileal atresia, 
omphalocele, intestinal malrotation, im- 
pei’forated anus, double uterus, hemiverte- 
brae or double hemivertebrae. Of 68 
patients with “duplications” (Gross, Hol¬ 
comb and Farber-2), 21 had some such 
associated defects. A careful exploration 
of the entire abdominal cavity at the time 
of any exploratory laparotomy, therefore, 
is extremely important in the detection of 
coexistent lesions. Paracentesis may be 
done if ascites occurs, but errors can be 
expected, because of mesothelial or signet 
ring cells at times simulating neoplasia. 
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Evolution and Complications .—The evo¬ 
lution and complications of mesenteric, 
mesocolic and omental tumors, especially 
the cystic ones, are closely related one to 
the other. The complications are different 
and are often responsible for histologic 
alterations in the structure of the cystic 
forms, which make identification difficult. 
On the other hand, in the presence of such 
complications the objective clinical obser¬ 
vations in arising surgical emergencies 
simulate those associated with acute ab¬ 
dominal disease, and the laboratory data 
are not helpful. The complications are of 
three general types — mechanical, inflam¬ 
matory and degenerative. Because of the 
size of the tumor, the effect of traction, 
compression and torsion of the bowel, a 
partial intestinal obstruction may arise, 
later becoming total acute mechanical 
ileus. The last-mentioned condition may 
often occur suddenly with no previous his¬ 
tory or symptoms, especially in infants 
and children. Intussusception or volvulus 
has also been reported. The same mechan¬ 
ical factors may act on the tumor itself, 
provoking ischemic necrosis (necrobiosis) 
because of the altered blood supply, espe¬ 
cially if high intracystic pressure is pres¬ 
ent. An intracystic hemorrhage may be 
clinically significant with larger tumors, 
but spontaneous or traumatic rupture in 
cases of infection may be important with 
a tumor of any size. Inflammation may 
well be accompanied by regional lympho- 
mesenteritis, lymphomesocolitis or omen¬ 
titis, and even by enteritis or enteroperito- 
nitis. Walling off by attached omentum 
with serofibrinous or fibrinopurulent exu¬ 
date is possible. Gangrene has not been 
reported but should be considered. With 
localized infection an abscess-like forma¬ 
tion can result, or the inflammation, ex¬ 
tending outward, may provoke only fat 
necrosis in the surrounding areas. The 
possibility of hyaline degeneration as well 
as calcification should also be mentioned; 


the latter may be of the peripheral capsu¬ 
lar type, the nodular type, or the uniform 
mineral invasive type. Neoplastic degen¬ 
eration within the cyst has been reported 
by Mason and Rieniets®’ and by Peterson.’® 
Among benign neoplasms, Gruenwald, 
Levine and Zeichnei-®® recently described 
another interesting case of a 39-year-old 
woman with an omental cystoadenoma 
showing a gastric mucosal pattern and 
containing areas of pancreatic acini ar¬ 
ranged in lobules and small ducts lined 
with columnar epithelium. 

A fistulous formation, especially in in¬ 
testinal duplications, may be added to the 
list of possible complications. 

Treatment .-—Since the masses are ex¬ 
traneous to the normal architecture, which 
may also be damaged when the complica¬ 
tions occur, the treatment is always strict¬ 
ly surgical. As the masses often occur in 
close proximity to the vital abdominal or 
retroperitoneal structures, an operation of 
considerable magnitude is often required. 
As has been noted, the majority of patients 
with masses of doubtful nature or present 
serious acute complications will necessarily 
have to undergo an exploratory laparot¬ 
omy. It is well understood that the treat¬ 
ment of choice is excision of the tumor. 
This should always be attempted, in order 
to prevent recurrence. Occasionally resec¬ 
tion of the adjacent bowel is necessary 
because the mass is intimately and exten¬ 
sively adherent to the serosa and cannot 
be dissected free from the bowel, or it may 
be necessary in those cases in which ex¬ 
cision of the mass would leave the intes¬ 
tinal segment with an impaired blood 
supply. As a rule the latter happens in 
cases of duplication, especially of the in¬ 
tramural type where the blood supply is 
common. Restoration of the intestinal 
tract is done by primary anastomosis. If 
resection is not feasible, as may occur in 
a poor risk patient with a cystic forma¬ 
tion, drainage may be attempted by mar- 
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Fig. 2 (Case 1).—Chylous mesenteric cyst with 
milky fluid exuding from its central portion where 
cyst was incised. 


supialization. The surface should be then 
treated packs or escharotics in order to 
destroy the mucous membrane, which may 
not be recognized grossly. Pachman®® in 2 
cases attached the cyst to the anterior 
abdominal wall and marsupialized, but 
this procedure, like aspiration or similar 
methods, should be rejected as definitive 
treatment. For enterogenous cj’’sts espe¬ 
cially, the aforedescribed procedure may 
result in a mucous fistula that fails to 
close, or a cutaneous excoriation; or the 
cyst maj”- recur. 

At the time of operation it is of great 
importance to explore other abdominal 
and pelvic regions thoroughly, not only 
because of the possibility of distant mul¬ 
tiple foci of the same lesion but because 
some other congenital defect may be asso¬ 
ciated with the embryogenetic tumor and 
may later be responsible for other direct 
or indirect postoperative complications 
(Case 4). 

The prognosis depends greatly upon the 
anatomic position of the tumor and its na¬ 
ture, complications, involvement of the 
neighboring tissues, especially those of the 
vital posterior abdominal wall or the in¬ 
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traabdominal organs, the type of surgical 
procedure employed, and, of course, the 
preoperative and general condition of the 
patient. Needless to say, the prognosis 
will depend very much also upon postoper¬ 
ative care, but, generally speaking, this is 
good in the present antibiotic era. 

REPORT OF CASES 

Case 1.—A. W., a white man 46 years old, 
well developed and well nourished, was ad¬ 
mitted to the hospital with a history of only 
occasional periods of eructation, nausea, con¬ 
stipation and mesogastric tenderness in the 
past few years. At the time of admission a 
firm, movable rounded mass the size of a large 
orange was palpable in the hypogastrium. It 
appeared to be superficial and to belong to the 
abdominal wall. The remainder of the phys¬ 
ical examination, as well as the laboratory 
studies, was noncontributory. A tentative diag¬ 
nosis of tumor of the abdominal wall was made 
preoperatively. 

At operation a large mesenteric cystic tumor 
about the size of a baseball was observed. An 
attempt was made to dissect the cyst free, and 
in this process the circulation to the bowel 
was impaired. Resection of about 16 cm. of 
the adjacent ileum was then performed, with 
an end-to-end anastomosis. 

Pathologically the mesenteric cyst displayed 
a hyalinized gray external surface that was 
smooth and filled with milky fluid. Microscopic 
examination revealed that the cyst wall had 
no definite lining. The wall was composed of 
more or less sclerotic-appearing connective 
tissue, with focal areas of edema and many 
aggregations of lymphocytes. The surround¬ 
ing fat showed evidence of hemorrhage and 
inflammation. The fluid within the cyst re¬ 
vealed numerous large macrophages showing 
lobular foamy-appearing cytoplasm. 

The final diagnosis was mesenteric chylous 
cyst. The postoperative course was satisfac¬ 
tory, with early ambulation. The patient was 
discharged on the eighth postoperative day. 

Case 2.—G. R., a white woman aged 39, well 
developed and fairly well nourished, was ad¬ 
mitted to the hospital with a history of partial 
right oophorectomy and uterine suspension 
nine years earlier. Seven years prior to ad¬ 
mission an abdominal tumor was removed, the 
nature of which it was not possible to ascer¬ 
tain. At the time of admission the patient 
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presented a history and abdominal signs 
typical of partial intestinal obstruction, ap¬ 
parently of the adhesive postoperative type. 

At operation, multiple visceral and parieto¬ 
visceral adhesions were observed. The 
adhesions were released, and a left salpingo- 
oophorectomy was performed because of an 
ovarian cyst, which later proved to be a corpus 
luteum cyst. A small, firm, gray and fibrous 
nodule 1.5 cm. in diameter was removed from 
the mesentery and submitted for microscopic 
examination as a lymph gland. 

At histologic examination the nodule showed 
a peripheral layer of smooth muscle arranged 
in irregular bundles. Within the central por¬ 
tion, two small cystic structures (each 2 mm. 
in the long axis) were observed. One of these 
was lined with small bowel mucosa that was 
fairly well preserved. There was an infiltra¬ 
tion of chronic inflammatory cells peripheral 
to this. The other cyst showed no definite 
epithelial lining. The wall consisted of foamy 
macrophages and fibrous tissue, and infiltra¬ 
tion of chronic inflammatory cells was more 
dense. The final diagnosis was two microentero- 
cystomas of the mesentery, one with a well- 
preserved ileal mucosal pattern, while in the 
other the pattern was destroyed. 

On the first postoperative day atelectatic 
pneumonia developed in the left lower lobe 
(confirmed radiologically) but with antibiotic 
therapy and tracheobronchial toilette im¬ 


proved markedly on the second day. On the 
tenth day the patient was discharged in good 
condition. Four years later a successful chole¬ 
cystectomy was performed and a ventral her¬ 
nia was repaired, with lysis of newly formed 
postoperative adhesions. Since then the pa¬ 
tient has been in good condition. 

Case 3,—R. S., a white boy aged SVg years, 
well developed and well nourished, was ad¬ 
mitted to the hospital on July 15, 1954, in a 
critical condition and somewhat stuporous. 
Three weeks prior to admission intermittent 
mesogastric pain had developed, which radi¬ 
ated all over the abdomen. A physician made 
a diagnosis of allergy to the nuts which the 
child had eaten a few days before. The pain 
became more severe during the three days 
prior to admission, with nausea, vomiting, 
anorexia and hard stools. At this time a pedia¬ 
trician made the diagnosis of enteritis. Physi¬ 
cal examination on admission revealed the 
abdomen to be rigid and diffusely painful to 
the touch, especially over the right lower quad¬ 
rant, where a mass was palpable. A flat plate 
of the abdomen showed the presence of 
ileus and a mass in the right lumbar region. 
The temperature was 100 F. The leukocyte 
count was 12,150 per cubic millimeter of 
blood, with a normal differential count. The 
carbon dioxide combining power was 41.9 
volumes per cent. The value for sodium 
chloride was normal. The remainder of the 




Fig. 3 (Case 3).—Multilobulated Ij-mphatic cyst of mesenterj' causing 
obstruction by compression of the adjacent ileum from both sides simul¬ 
taneously. 
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Fig. 4 (Case 4).—Left midabdomen devoid of gas 
shadows. Note area of soft tissue density lying 
to left of fourth and fifth lumbar vertebrae. 
Proximal portion of sigmoid fiexure appears de¬ 
pressed by this mass, and loops of bowel are dis¬ 
placed laterally and upward. 

laboratory data were not significant. Because 
of the acute abdominal picture, operation was 
performed a few hours later. A tentative diag¬ 
nosis of an extensive appendiceal abscess was 
made preoperatively. 

Through a right transverse incision the ce¬ 
cum, appendix and ascending colon were noted 
to be displaced slightly upward. In the mid- 
ileal region the small bowel was distended for 
a distance of about 25 cm., showing vascular, 
inflammatory and obstructive changes in its 
wall. This segment of ileum was bound down 
to the lumbar gutter, and, after it had been 
freed upward an adjacent cystic mass of mes¬ 
entery was delivered. Because of the circula¬ 
tory compromise of the adjacent ileum by the 
mass, a wedge excision of the entire pathologic 
area was carried out, with an intestinal side- 
to-side anastomosis and mesenteric approxi¬ 
mation. The appendix was also removed. The 
patient was given transfusions of whole blood 
during the procedure. 

Pathologically there was no connection of 
the multiloculated cystic structure with the in¬ 
testinal lumen. The wall of the small bowel 
was intact, with a thin layer of muscularis. 
On microscopic examination the representative 
sections of the cysts revealed each cyst to be 
made up of a thin fibrous wall, occasionally 


showing some strands of smooth muscle and 
focal collections of lymphocytes. A few flat¬ 
tened endothelium-like cells were also ob¬ 
served. Innumerable tiny similar cysts were 
present in the walls of larger cysts. 

The final diagnosis was mesenteric lym¬ 
phatic cj’^st, multilobulated. The patient was 
treated with antibiotics, phleboclysis and gas¬ 
tric suction. On the second postoperative day 
fluids were started orally, and after progres¬ 
sive ambulation the patient was discharged on 
the tenth postoperative day, in good condition. 

Case 4.—K. M., a white boy aged 7, well 
developed and well nourished, was admitted to 
the hospital on Aug. 16, 1954. Two days prior 
to admission epigastric pain had developed, 
with nausea, fever and anorexia. On the next 
day the boy vomited, and pain in the left lower 
abdominal quadrant developed. 

The past history was normal. On admission, 
the abnormal signs were confined to the abdo¬ 
men, the left lower quadrant of which was 
distended, rigid and tender. There was hyper¬ 
peristalsis except in this quadrant, where a 
rounded, smooth, immovable mass, apparently 
with a posterior attachment was palpated. The 
temperature was 98.8 F, but on the next day 
it rose to 100.2 F. Roentgen examination of 
the abdomen showed distended small and large 
bowel, except in the left midportion of the 
abdomen, which was relatively devoid of such 
gas shadows. Increased soft tissue density 
was present in an area about 10 cm. in diam¬ 
eter and centering on the left side of the 
fourth and fifth lumbar vertebrae. The prox¬ 
imal sigmoid flexure appeared to be depressed, 
and loops of bowel were displaced to both sides 
and upward. The leukocyte count was 11,600 
per cubic millimeter of blood, with 84 per cent 
segmental cells. The sedimentation rate was 
81 mm. per hour. There were traces of albu¬ 
min and acetone in the urine. Other laboratory 
data were noncontributory. The preoperative 
diagnosis included (1) mesenteric cyst, in¬ 
flamed, and (2) extensive Meckel’s diverticu¬ 
lar abscess. 

Through a left paramedian incision, just 
distal to the ligament of Treitz, a cyst was 
discovered within the jejunal mesentery. It 
was about the size of a small grapefruit, and 
opposite to it, on the other mesenteric surface 
of the same segment, was a similar but smaller 
cyst. The omentum was plastered over this. 
The cysts were partially obstructing the adja¬ 
cent bowel by compression from both sides. 
The cysts were enucleated and the mesentery 
approximated with sutures. 


41S 



VOL. XXIV, NO. 4 


MAJNARICII: TUMORS 


Pathologically the cystic walls showed dif¬ 
fuse infiltration by all types of inflammatory 
cells. Occasionally they showed some incor¬ 
porated bundles of smooth muscle. The lumen 
was covered with fibrin enmeshing a consider¬ 
able number of inflammatory cells. The final 
diagnosis was two benign multilobulated mes¬ 
enteric cysts, unidentified, with marked in¬ 
flammatory changes. 

After early ambulation, the patient was 
discharged in good condition on the fifth post¬ 
operative day. 

On August 8 (the eighth postoperative day) 
the patient was readmitted to the hospital be¬ 
cause of intermittent abdominal pain, malaise, 
anorexia and vomiting. The abdomen was si¬ 
lent and distended. Roentgen examination of 
the abdomen revealed the picture of obstruc¬ 
tion in the lower part of the ileum, which, 
after a few hours, clinically progressed. The 
leukocyte count was 13,900 per cubic milli¬ 
meter of blood, and hypochloremia was pres¬ 
ent (77.5 milliequivalents per liter). The 
temperature was 99 F. Rectal examination 
revealed no abnormality. Gastric suction was 
started and phleboclysis given. On the next 
day it was decided to reopen the abdomen be¬ 
cause of the postoperative intestinal obstruc¬ 
tion. 

The wound was healing well, with soft ad¬ 
hesions at the mesenteric suture line. The 
entire loop of small intestine from the liga¬ 
ment of Treitz down to the cecum was dis¬ 
tended. Exploration of the remainder of the 
abdomen disclosed a Meckel’s diverticulum 
about the size of the distal phalanx of the 
thumb. The diverticulum had traversed the 
abdomen from the right to the left side, and 
had become adherent to the sigmoid by an 
omental band, and the small bowel entered the 
foramen created by the Meckel diverticulum 
and its adhesive band. Diverticulectomy was 
performed, whole blood being given during 
the procedure. The patient was discharged 
from the hospital in good condition on the 
sixth postoperative day. 

Case 5.—M. M., a white woman aged 48, 
well developed and well nourished, was ad¬ 
mitted to the hospital on Oct. 10, 1954. She 
was scheduled for cholecystectomy and had a 
typical past and present history of cholelithia¬ 
sis (confirmed radiologically) with biliary 
colic. No other symptoms than those of gall¬ 
bladder disease were present. An intravenous 
pyelogram preoperatively disclosed an upward 
and medial displacement of the right kidney, 


due to a large ovoid soft tissue mass. A mini¬ 
mal irregularity of one of the lower right cal¬ 
yces was present. In the lateral view the mass 
appeared to lie anterior to the spine and below 
the right kidney, indenting the lower pole of 
the latter. Barium examination was then re¬ 
quested but showed no signs of intrinsic dis¬ 
ease. The hepatic flexure of the colon was 
displaced downward by the mass, but no great 
indentation was produced. The mass was ad¬ 
jacent to the lower outer portion of the right 
hepatic lobe, but there was a line of demarca¬ 
tion bet^veen the mass and the liver. The 
roentgen conclusion was that a primary mes¬ 
enteric tumor or a retroperitoneal tumor ex¬ 
isted. Physical examination showed a positive 
Murphy’s anterior sign and a right paraum¬ 
bilical mass, apparently deep and rounded, not 
movable, not smooth and not hard, with mini¬ 
mal tenderness. The laboratory data were 
noncontributory, as was the remainder of the 
physical examination. 

Cholecystectomy was performed. A cystic 
tumor the size of a huge grapefruit wa.s pres¬ 
ent in the right retroperitoneal area, just be¬ 
neath the kidney. The ascending colon was 
attached to the anteromedial surface of the 
mass; the mesocolon was not recognizable. In 
some places the fatty tissue was present in 
small amounts between the cyst and the colon. 



Fig, 5 (Case 5).—Upward and medial displace¬ 
ment of right kidney and caudal shift of hepatic ^ 
flexure of colon by a large • ' --it ■’ ass/' 

lying lateral to ’ 
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Fig. 6 (Case 2).—Section of a mesenteric “nodule” showing peripheral layer 
of smooth muscle and cystic structure lined with ileal mucosa. Note infiltra¬ 
tion of chronic infiammatory cells is peripheral to the microenterocystoma. 



Fig. 7 (Case 5).—Section of cystic wall, fibrous and hyalinized, showing 
definite, fairly well preserved single epithelial layer of fairly tall columnar 
cells with clear cytoplasm on their luminal aspect. The epithelium is sug¬ 
gestive of the colonic type. 
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The content of the cyst was a colorless fluid, 
and on later examination the wall showed 
some small areas with mucinous material. 
Enucleation of the cyst was easily performed, 
and the portion of the dorsal abdominal parie¬ 
tal wall was then peritonealized. 

Pathologic examination revealed the wall of 
the cyst to be thin, gray and opaque. Micro¬ 
scopic examination of a section of the cyst 
revealed a fibrous and hyalinized wall. No 
organized tissue was observed in the wall, 
which was without a cellular lining. When 
such a nonconclusive picture was obtained, the 
tumor was placed in the group of “unidenti¬ 
fied” cysts. Multiple additional sections were 
then prepared. These revealed in many cystic 
portions a quite definite, fairly well preserved 
single epithelial layer of fairlj» tall columnar 
cells with clear cytoplasm on their luminal 
surface. The lining cells were suggestive of 
the colonic mucosal type. 

The final diagnosis was retroperitoneal 
enterocystoma with a “silent,” asymptomatic 
clinical course (see interpretation on pages 
412 and 413). The postoperative course was 
satisfactory, and the patient was discharged in 
good condition on the twelfth postoperative 
day. 

Case 6.—IM. R,, a white woman aged 48, 
well developed and well nourished, was ad¬ 
mitted to the hospital on Oct. 28, 1954. The 
past history was significant because of two 
cesarean sections and an appendectomy twenty- 
four years earlier. On that occasion an ex¬ 
tremely adhesive appendix was removed, and 
a cystic tumor was discovered between the 
layers of the mesoappendix. The cyst extended 
over the head of the cecum subserously. It 
was obliterated by removing the outer cov¬ 
ering. 

At the time of the present admission the 
patient w’as complaining of menometrorrhagia, 
with some hypogastric tenderness. Hormonal 
therapy w'as of no avail. Physical examination 
rev’ealed slight enlargement of the thyroid, a 
pulse rate of 100 per minute, a rhythmic, 
minimal tremor of the hands and a somewhat 
hjiieremotional state. Tender, cakelike masses 
were present in both breasts (the breast had 
been tender for a long time). The abdomen 
was tender in the right lower quadrant, where 
a soft mass w'as palpated in the cecal area. 
Pelvic examination disclosed a slightly en¬ 
larged uterus. The remainder of the exam¬ 
ination revealed no abnormality, and the lab¬ 
oratory obser\'ations were within normal 
limits except for the hemoglobin level, which 
was 10.5 Gm., and the erythrocyte count, which 


was 3,700,000 per cubic millimeter of blood. 
The impression "was that of minimal hyper¬ 
thyroidism without toxicosis (Basedow type); 
fibrocystic mastitis: functional uterine bleed¬ 
ing (hyperplasia?) and secondary hypochro¬ 
mic anemia. On the basis of the past surgical 
history a recurrent cystic tumor was suspected 
in the cecal region, in addition to the unre¬ 
lated endocrine imbalance. 

Panhysterectomy was performed. The 
uterus showed a few leiomyomatous nodules; 
the endometrium was of a proliferative type. 
In addition, a multiple, multilobulated cystic 
conglomeration with an apparent base in the 
terminal ileal mesentery was found, which ex¬ 
tended onto the anteromedial aspect of the 
cecum subserously. The base was excised, but 
in order not to injure the cecum the internal 
layer of the cystic wall on this organ was 
peeled off by opening the cyst. The cecum 
was not damaged. The content of the cyst w’as 
serous fluid. The patient w'as given whole 
blood during the operative procedure. 

Microscopic examination of the wall showed 
primarily a fibrous and fatty structure. Mul- 
tiloculated fonnations were present. In some 
portions a definite lining of nonconclusive, 
flattened, simple squamous or low cuboidal 
epithelium was observed. A few cells of the 
inflammatory type and primarily neutrophils 
were present, especially about the blood ves¬ 
sels, and were regarded as probably traumatic 
in origin. 

The final diagnosis was recurrent cyst of 
primary mesoappendicular origin, with a cys¬ 
tic mesenteric conglomeration of unidentified 
type; benign. (See considerations on pages 
412 and 413.) The postoperative course was 
satisfactory, and the patient was discharged 
on the seventh postoperative day, in good con¬ 
dition. 

SUMMARY AND CONCLUSIONS 

The literature on “surgical curiosities,” 
such as mesenteric, mesocolic and omental 
tumors, is reviewed and an additional 6 
cases of the cystic type encountered at the 
Evangelical Deaconess Hospital, Jlihvau- 
kee, within the last seven years (1948-55) 
are reported. Particular consideration is 
given to the cystic structures that occur in 
the majority of the cases. 

The complex and differing etiohistopath- 
ologic data are discuss<»d and t 
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basis a new, more thorough classification 
is attempted. The possibility of an “uni¬ 
dentified” type is mentioned, especially 
arising from a nonconclusive histopatho¬ 
logic pattern, from the spontaneous involu¬ 
tion process, or from alterations of 
elements caused by any numerous compli¬ 
cations, which may occur at any time in a 
cystic structure. 

Special consideration is given to the 
embryogenetic type, arising from the ali¬ 
mentary canal and knovm as enterocj’’s- 
tonia or duplication. The recentty proposed 
“all-inclusive” term “duplication” is re¬ 
jected and reversed for formations arising 
presumably from “vacuolization” and hav¬ 
ing a definite “duplication” appearance. 
For better understanding and etiopatho- 
genetic interpretation of sometimes absurd 
localizations and histopathologic data, a 
meticulous embryologic study in such indi¬ 
vidual cases was essential. For similar 
reasons it is advisable to prepare multiple 
histologic sections of a cystic tumor in an 
attempt to find a portion capable of sup¬ 
plying definitive information. 

Roentgen diagnosis is a valuable aid in 
differentiating the aforementioned tumors 
from other space-occupying intraabdom¬ 
inal or retroperitoneal masses, and the 
exclusively surgical treatment, either re¬ 
quiring or not requiring resection of the 
adjacent bowel, offers an actual!j’’ good 
prognosis. A combined evaluation of sus¬ 
pected specimens by pediatricians, gjme- 
cologists. the surgeon and the roentgenolo¬ 
gist is of the utmost importance in order 
to avoid diagnostic errors. 

Of particular interest among the cases 
reported were a case of retroperitoneal 
enterocystoma, and a case of cystic tumor 
within the meso-appendix, with postopera¬ 
tive recurrence and the discovery of the 
possibility of “microcystic” forms (micro- 
enterocystomas) in an apparently normal 
mesentery. The possibility of the duplica¬ 
tion “in miniature” is also mentioned. 


Both the former and the latter form may 
at any time undergo proliferative activity, 
or they may remain atrophic during life. 
In 2 cases there was acute abdominal dis¬ 
ease in children, with the development of 
mechanical ileus. In 3 cases the preopera¬ 
tive diagnosis was made, and in all cases 
surgical treatment was followed by a sat¬ 
isfactory postoperative course. In only 2 
cases was it necessary to resect the adja¬ 
cent bowel. 

In this general hospital the following 
rough incidence of cystic forms has been 
noted in the last seven years: 6 cases in 
50,000 total admissions, or approximately 
1 in 10,000 admissions. Some predilection 
for women and children has also been 
noted. In children, especially infants, the 
occurrence of serious complications requir¬ 
ing emergency treatment appears high. In 
all eases the tumors were cystic; 2 were 
unidentified, 2 were enterocystomas and 2 
were chjdolymphatic. In only 2 cases had 
the sjmiptoms been present longer than 
two months and the onb'^ consistently oc¬ 
curring sj'^mptom was pain or tenderness. 
It was possible to palpate the mass in 4 
cases. The relation between the size of the 
tumor and the symptoms or complications 
was not significant. The localization of the 
tumor was more important with regard to 
the latter, and also in the consideration of 
operability or the type of operative pro¬ 
cedure indicated. 

Author’s Note: I wish to record with apprecia¬ 
tion the advisory assistance of Dr. R. S. Haukohl 
and the editorial assistance of Drs. Benjamin. 
Griffen, Swerdlow, Herrington, and Pitaro and of 
Mr. R. Tomlin, HMC, USN. 

RESUME 

La litterature des curoisitea chirurgi- 
cales, telles que tumeurs mesenteriques, 
mesocoliques et omentaux, a ete revisee et 
6 nouveaus cas cystiques reportes de I’ho- 
pital Ev. Deacones, Milwaukee, Wisconsin, 
observes pendant les derniersTans. (1948- 
1955). Attention speciale fut faite aux 
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structures cystiques qu'on observe dans la 
majorite des cas. 

Les donnees tres compliquees et differ- 
entes en ce qui concerne etio-histo-patholo- 
gie sont discutees et sur cette base on a 
essaye de donner une nouvelle classifica¬ 
tion plus complete. 

La possibilite d’un groupe “non identi- 
fie” est mentionee, croissant specialement 
d'une structure d’histo-pathologie indeter- 
minee ou d'un proces d’involution ou des 
alterations de certains elements causees 
par des complications nombreuses qui peu- 
vent toujours paraitre dans une structure 
cystique. 

Attention speciale est donnee au type 
embryogenetique croissant du canal ali- 
mentaire et connu sous le nom de entero- 
cystome et duplications. Le nom general 
“duplications” dernierement propose, est 
rejete et reserve aux formations croissants 
vraisemblablement de “vacuolisation” et 
qui ont Vapparence particuliaire de “du¬ 
plication.” Pour mieux comprendre et 
interpreter etio-pathogenetiquement des 
locations et decouvertes histo-patholo- 
giques, qui sont quelque fois absourdes, il 
est n^cessaire d'etudier ces cas individu- 
aux soigneusement. Par des raisons sem- 
blables on recommende de pr4parer nom¬ 
breuses sections histologiques d’un tumeur 
cystique, afin de trouver un morceau qui 
pevmet plus de conclusions. L’auteur dis¬ 
cute et presente la diagnose, I’aide valable 
radiologique pour distinguer ces tumeurs 
d’autres masses intraabdominales ou re- 
troperitoneales et le traitment exclusive- 
ment chirurgical, demandant ou pas de¬ 
mandant la resection del’intestin attenant, 
et qui donne une prognose assez bonne. 
Une evaluation de I’espece soup^onnee par 
un foyer combine de pediatres, gynecolo- 
gues, chirurgiens et radiologues est de la 
plus grande importance pour eviter des 
confusions diagnostiques avec difFerents 
images entero-coliques, tumeurs des ovai- 
res etc. 


Parmi les cas presentes quelques uns 
d’un interest special parce que pas encore 
decrits: c’etaient un enterocystome retro¬ 
peritoneal, un tumeur cystique dans le 
meso-appendix, avec recidive postoperative 
et la decouverte d’une possibilite de for¬ 
mes, micro-cystiques dans un mesentere 
normal. La possibilite de duplication etait 
aussi mentionnee. Ces formes pourraient 
developper plus tot ou tard de I’activite 
proliferative, ou bien rester atrophiques 
pendant toute la vie. En deux cas les 
symptomes d’une attaque aigue abdomi- 
nale avec ileus mecanique apparurent. En 
trois cas la diagnose etait faite avant 
I’operation et dans touts les cas le cours 
potoperatif etait satisfaisant. Deux fois 
seulement la resection de I’intestin atten¬ 
ant etait necessaire. 

Dans notre hopital general on a observ6 
I’incidence suivante des formations cys¬ 
tiques pendant les dernilres 7 ann4es: 6 
cas parmi 50000 admissions en total, ou 
a peu pres 1:10000. On a aussi d^crite 
une predilection parmi femmes et enfants. 
Parmi les enfants et sp4cial6ment les be- 
bes souvent des complications s^rieuses se 
developpaient qui necessitaient un traite- 
ment urgent. Touts ces cas ^taient de 
structure cystique, 2 pas identifies, 2 en- 
terocystomes, et 2 chylo-Ijmiphatiques. 
Seulement 2 fois les symptomes persista- 
ient plus longtemps que 2 mois et le seul 
symptome occurant regulierement etait 
douleur ou sensibilite. — 4 fois le tumeur 
etait palpable. La relation entre la gran¬ 
deur du tumeur et les symptomes et com¬ 
plications etait insignifiante. La localisa¬ 
tion du tumeur etait plus importnnte, en 
ce qui concerne lui meme set sa relation a 
I’operabilite et au type de procedure opera¬ 
tive indique. 

ZUSAMMENFASSUNO 

Es wird ein Oberblick der Literntur 
fiber chirurgische R»aritiiten wie Gesch- 
wulste des Mesenteriums, des Mosokolons 
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und des Omentum gegeben. Sechs weitere 
Falle von Zysten, die in den letzten sieben 
Jahren (1948-1955) im Evangelischen 
Diakonissenhospital in Milwaukee, Wise., 
zur Beobachtung kamen, werden berichtet. 
Besondere Beriicksichtigung finden die 
zystischen Gebilde, die in der absoluten 
Mehrzahl der Falle vorliegen. 

Die ausserst komplizierten und vonein- 
ander abweichenden Angaben iiber die 
Atiologie, Histologie und Pathologie wer¬ 
den erortert und, darauf fussend, wird der 
Versuch einer neuen Klassifizierung un- 
ternommen. Die Moglichkeit einer “nicht 
identifizierten” Gruppe wird erwahnt; 
diese ergibt sich besonders aus einem un- 
besimmten histopathologischen Bau oder 
aus spontanen Involutionsvorgangen oder 
aus Veranderungen der Geschwulstele- 
mente, die bei zystischen Gebilden durch 
ahlreiche Komplikationen jederzeit auf- 
eten konnen. 

/ Besondere Beriicksichtigung findet der 
embryogene aus dem Verdauungskanal 
stammende als Enterozystom oder Verdop- 
pelung bekannte Typus. Die kiirlich in 
Vorschlag gebrachte “allumfassende” Be- 
zeichnung “Verdoppelung” wird abgelehnt 
und nur fiir solche Bildungen beibehalten, 
die wahrscheinlich von “Vakuolisierung” 
entspringen und ein ausgesprochenes Aus- 
sehen einer “Verdoppelung” aufweisen. 
Um zu einem besseren Verstandnis und zu 
einer klareren atiologischen und patho- 
genetischen Deutung der manchmal sinn- 
widrig erscheinenden Lokalisierungen und 
histopathologischen Befunde zu gelangen, 
ist, wie sich herausgestellt hat, eine pein- 
lich genaue embryologische Untersuchung 
der einzelnen Falle wesentlich. Aus dem 
gleichen Grunde empfiehlt es sich, von 
einer zystischen Geschwulst mehrfache 
histologische Schnitte anzufertigen, um 
die Chance, ein aufschlussreicheres Ge- 
websstiick zu finden, zu vergrossern. 

Die Diagnostik und der Wert der Ront- 
genuntersuchung zur Unterscheidung 


dieser Geschwiilste von anderen raumver- 
drangenden intraabdominellen oder retro- 
peritonealen Massen werden erortert, und 
auf die ausschliesslich chirurgische Be- 
handlung mit oder ohne Notwendigkeit 
der Resektion der angrenzenden Darm- 
schlinge sowie auf die gute Prognose wird 
eingegangen. Zur Vermeidung diagnos- 
tischer Verwechslungen mit verschiedenen 
enterokolitischen Krankheitsbildern, Eier- 
stockgeschwiilsten oder anderen Moglich- 
keiten ist eine gemeinsame Beurteilung 
verdachtiger Falle durch den Kinderarzt, 
den Gynakologen, den Chirurgen und den 
Radiologen von ausserster Wichtigkeit. 

Unter den hier berichteten Fallen sind 
von besonderem Interesse bisher nicht 
veroffentlichte Falle eines retroperitoneal- 
en Enterozystoms, einer zystischen Ge¬ 
schwulst innerhalb der Mesoappendix mit 
Riickfall nach der Operation und die Ent- 
deckung der Moglichkeit “mikrozystisch- 
er” Formen (Mikroenterozystome) in 
einem anscheinend normalen Mesenterium. 
Auch die Moglichkeit einer “Miniatur”- 
Verdoppelung wird erwahnt. Die beiden 
letzterwahnten Zustande konnen jederzeit 
eine proliferative Aktivitat annehmen, 
aber auch wahrend des ganzen Lebens 
atrophisch bleiben. In zwei Fallen trat bei 
Kindern das Krankheitsbild eines akuten 
Bauchzustandes mit mechanischem Darm- 
verschluss auf. In drei Fallen wurde die 
Diagnose vor der Operation gestellt, und 
in alien Fallen wurde die chirurgische Be- 
handlung mit zufriedenstellendem post- 
operativen Verlauf durchgefiihrt. Nur in 
zwei Fallen war es notwendig, die anlie- 
gende Darmschlinge zu resezieren. 

In dem oben erwahnten Hospital liessen 
sich die folgenden groben statistischen 
Daten beziiglich des Auftretens der zys¬ 
tischen Formen innerhalb der letzten sie¬ 
ben Jahre erheben: sechs Falle unter 
50000 Gesamtaufnahmen, d.h. etwa ein 
Fall unter 10000. Eine gewisse Bevorzu- 
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gung von Kindern und Frauen Hess sich 
auch in der Literatur feststellen. Bel diesen, 
und besonders bei jungen Kindern, scheint 
das Auftreten ernster Komplikationen mit 
der Nohvendigkeit sofortigen Eingreifens 
hoch zu sein. Alle hier berichteten Falle 
zeigten Geschwiilste von zystischem Bau. 
Zwei waren nicht identifiziert, zwei En- 
terozystome und zwei chylolymphatische 
Zysten. Nur in zwei Fallen bestanden die 
Krankheitszeichen langer als zwei Monate, 
und das einzige standig auftretende Symp¬ 
tom war ■ Schmerz oder EmpfindHchkeit. 
In vier Fallen Hess sich die Geschwulst 
palpieren. Es bestand keine wesentliche 
Beziehung zwischen der Grosse der Ge¬ 
schwulst und dem Umfang der Erschei- 
nungen der Komplikationen. Der Sitz der 
Geschwulst war von grosserer Bedeutung 
sowohl bezHglich der Geschwulst selbst als 
auch ihrer Operierbarkeit und der Indika- 
tion des in Frage kommenden Operations- 
verfahrens. 

RESUMEN 

Se revisa la literatura sobre “curiosida- 
des quirurgicas” tales como quistes 
n:ieset4ricos, mesocolicos y omentales, 
agrengandose 6 casos adicionales del Dea¬ 
coness Hospital, Milwaukee, Wise., que se 
presentaron durante los ultimos siete anos 
(1948-1955). Se ha dado importancia par¬ 
ticular a las estructuras quisticas que 
ocurren en la mayoria de los casos, 

Se discuten los complejos dates etio- 
histo-pathologicos y se intenta hacer una 
clasificacion sobre bases neuvas. Se men- 
ciona la posibilidad de un grupo “indefi- 
nido," particularmente para los tipos his- 
topatologicos no definidos o para los 
procesos de involucion espontanea o para 
las alteraciones de elementos producidos 
por numerosas complicaciones que pueden 
ocurrir en cualquier tiempo en una estruc- 
tura quistica. 


Se da especial consideracion al tipo em- 
briologico que se origina en el tubo diges¬ 
tive, que se conoce como enteroscistomas 
y duplicaciones. El termino general de 
‘*duplicaciones” es refutado reservado 
unicamente para las formaciones que se 
originan a partir de ^‘vacuolizacion” y 
que tiene una apariencia de “duplicacion.” 
Para comprender mejor la interpretacion 
y algunas veces la localizacion rara de 
los hallazgos histo-patologicos, se encontro 
que es esencial en esos individuos un 
examen embriologico cuidadoso, Por ra- 
zones semej antes se aconseja preparar 
multiples secciones histolcgicas de los tu- 
mores quisticos, con el objeto de llegar a 
una parte mas clara. 

El diagnostico y los hallazgos roentgeno- 
logicos a uda a hacer la diferenciacion de 
los tumores anteriores de otros que ocupan 
la cavidad abdominal o el espacio retro¬ 
peritoneal, definiendo el tratamiento qui- 
rdrgico con reseccidn o sin ella del intes¬ 
tine anexo; se discute y se presenta el 
pronostico. Es de valor el consultar pedia- 
tras, ginecoJogos y radiologos en Jos casos 
sospechosos, siendo de la mayor importan¬ 
cia el evitar errores diagndsticos con 
enterocolitis, tumores ovaricos u otras 
posibllidades. 

Entre los casos presentados de particu¬ 
lar interes por no haber sido comunicados 
previamente estan: un enterocistoma 
retroperitoneal, un tumor quistico incluido 
en el meso apendicular con recidiva PO y 
descubrimiento de la posibilidad de formas 
microquisticas (microenterocistomas) en 
un mesenteric aparentemente normal. Se 
menciona tambien la posibilidad de dupli¬ 
cacion ‘*en miniatura”; la primera y la 
ultima formas pueden en cualquier tiempo 
mostrar actividad proHferativa o perma- 
necer atroficas durante la vida. En 2 casos 
se desarrollo un cuadro abdominal ngudo 
en un nino con un ileo mecanico. En 3 ca¬ 
sos el diagnostico preoperatorio fue hecho 
durante el tratamiento quirugico, obte- 
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niendose un curso PO satisfactorio. Uni- 
camente 2 casos requirieron la reseccion 
del intestino anexo. 

En nuestro hospital general se anoto la 
siguiente frecuencia de quistes en los ulti- 
mos 7 anos; 6 casos de 50,000 admisiones 
globales o sea aproximadamente 1 en cada 
10,000. Se noto cierta predileccion por los 
ninos y las mujeres; en los ninos ocurrio 
con cierta frecuencia complicacion grave 
que requirio tratamiento de urgencia. To- 
dos los casos fueron de estructura quis- 
tica: 2 no identificada; 2 enterocistomas y 
2 chilo-linfaticos. Unicamente 2 tuvieron 
sintomas que estuvieron presentes por 
mas de 2 meses y los unices sintomas 
fueron dolor y hipersensibilidad. En 4 
casos fue posible palpar la tumoracion. No 
se encontro significacion entre el tamano 
del tumor y la sintomatologia o las com- 
plicaciones. La localizacidn del tumor tuvo 
importancia con relacion a estas ultimas 
asi como en relacion a la operabilidad o el 
tipo de procedimiento quirurgico indicado. 

SUMARIO 

A literatura sobre as “curiosidades 
cirurgicas” tais como tumores mesenteri- 
cos, mesocolicos e epiploicos foi revista, 
sendo apresentados agora 6 casos cisticos 
adicionais do Ev. Deaconess Hospital, Mil¬ 
waukee, Wise., os quais ocorreram nos 
ultimos 7 anos (1948-55). As estruturas 
cisticas, que ocorreram com absoluta mai- 
oria nestes casos, receberam consideraqao 
especial. 

Os dados etio-histo-patologicos, com¬ 
plexes e diversos, sao discutidos, sendo 
oferecida uma classifica?ao mais completa. 
E mencionada a possibilidade de um grupo 
nao identidcado, originando-se principal- 
mente num quadro histo-patologico nao 
conclusive ou no processo de involugao 
espontaneo, ou altera?6es de elementos 
provocadas por numerosas complicagoes 
que podem ocorrer numa estrutura cistica. 


E dada atengao especial ao tipo embrio- 
genetico que nasco no canal alimentar, 
desginado por enterocistomas e duplica- 
goes. 0 termo recentemente proposta e 
geral, “duplicagao,” e rejeitado e reser- 
vado para formagoes que se oi'iginam pre- 
sumivelmente em “vacuolizagoes e com 
aspecto particular de “duplicagoes.” Veri- 
ficou-se ser essencial um estudo embrio- 
logico meticuloso para a compreensao e 
interpretagao etiopatogenetica de certas 
localizagoes absurdas e achados histopato- 
logicos, em alguns casos individuals. Por 
razoes semelhantes e aconselhavel o pre¬ 
pare de multiplas seegoes histologicas de 
um tumor cistico, para se obter regioes 
mais conclusivas. 

Sao discutidos os diagnostico, o auxilio 
da radiologia para diferenciar os tumores 
acima de outros tumores intra-abdominais 
ou extraperitoniais, bem como o trata- 
mento cirurgico exclusive, quer exija ou 
nao a resseegao do intestino adjacente, com 
bom prognostico real. A avaliagao con- 
junta do casopor pediatras, ginecologistas, 
cirurgioes e radiologistas e de grande im¬ 
portancia para se evitar erros diagnosticos 
com outros quadros do intestino delgado e 
grosso, tumores ovarianos e outras possi- 
bilidades. 

Entre os casos apresentados de interesse 
particular e ainda nao relatados, cita-se 
um enterocistoma retroperitoneal, um tu¬ 
mor cistico dentro do meso-apendice, com 
recidiva pos-operatoria e a descoberta da 
possibilidade de formas “micro-cisticas” 
(micro-enterocistomas) num mesenteric 
aparentemente normal. Tambem e men¬ 
cionada a possibilidade da duplicagao “em 
miniatura.” Estas duas ultimas formas 
podem sofrer atividade proliferativa em 
qualquer ocasiao, ou permanecerem atro- 
fiadas durante toda a vida. Em 2 casos 
surgiu um quadro abdominal agudo em 
criangas, com ileo mecanico. Em tres casos 
foi feito o diagnostico pre-operatorio e em 
todos os casos foi feito tratamento cirur- 
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gico, com pos-operatorio satisfatorio. Em 
apenas dois cases foi necessaria a ressec- 
gao do intestino adjacente. 

Em nosso Hospital geral, nos ultimos 7 
anos foi registrada a incidencia de 6 cases 
para 50.000 internagoes ou seja aproxima- 
damente 1 para cada 10.000 internagoes. 
A literatura ainda registra certa predile- 
gao para criangas e para o sexo feminine. 
Naquelas, e principalmente na primeira 
infancia, parece ser alta a ocorrencia de 
complicagoes graves que requerem trata- 
mento de emergencia. Em todos os casos 
a formagao era cistiea; 2 nao foram iden- 
tificados; 2 eram enterocistomas e 2 quilo- 
linfaticos. Apenas em 2 casos os sintomas 
se apresentavam ha mais de 2 meses e o 
unico sintoma persistente era a dor. Foi 
possivel a palpagao da tumoragao em 4 
casos. A relagao entre o tamanho do tu¬ 
mor e a sintomatologia ou complicagoes 
nao teve significagao. A localizagao do tu¬ 
mor foi mais importante com relagao as 
complicagSes, bem como com relagao a 
operabilidade ou tipo do processo cirdr- 
gico. 

RIASSUNIO 

E’ stata fatta una revisione dei tumori 
rari mesenterici, mesocolici e omentali; 
ne sono stati presentati altri G casi capitati 
negli ultimi 7 anni (1948-1955) all’Ospe- 
dale Ev. Deaconess, di Milwaukee, Wise.; 
di tali casi e stata presa in particolarc 
considerazione la struttura cistica che era 
presente in quasi tutti. 

Vengono discussi gli elementi etio-isto- 
patologici, che sono diversi e complessi e 
viene presentata una nuova classiiicazione, 
che comprende anche un gruppo di tumori 
“non identificati” che sono quelli in cui la 
struttura e stata modificata da process! 
involutivi spontanei o da altre complica- 
zioni. 

Un posto speciale merita il tipo disem- 
briogenetico che prende origine dal tubo 
digerente e che e note come enterocistoma 
0 duplicazione. Quest’ultimo termine deve 


essere mantenuto solo per quelle affezioni 
che derivano presumibilmente dalla “vac- 
uolizzazione” e che hanno veramente 
I’aspetto di “duplicazione.” 

E’ certamente indispensabile, in alcuni 
casi, un meticoloso studio embriologico 
alio scopo di comprendere ed interpretare 
etiopatogeneticamente c e r t e paradossali 
localizzazioni e certi reperti anatomopato- 
logici. Alio stesso scopo e necessario stu- 
diare i tumori cistiei su sezioni istologiche 
seriate nel tentative di trovare i punti piu 
istruttivi. 

Viene poi trattata la diagnosi di queste 
affezioni, e specialmente quella radiologies 
che e di notevole aiuto nel differenziare 
tali tumori da altre masse intra- o retro¬ 
peritoneal!, e la cura chirurgica, che e 
Tunica possibile, e che comprende oppure 
no, la resezione delTintestino contiguo al 
tumore. La diagnosi richiede la collabora- 
zione con i pediatri, coi ginecologi e con i 
radiologi alio scopo di evitare error! di 
interpretazione. 

Fra i casi originali presentati vi 5 un 
enterocistoma retroperitoneale, un tumore 
cistico del meso-appendice che e-poi reci- 
divato e una forma microcistica (micro- 
enterocistoma) del mesentere. Viene anche 
ricordata la possibilita di “duplicazione in 
rainiatura.” Alcune di queste affezioni 
possono andare incontro ad una attivitii 
proliferativa o rimanere inattive per tutta 
la vita. In 2 casi la malattia si manifesto 
con un quadro addominale acuto di ileo 
meccanico. In altri 3 la diagnosi fu fatta 
preoperatoriamente; in tutti Tintervento 
chirurgico fu seguito da successo. Solo in 
2 fu necessaria una resezione delTintestino. 

NelTOspedale sopramenzionato la fre- 
quenza di tali tumori negli ultimi 7 anni 
fu di G casi su 50.000 pazienti, cioe di circa 
Tuno su 10.000; dalla letteratura risulta 
una certa predilezione per i bambini e per 
le femmine. Nei bambini vi e un’alta per- 
centuale -■ ’'’.ozioni che richiedono 
un iiil ' ’ 
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In tutti i casi la struttura del tumore 
era cistica; 2 erano enterocistomi, 2 cisti 
chilo-linfatiche e 2 non classificabili. Solo 
in 2 casi i disturbi risalivano a pin di 2 
mesi e consistevano in dolori addominali; 
in 4 si palpava una massa nell’addome. 

Non vi fu nessun rapporto fra le di- 
mensioni del tumore e la gravita della 
sintomatologia o delle complicazioni. La 
localizzazione precisa di esso fu assai piii 
importante in rapporto alle complicazioni 
che non all’operabilita o al tipo di inter- 
vento necessario. 
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Endometriosis 

Symptoms, Diagnosis and Treatment 

FRED 0. PRIEST, M.D. 

CHICAGO, ILLINOIS 


I AM always pleased when the oppor¬ 
tunity arises to discuss endometriosis. 
It is perhaps the disease most fre¬ 
quently encountered in the female pelvis 
during the earlier childbearing years, and, 
since malignant neoplasm is relatively 
rare in this age group, gynecologists con¬ 
sider it the most important pathologic 
change observed. It has a particular in¬ 
terest because, although it is almost always 
benign, it possesses the ability to invade 
and destroy surrounding tissue. I cannot 
understand how anyone who has seen ex¬ 
tensive involvement of the pelvis by endo¬ 
metriosis can claim that the condition is 
not often progressive. Since it is the most 
destructive growth commonly occurring in 
the earlier productive years, it behooves 
the gynecologist ever to be on the lookout 
for it and to attempt its removal or con¬ 
trol if it produces the usual symptoms or 
if it seems to progress. To watch symp¬ 
tom-producing endometriosis as one 
watches small fibroids, for long periods of 
time, is completely unfair to the patient. 
The destructive ability of the two condi¬ 
tions is not comparable. With the older 
patient in whom the symptoms are not 
severe, watchful waiting has its justifica¬ 
tion. 

I shall not repeat the various etiologic 
theories; suffice it to say that no one the¬ 
ory is universally accepted as applicable 
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in all cases of endometriosis. 

Endometriosis occurs during menstrual 
life. A few cases are reported in which 
it has occurred after the menopause; often 
it was discovered incidentally in conjunc¬ 
tion with other major disease. In such 
cases, however, my opinion is that the 
condition began at an earlier date. A few 
cases are reported of patients under 20 
years of age. I have diagnosed the condi¬ 
tion most frequently in women between 
the ages of 25 and 35. The one exception 
is that adenomyosis is observed most com¬ 
monly from 35 to 45 and is often asso¬ 
ciated with additional pathologic change. 
In my private practice, almost one-third 
of the patients who have undergone lapa¬ 
rotomies for varied gynecologic conditions 
have endometriosis. It is observed less 
frequently in the clinic group. Meigs re¬ 
ported similar data and explained that the 
difference in attitude toward childbearing 
in the two groups may be etiologic. The 
incidence reported by gjmecologists is 
much higher than that reported by general 
surgeons. My conclusion is that the for¬ 
mer obtain better exposure to the deep 
pelvis and that they search more diligently 
for smaller lesions, which are often over¬ 
looked or diagnosed as old inflammatory 
adhesions. 

Symptoms .—The symptoms of this con¬ 
dition vary widely. It may be entirely 
silent, discovered only when the patient 
presents herself because of infertility or 
for a routine check-up. If a careful his¬ 
tory is taken, however, I am convinced 
that most of the patients h-- . .lO 
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Ill tutti i casi la struttura del tumore 
era cistica; 2 erano enterocistomi, 2 cisti 
chilo-liiifatiche e 2 non classificabili. Solo 
in 2 casi i disturbi risalivano a pin di 2 
niesi e consistevano in dolori addominali; 
in 4 si palpava una massa nell’addome. 

Non vi fu nessun rapporto fra le di- 
niensioni del tumore e la gravita della 
sintomatologia o delle complicazioni. La 
localizzazione precisa di esso fu assai piu 
importante in rapporto alle complicazioni 
che non all’operabilita o al tipo di inter- 
vento necessario. 
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the anterior cul-de-sac preoperatively and 
prove the diagnoses at operation. Cysto- 
scopic or proctoscopic demonstration of 
puckering in those regions has heen help¬ 
ful. Fairly extensive growths in the true 
pelvis should be diagnosed practically al¬ 
ways before the operation, while smaller 
growths higher in the pelvis, especially if 
complicated by additional gross pathologic 
change, may not be suspected and are dis¬ 
covered at laparotomy. This picture is 
often associated with relative sterility. 

Colpotomy offers an excellent method of 
proving or disproving the existence of 
small questionable lesions. Culdoscopic 
study has been suggested, but in my opin¬ 
ion the former carries no more risk, per¬ 
haps even less, and furnishes better vision. 
But colpotomy should be used for diagno¬ 
sis, not treatment, except when hysterec¬ 
tomy and possibly castration are to be 
done. At any rate, the diagnosis is being 
made more frequently, whether because 
the incidence of this condition is actually 
increasing or because there is an increase 
in ability to recognize it. 

Treatment .—Since I am convinced that 
endometriosis is often a progressive dis¬ 
ease, I consider treatment indicated in 
most instances. It is a benign growth of 
adult tissue which infiltrates and spreads 
in a fashion not unlike that of malignant 
tumor. If a few small lesions producing 
no symptoms are present, they may be 
watched, particularly in elderly patients. 
But the majority of my patients have been 
younger women, with sterility rather com¬ 
monly associated with the disease. Sur¬ 
gical intervention is therefore my method 
of choice, with every effort made to con¬ 
serve the reproductive function. This 
should be done even though one realizes 
at the time that complete resection of the 
pathologic tissue is not being accom¬ 
plished. Often I have known this residue 
of growth to remain quiescent or even to 
undergo atrophy after partial remov'al. 


Even if a second operation becomes nec¬ 
essary some years later or if “cure-all” 
castration with irradiation is indicat¬ 
ed later, those reproductive years have 
been well worth the second procedure. 
Small lesions are easily resected or cauter¬ 
ized. Chocolate cysts should be resected, 
with preservation of some ovarian func¬ 
tion when possible except in elderly 
women. If further treatment becomes 
necessary, castration by irradiation may 
be indicated. Recently Ware reported that 
13 patients in his private practice had 
borne children after operation for endo¬ 
metriosis. I have a much larger number. 
The patients are e.\tremely grateful that 
they have been permitted to carry out this 
function, and I am sure that each of them 
has gladly taken the chance of a second 
operation or treatment rather than be de¬ 
prived of the opportunity of having her 
child. 

In those patients in whom the condition 
is so extensive that its resection becomes 
hazardous or in whom it is impossible to 
leave ovarian tissue with its blood supply, 
one has no choice but castration. Although 
it is preferable to do a total abdominal 
hysterectomy in such cases, it is not always 
wise. At times it is best to return to the 
old technic of supracervical hysterectom.v. 
There may be such extensive involvement 
in the cul-de-sac and the retovaginal sep¬ 
tum that it becomes very hazardous to re¬ 
move the cervix. 

Hirst of Philadelphia and Miller of 
Hartford have used testosterone in treat¬ 
ing the condition. I can see how amenor¬ 
rhea, with temporary relief, may be 
accomplished in some cases, but it does 
not seem feasible that this treatment 
should be carried out for long periods. 
Kanarky of Houston has used large doses 
of stilbesterol to produce an inhibitory 
effect. The rationale of this procedure I 
cannot understand; I even dislike the use 
of estrogens for the control of menopausal 
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detects even early grovdhs do have symp¬ 
toms suggesting endometriosis. I admit 
that early small superficial growths on the 
ovaiT may be completely asymptomatic 
and impossible to palpate. A point of in¬ 
terest is that rather extensive involvement 
may at times, although rarely, produce a 
few subjective sjnnptoms; again, relatively 
small lesions may cause incapacitating 
sjTOptoms. 

The common symptoms of endometrio¬ 
sis are well known. They do not always 
fall into the textbook picture, however. 
They depend upon the location and extent 
of the lesions and often vary with the 
cyclic changes that take place in the ec¬ 
topic tissues. With extensive growths, 
discomfort in the lower part of the abdo¬ 
men may be present at all times. The 
) dysmenorrhea is often that of the acquired 
type; it may, however, be superimposed 
upon a primary type. It is accentuated at 
the time of premenstrual congestion, 
reaches its height with the menses and 
then graduallj'' diminishes. The resultant 
tissue reaction of the surrounding struc¬ 
tures causes a sensation of fullness or dis¬ 
tention and may be referred into the bowel 
or down the thighs, simulating sciatica. 
The symptoms are aggravated when the 
bowel is distended by gas or feces. Cer¬ 
tainly the most common single symptom 
is pain, and its character and degree may 
var.v as widely as do the location and ex¬ 
tent of the grovThs. Te Linde noted pain 
in about 57 per cent of uncomplicated 
cases; Counseller, in only 24 per cent. I 
encounter it much more frequently, par¬ 
ticularly when referred intestinal pain 
and dyspareunia are carefully investi¬ 
gated. Bladder sjnnptoms are encountered 
less frequently, even though the peritoneal 
covering of this organ may contain small 
superficial growths. It is very seldom that 
a break-through of the vesical or bowel 
mucosa takes place; hence, vicarious men¬ 
struation from these organs is rare. Since 


the lesions occur in the dependent portion 
of the pelvis, backache is a frequent ac¬ 
companiment. Let me emphasize the fact 
that the deep pelvis should be thoroughly 
inspected and palpated, at every operation 
on the lower part of the abdomen. 

Abnormal bleeding is common. This 
usually takes the form of too much bleed¬ 
ing, but oligomenorrhea and metrorrhagia 
are not rare. Whether this is due to the 
presence of the lesions or to a hormonal 
imbalance, which may be an etiologic fac¬ 
tor in its production, is questionable. The 
spurting type of bleeding associated with 
adenomyosis and its interference with 
uterine muscular contractions are under¬ 
standable. 

Sterility is a well-known complaint of 
patients with this condition, in spite of 
the fact that the tubes are usually patent 
except in cases of extensive involvement. 
It is often explained by fixation of ovaries, 
interference with the relation of ovary 
and tube, fixation of the uterus in retro- 
displacement, etc. But often these condi¬ 
tions are not present and yet, after resec¬ 
tion of small lesions, the patient conceives. 
The explanation is not an easy one. 

Diagnosis. — The diagnosis of endo¬ 
metriosis can usually be made by a pains¬ 
taking analysis of the onset and type of 
discomfort, plus a careful abdominorecto- 
vaginal examination. Quite obviously this 
examination is facilitated if the bladder 
and rectum are completely empty. At 
times the history is so typical as to pro¬ 
vide a presumptive diagnosis. If telltale 
involvement of the posterior fornix is seen, 
there is no further question. This, how¬ 
ever, is not common. More frequently 
there is nodulation, beading or puckering 
of one or both sacrouterine ligaments. 
These may extend into the retrovaginal 
septum, or they may be palpated laterallj'' 
in the ovarian fossae, in which case the 
ovary is often fixed there. Only twice 
have I been able to diagnose implants in 
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Results of Surgical Measures in the Treatment 
of Essential Hypertension 

JAMES W. HENDRICK, M.D., F.I.C.S. 

SAN ANTONIO, TEXAS 


I T has been estimated that hypertension, 
in the essential or malignant form, is 
the disease most frequently affecting 
the adult population of the United States 
today. This disease and its complications 
produce twice as many deaths each year 
as cancer. Considering all organic diseases 
to which mankind may be subjected, essen¬ 
tial hypertension is second in importance 
only to arteriosclerosis. 

Allen,^ of the Mayo Clinic, estimated that 
hypertension, in its various forms, is pres¬ 
ent in approximately 25 per cent of the 
adult population of the country. For the 
majority of hypertensive patients the dis¬ 
ease ultimately becomes serious, although 
in some instances its significance is not 
recognized, owing to the fact that a lim¬ 
ited number of persons live with this dis¬ 
ease for long periods with little or no 
manifestation of it. 

Etiologic Background. — Many theories 
have been presented from time to time as 
to the etiology of essential hypertension; 
these have been reviewed in other publi¬ 
cations- and will not be discussed here. At 
present those most familiar with the dis¬ 
ease know little of its pathogenesis except 
that the causative factors are multiple, 
and the fact that there is increased resist¬ 
ance to the flow of blood through the 
arterioles has been specifically agreed 
upon. 

According to Hines and others,^ approx¬ 
imately 15 per cent of otherwise normal 
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persons may be observed in a hypertensive 
state, varying with emotional or physical 
stress, in which the blood pressure returns 
to normal after a period of rest. In such 
cases, known as transitory hypertensives, 
such a stimulus as immersion of one hand 
in ice water for one minute may raise the 
blood pressure level as much as 20 mm. of 
mercury systolic and 15 mm. diastolic. 
Hines and Brown^ have further shown 
that these persons, referred to as hyper¬ 
reactors, are more likely to become perma¬ 
nently hypertensive than are nonhyper¬ 
reactors. The examining physician will 
note that the blood pressure level of such 
persons is elevated at first examination but 
falls promptly after a period of rest in a 
horizontal position. 

I have had the opportunity of following 
a series of 416 patients with transitory 
hjTiertension over a period of fifteen years. 
In 45 per cent of these patients permanent 
essential hypertension developed, and in 
80 per cent of this 45 per cent cardiovas¬ 
cular changes also occurred in association 
with advanced stages of the disease. The 
series in this presentation is divided into 
four groups, based on the age and sex of 
the patient, the severity of the hyperten¬ 
sion, the changes in all vascular areas and 
the response to sedation. 

Diagnosis and Course .—The criterion I 
use for making a diagnosis of hypertension 
is based on a systolic pressure of 170 and 
a diastolic pressure of 110 after forty- 
eight hours of rest in bed. A differential 
diagnosis may then be established by elim¬ 
inating other factors that produce hyper- 
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symptoms in patients known to have had 
extensive endometriosis. I should like to 
stress the importance of conservative 
treatment by whatever method one is able 
to obtain the desired results. 

SUMMARY 

Endometriosis, which is the pelvic path¬ 
ologic condition most frequentlj’’ encoun¬ 
tered in women of the early part of the 
childbearing period, is discussed as to 
diagnosis, treatment and relation to steril¬ 
ity. Emphasis is placed on the importance 
of preserving the childbearing function 
when possible. 

ZUSAJIMENFASSUNG 

Die Endometriose, die die am haufig- 
sten auftretende gynakologische Erkran- 
kung im friihen Abschnitt des geharfahi- 
gen Alters darstellt, wird vom diagnostis- 
chen und therapeutischen Standpunkt aus 
und ihrer Beziehung zur Unfruchtbarkeit 


erortert. Es wird besonders hervorgeho- 
ben, wie wichtig es ist, die Gebarfahigkeit 
Avenn moglich zu erhalten. 

RESUME 

L’endometriose, une condition patholo- 
gique pelvine, qu’on trouve leplus souvent 
parmi des femmes, dans la premiere partie 
de I’age fertile, est discutee en ce qui con- 
cerne diagnose, traitement et relation a la 
sterilite. L’importance de conserver, si 
possible, la fonction productive, est mis en 
evidence. 

RESUMEN 

La endometriosis, que es un padeci- 
miento pelvico mas frecuentemente en la 
mujer en el comienzo del periodo de la 
fecundidad, se trata por lo que respecta 
a diagnostico, tratamiento y relacion con 
la esterilidad. Se da importancia a que 
siempre que sea posible se conserve la ca- 
pacidad de maternidad. 


There is a time in every man's edueation when he arrives at the conviction tliat 
envv is ignorance: tliat imitation is suicide; that he must take himself for better, 
for worse, as his portion; that though the ivide universe is full of good, no kernel 
of nourishing corn can come to him but througb bis toil bestowed on that plot of 
ground wbich is given bim to till. The power which resides in him is new in Nature, 
and none but be knows what that is which he can do, nor does he know until he 
has tried. 

—Emerson 
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Results of Surgical Measures in the Treatment 
of Essential Hypertension 

JAMES W. HENDRICK, M.D., F.I.C.S. 

SAN ANTONIO, TEXAS 


I T has been estimated that hypertension, 
in the essential or malignant form, is 
the disease most frequently affecting 
the adult population of the United States 
today. This disease and its complications 
produce twice as many deaths each year 
as cancer. Considering all organic diseases 
to which mankind may be subjected, essen¬ 
tial hypertension is second in importance 
only to arteriosclerosis. 

Allen,^ of the Mayo Clinic, estimated that 
hypertension, in its various forms, is pres¬ 
ent in approximately 25 per cent of the 
adult population of the country. For the 
majority of hypertensive patients the dis¬ 
ease ultimately becomes serious, although 
in some instances its significance is not 
recognized, owing to the fact that a lim¬ 
ited number of persons live with this dis¬ 
ease for long periods with little or no 
manifestation of it. 

Etiologic Background. — Many theories 
have been presented from time to time as 
to the etiology of essential hypertension; 
these have been reviewed in other publi¬ 
cations- and will not be discussed here. At 
present those most familiar with the dis¬ 
ease know little of its pathogenesis except 
that the causative factors are multiple, 
and the fact that there is increased resist¬ 
ance to the flow of blood through the 
arterioles has been specifically agreed 
upon. 

According to Hines and others,® approx¬ 
imately 15 per cent of otherwise normal 
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persons may be observed in a hypertensive 
state, varying with emotional or physical 
stress, in which the blood pressure returns 
to normal after a period of rest. In such 
cases, known as transitoiy hypertensives, 
such a stimulus as immersion of one hand 
in ice water for one minute may raise the 
blood pressure level as much as 20 mm. of 
mercury systolic and 15 mm. diastolic. 
Hines and Brovii^ have further shown 
that these persons, referred to as hyper- 
reactors, are more likely to become perma¬ 
nently hypertensive than are nonhyper¬ 
reactors. The examining physician will 
note that the blood pressure level of such 
persons is elevated at first examination but 
falls promptly after a period of rest in a 
horizontal position. 

I have had the opportunity of following 
a series of 416 patients with transitory 
hypertension over a period of fifteen years. 
In 45 per cent of these patients permanent 
essential hypertension developed, and in 
80 per cent of this 45 jier cent cardiovas¬ 
cular changes also occurred in association 
with advanced stages of the disease. The 
series in this presentation is divided into 
four groups, based on the age and sex of 
the patient, the severity of the hyperten¬ 
sion, the changes in all vascular areas and 
the response to sedation. 

Diagnosis and Coin'se .—The criterion I 
use for making a diagnosis of hypertension 
is based on a systolic pressure of 170 and 
a diastolic pressure of 110 after forty- 
eight hours of rest in bed. A differential 
diagnosis may then be established by elim¬ 
inating other factors that produce-hvper- 
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tension, including certain recognized enti¬ 
ties such as coartication of the aorta, 
tumors of the pituitary or adrenal glands,"’ 
chronic nephritis or chronic pyelonephritis, 
and others. 

A detailed histoiy and phj^sical exami¬ 
nation is completed on each hypertensive 
patient, including eyegi’ound studies® with 
the pupils fully dilated. The patient is then 
classified according to the results of the 
eyeground studies, on the basis of the 
method of Keith, Wagener, and Barker:®' 
Group I: Patients with only vascular 
spasm, generalized narrowing or iiTegular 
constriction of any degree, without evi¬ 
dence of sclerosis, hemorrhage, exudate or 
papilledema. Group II: Patients with 
sclerotic changes, particularlj'- arterio¬ 
venous compression associated with tortu¬ 
osity, increased spasm but no hemorrhage, 
exudate or papilledema. Group III: Pa¬ 
tients with hemorrhage and/or exudate, 
but without papilledema, regardless of 
changes in the vessels. Group IV: Pa¬ 
tients with measurable papilledema, eleva¬ 
tion of the discs associated with hemor¬ 
rhage and exudate, and significant changes 
in the retinal artei'ies. 

Electrocardiographic studies are made 
on each patient, as well as a 7-foot roent¬ 
gen film of the heart, with particular at¬ 
tention to its size and shape and the state 
of the aorta.' 

The renal status is determined by rou¬ 
tine urinalysis, a twelve-hour urine con¬ 
centration test, an intravenous pyelogram 
and an intravenous P.S.P. phenolsulf. A 
complete blood count is made; a hemoglo¬ 
bin determination is also made, as well as 
determination of the values for serum pro¬ 
tein. nonprotein nitrogen, cholesterol and 
chloride. The basal metabolic rate is deter¬ 
mined and postural, cold pressure and sed¬ 
ative tests are made by the methods of 
Smithwick.®'’ 

When a diagnosis of essential hyperten¬ 
sion is definitely established, the clinical 


course of the patient is not favorable. 
Keith, Wagener and Barker®' have shown 
that the prognosis varies in each gi’oup of 
their series of 219 cases classified accord¬ 
ing to the results of eyeground studies. In 
Group I, the mortality rate from five to 
nine years was 40 per cent; in Group II, 
65 per cent; in Group III, 92 per cent, and 
in Group IV, 99 per cent (Table 1). Smith- 
wick,®’^ using a similar classification, re¬ 
ported 296 cases of essential hypertension 
treated nonsurgically from four to ten 
years with a mortality rate of 16 per cent 
in Group I; 37 per cent in Group II; 71 per 
cent in Group III, and 90 per cent in Group 
IV, or a total of 51 per cent mortality in 
the entire series. 

In the series here presented, 302 pa¬ 
tients treated medically for two to twelve 
years show variations in the prognosis in 
accordance with the amount of cardiovas¬ 
cular damage present, the resting level of 
the diastolic pressure, and the sex of the 
patient, as the prognosis for the male is 
much less favorable than for the female. 
It is also demonstrated in this series that 
the cardiovascular-renal complications 
vary gi-eatly from one patient to another.® 
In Group I, which represents 66 of the se¬ 
ries of 302 cases, the mortality rate was 
15 per cent; in Group II, representing 124 
cases, 46 per cent; in Group III, represent¬ 
ing 64 cases, 62 per cent, and in Group IV, 
representing 48 cases, 73 per cent; or a 
total mortality rate of 47 per cent for the 
entire series. Of the remaining 53 per 
cent, or 159 patients who were alive two 
to twelve years later, 48 patients, or 27 
per cent, had suffered at least one nonfatal 
cardiovascular-renal accident, whi-ch 
proves the seriousness of this disease once 
a definitive diagnosis has been made and 
shows without a doubt that these patients 
must be treated with care, either medi¬ 
cally, surgically, or both, to give them a 
reasonable opportunity of longevity. 

Smithvick®® has reported that 60 per 
cent of hypertensive persons die of cardiac 


434 



VOL. XXIV, NO. 4. 


HENDRICK: ESSENTIAL HYPERTENSION 


complications; 20 per cent die of cerebro¬ 
vascular accidents; 10 per cent die of renal 
failure, and probably fewer than 10 per 
cent die of unrelated causes. It is my con¬ 
tention that patients with a persistently 
elevated systolic blood pressure level of 
175 or higher and a diastolic level of 110 
or higher should be carefully evaluated 
after bed rest for forty-eight hours, to de¬ 
termine the status of the retinopathy and 
cardiovascular-renal system. 

Selection of Method of Treatment .—In 
evaluating a hypertensive patient for 
treatment it is of prime importance to de¬ 
termine in which of the aforementioned 
four groups the patient belongs and his 
sex and age, as well as his ability to follow 
the treatment administered and the in¬ 
structions given. Every physician who 
undertakes the management of patients 
with essential hypertension should appre¬ 
ciate the seriousness and severity of the 
disease. In order to obtain better results, 
the patient and his family should be ac¬ 
quainted with these facts. 

Throughout the years various drugs and 
procedures have been recommended for 
treatment of hypertension,® i.e., diets with 
restriction of sodium or use of garlic, 
pumpkin seeds, mineral waters and seda¬ 
tives, various drugs, most of which are in¬ 
effective in the majority of cases. The ma¬ 
ture physician has observed this parade of 
therapy and concluded that these proce¬ 
dures do not solve the problem of essential 
hypertension for all patients. At this time 
there are a number of new drugs in vogue, 
some of which are likely to produce unde¬ 
sirable results. Some of these are verat- 
rum, potassiu-m thiocynate, rauwolfia, 
hydralazine, hexamethonium and dibenzy- 
line. It is important for the physician who 
uses newly developed drugs in the treat¬ 
ment of hypertension to familiarize him¬ 
self thoroughly with their use and results 
through a careful evaluation of the litera¬ 
ture and to be always cognizant of the fact 



Fijj. 1.—Extent of thoracolumbar sympathectomy 
utilized by the author for essential hypertension. 
Thoracic ganglion and trunk are removed from 
the fourth to the twelfth thoracic with the 
greater, the lesser and the least splanchnic ncr\’es, 
the first and second lumbar ganglion, trunk and 
one-half of the celiac ganglion on each side. 

that fatal complications may occur.^® 

In general, the types of therapy recom¬ 
mended for hypertension are: diet, includ¬ 
ing reduction in sodium and reduction of 
calories in cases of obesity; drugs, to¬ 
gether with elimination of factors produc¬ 
ing emotional distress including modera¬ 
tion in living and discontinuance of the use 
of tobacco, and surgical inten'ention. 

It has been my practice, in most in¬ 
stances, to recommend rigid medical treat- 
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Fig. 4.—Thoracic trunk and ganglion removed from the fourth thoracic to and including the 
twelfth thoracic ganglion, along with the greater, lesser and least splanchnic nerves. The rami are 
clipped with neural clips to prevent oozing. The lung is permitted to reexpand. A moist towel is 
placed over the thoracic wound and the kidney rest elevated. 

many year in cases of peripheral vascular posteriorly for a distance of 7 or 8 inches 

disease. By approaching the thoracic (17.5 to 20 cm.). The intercostal muscles 

phase of the operation in the aforemen- are severed about midway between the 

tioned manner, a more thoroughgoing sixth and seventh ribs, and the sixth rib 

sympathectomy can be done, with fetver is severed at the costal margin and the 

postoperative complications and less inter- posterior end of the incision. A small frag- 

costal neuralgia. This technic permits ade- ment (1 cm. in length) of each end of the 

quate exposure of the kidney and adrenal sixth rib is removed to permit better re¬ 
gland on each side, allowing removal of an apposition of the rib as a flap on comple- 

adrenal tumor if one is present. Adequate tion of the thoracic phase of the operation 

exposure of the kidney makes it possible (Fig. 2). The rib is turned upward, and 

to take a renal biopsy specimen-*’ if de- chest retractors are applied. The lung is 

sired. This was done in 50 consecutive deflated; a moist pack is placed over the 

cases in this series. deflated lung, and the lung is then re- 

The chest is opened through an incision tracted to permit adequate visualization of 

between the sixth and seventh ribs, begin- the posterior medial area of the thoracic 

ning at the costal margin and extending cavity. An incision is made in the parietal 
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pleura over the thoracic chain and gan¬ 
glion, and the chain and ganglion are re¬ 
moved from the fourth to the twelfth 
thoracic, the greater, lesser, and least 
splanchnic nerves to the diaphragm (Fig. 
3). All divided rami are carefully clipped 
with neural clips (Fig. 4). The chest re¬ 
tractors are then removed, and the lung is 
permitted to reexpand. A moist towel is 
placed over the chest wound and allowed 
to remain there; the kidney rest is elevated 
and a second or subcostal incision is made, 
beginning 2 inches (5 cm.) lateral to the 
midline posteriorly and above the eleventh 
rib and extending down in a hockey stick 
fashion above the iliac crest (Fig. 5). The 
length of this incision depends on the mus¬ 


culature of the patient. The subcostal lig¬ 
ament beneath the twelfth rib is severed, 
and the retroperitoneal space is opened. 
The renal fascia is also opened, and the 
kidney and adrenal gland are inspected 
and a renal biopsy specimen taken if de¬ 
sired (Fig. 6). The splanchnic nerves and 
thoracic chain are picked up at their points 
of emergence through the diaphragm. The 
retroperitoneal structures are retracted 
medially with Harrington retractors to 
permit access to the first and second lum¬ 
bar ganglions, which are removed, together 
with half the celiac ganglion on each side. 
The greater, lesser and least splanchnic 
nerves and the thoracic chain are pulled 
through the diaphragm, and the sj'mpa- 



Fig. 6,—A subcostal incision (a) is made, bcginnirg 2 inches (6 cm.) lateral to the midlinc of the 
bach over the 11th rib and extending downward above the iliac crest. The length of the incision de¬ 
pends on the musculature of the patient. The retroperitoneal space is opened. The subcostal liga¬ 
ment of the twelfth rib is severed to permit better exposure. An incision is mode in the renal fascia 
(b). The adrenal gland is exposed and examined to determine whether ndrenal tumor is present. The 
kidney is inspected and a biopsy specimen taken if desired. 
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thectomy is complete (Fig. 7). Neural 
clips are applied to the rami where the 
ganglions are removed, to prevent oozing. 
The chest wound is closed, and the end of 
a catheter is allowed to remain in the tho¬ 
racic cavity. The intercostal muscles of 
the sixth and seventh ribs are sutured to¬ 
gether with chromic catgut. The pectoral 
fascia is closed with interrupted No. 2 cot¬ 
ton sutures, and the skin is closed with 
interrupted mattress sutures of silk. The 
catheter is aspirated and removed after 
closure of the pectoral fascia. The lumbar 
incision is closed in la.vers, cotton sutures 
being used to the fascia, catgut sutui*es to 
the muscles and interrupted silk sutures to 
the skin. 

Physiologic Effects of Thoracolumbar 
Sympathectomy .—The physiologic effects 
of thoracolumbar sympathectomy carried 


out in the fashion .iust outlined have been 
described b.v Wilkins’’^ and others’- and 
nia.v be summarized as follows: There is a 
modification of the reflex constriction of 
the arterial system in the denervated 
areas, and a variable lowering of the basal 
blood pressure level occurs. There is also 
an inhibition of reflex secretion of epine¬ 
phrine which is probably totally abolished 
or greatly diminished, and a stabilization 
of the blood flow through the denervated 
viscei'a is established. It is assumed that 
abolition of the overshoots of blood pres¬ 
sure should gi'eatly lessen the mechanical 
stress and strain on the cardiovascular 
system and act to slow the progress of the 
disease, or at least to reverse the severity 
of it, thus increasing life expectancy. Such 
favorable effects occur in carefully selected 
patients sub.iected to thoracolumbar sym- 



Pij^. (I._Incision in the renal fascia closed with interrupted chromic catgut sutures (a). The celiac 

ganglion is dissected out and half of it is removed. Neural clips are placed on the medial part of the 

celiac ganglion (6). 
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Fig. 7.—Lumbar chain and ganglion (o) are dissected out and picked up with nerve hook. A moderate, 
sired vein is shown, in the lower angle of the wound, passing from a psoas muscle to the vena cava. 
(These veins usually pass over the lumber sympathetic trunk; if injured, they can be a source of 
rather profuse bleeding. When encountered, they are ligated with neural clips or with fine cotton liga* 
tures.) First and second lumbar ganglion and trunk (b) are removed. Neural clips are placed on tbe 
rami of the ganglion and the greater, lesser and least splanchnic nerves, and thoracic ganglion and 
chain are pulled through the diaphragm. The chest and abdominal wounds are closed. 

pathectomy, and these results may be ex- columbar sympathectomy for essential 

pected to last for many years, independent hypertension and followed from two to 

of any change in the basal blood pressure twelve years, the mortality in the entire 

level. series was 21 per cent, as compared with 

Some observers’-’ have expressed the a mortality rate of 47 per cent for 302 pa- 

opinion that the decrease in epinephrine tients who were given only medical treat- 

secretion may exert a favorable influence ment (Table 2). Twenty-four patients 

on the elaboi-ation of a pressor substance treated by thoracolumbar sympathectomy 

by the viscera in response to the appear- died during the two-year to twelve-year 

ance of ischemia, if such a mechanism ex- period (Table 5); 19 of these deaths were 

ists in man. In all probability, the favor- due to complications associated with the 

able results derived from thoracolumbar hypertensive state and 5 to unrelated 

sympathectomy are a combination of phys- causes. Eighty, or 70 per cent, of the 114 

iologic effects on the vascular system. patients treated by thoracolumbar sympa- 

RcsuJts of Surgical Treatmojt .—In this thectomies returned to their normal activi- 
series of 114 patients treated by thora- ties. 
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Table 1. — Mortality Rate for Patients with Essential Hypertension Treated 

Medically, from Representative Ptiblished Reports 


Author 

Number of 
Cases 

Time Followed, 
Years 

Mortality 

Rate, % 

Janeway (1913) 


244 

5-10 

81 

Keith, Wagner, and 

Barker (1939) 

219 

5- 9 

91 

H. Easmussen and Boe (1945) 

100 

6 

52 

Palmer, Loofbourow, 

and Doering (1948) 

430 

8 

61 

Smithwick (1952) 


296 

4-10 

61 

Hendrick (1954) 


302 

2-12 

47 


Table 2. — Mortality Rates for S02 Nonsurgicl and IH. Surgical Patients with 

Hypertension — (2-12 Years) 



Nonstirgical Group (JWH) 


Surgical Group (JWH) 


Group 

No. of 
Patients 

No. of 
Deaths 

Mortality 
Rate, % 

No. of 
Patients 

No. of 
Deaths 

Mortality 
Rate, % 

I 

66 

10 

15 

10 

0 

0 

11 

124 

58 

46 

48 

7 

14 

in 

64 

40 

62 

34 

8 

23 

IV 

48 

35 

73 

22 

9 

41 

Total 

302 

143 

47 

114 

24 

21 


Table 3. —Effect of Thoracohnnhar Sympathectomy on Retinopathy in 90 Patients 
Surviving Two to Fourteen Years 


I. 

Systolic and diastolic pres¬ 
sures reduced to normal 

Patients 

29 

Retinopathy 

Improved 

Patient 

40 

% 

30 

Retinopathy 

Increased 

Patient 

9 

% 

20 

II. 

Systolic and diastolic pres¬ 
sures reduced, but not to 
normal 

22 

13 

59 

9 

41 

III. 

Systolic and diastolic pres¬ 
sures increased 

19 

5 

24 

14 

76 


Table 3 indicates the effect of sympa¬ 
thectomy on retinopathy in the 90 patients 
who survived thoracolumbar sympathec¬ 
tomy from two to twelve years. Of the 49 
patients whose blood pressure levels were 
reduced to normal, 80 per cent showed im¬ 
provement in the retinopathy after the 
surgrical procedure, and 20 per cent showed 
increased retinopathy. In 22 of the 90 
cases in which the blood pressure levels 


were reduced, but not to normal levels, 
after thoracolumbar sympathectomy, the 
retinopathy decreased in 59 per cent and 
increased in 41 per cent. Of the 19 patients 
whose systolic and diastolic blood pressure 
levels became higher, only 24 per cent 
showed improvement in the retinopathjs 
76 per cent showed lack of improvement. 

It was observed in this series that the 
initial symptoms (dizziness, blurred vision. 
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headaches, precordial distress, fatigue and 
dyspnea) were reduced to a minimum after 
sympathectomy. In the 22 patients whose 
blood pressure levels were lowered, but not 
to normal, after thoracolumbar sympa¬ 
thectomy, the aforementioned symptoms 
were reduced in accordance. On the other 
hand, these symptoms diminished in ap¬ 
proximately only half of the 19 patients 
whose blood pressure levels became higher 
after the operative procedure. It was in 
this latter group that 5 patients had non- 
fatal vascular accidents. 

It was observed also in this series that 
the lowering of the basal blood pressure 
levels after thoracolumbar sympathectomy 


varied considerably from patient to pa¬ 
tient. Obviously, the chief value of this 
operation is its effect on the blood pressure 
levels. It is readily apparent that patients 
whose basal blood pressure levels are low¬ 
ered to normal may live for long periods 
with practically no symptoms; hence their 
life expectancy is increased to approxi¬ 
mately normal. On the other hand, some 
patients whose blood pressure levels were 
not reduced to normal after thoracolumbar 
sympathectomy received temporary relief 
from symptoms, thereby having their life 
expectancies increased significantly. A 
small group of patients have increased 
basal blood pressure levels after sympa- 


Table 4.— Data on 90 Patients Living Two to Twelve Years After Thoracolumbar 
Sympathectomy: Number Having Residual Symptoms 

I. 49 patients with 
blood pressure 
reduced to normal 

Dizziness Blurring 
Vision 

4 5 

Headache 

6 

Precordial 

Distress 

3 

Fatigue; 

Dyspnea 

2 

Vascular 
Aceidenty 
But Non^ 
fatal 

0 

II. 22 patients with 
pressures reduced, 
but not to normal 

6 4 

6 

7 

5 

2 

in. 19 patients with 
increased pressure 

11 7 

8 

10 

9 

3 

Total (90 Patients) 

21 16 

19 

20 

16 

5 


Table 5.— Fate of 113 Hypertensive Patients Treated by Thoracolumbar 
Sympathectomy Two to Twelve Years 




^?tni6cr 

Per Cent 

Operative mortality 

Total number living 



90 


79 

Returned to normal activity 



80 


70 

Living but had nonfatal vascular accident 


6 


4.6 

Deaths since operation 



24 


21, 

Cardiac disease 



9 


8 

Cerebral vascular disease 



6 


6.3 

Renal disease 



2 


1 

Pregnancy 



2 


1 

Carcinoma 



3 


2 

Perforated peptic ulcer 



1 


0.9 

Pneumonia 



1 
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thectomy but remain relatively symptom- 
free so far as the disease is concerned.^'* 
This fact is illustrated by the following 
case reports. 

REPORT OF CASES 

Case 1.—L. B., a man aged 45, was observed 
in 1945 with s 3 ’mptoms and histoiy of hj'per- 
tension of ten years’ duration. When first seen 
he was complaining of marked dizziness, 
blurred vision, severe occipital headaches, pre¬ 
cordial distress, fatigue and dj'spnea on exer¬ 
tion. This patient had carefully followed 
medical management for several months, in¬ 
cluding sedation, a rice diet low in sodium, 
and limitation of all activities; his disease had 
become progressivelj' worse, and he was cog¬ 
nizant of the fact that more definitive therapj' 
was needed to give him relief. He was classi¬ 
fied in Group III after complete examination, 
and it was debated whether he would be a suit¬ 
able candidate for thoracolumbar sympathec¬ 
tomy. The patient and his family were ad¬ 
vised that the results of sj’mpathectomy would 
probably be limited. The operation was car¬ 
ried out, however, and the patient returned to 
his activities after one month’s residence in 
the hospital and one month’s convalescence at 
home. The preoperative blood pressure in mil¬ 
limeters of mercury was 240 sj'stolic and 160 
diastolic; under sedation this dropped to 210 
.s.vstolic and 120 diastolic. This patient has 
been carefullj' reexamined yearlj" bj*^ all pre¬ 
operative methods of examination, since the 
operation. At the time of writing, eight years 
later, he is managing a large business enter¬ 
prise; his preoperative sj’mptoms have en- 
tirel.v disappeared, and the retinopathj’^ has 
improved, as have the electrocardiographic 
tracing and roentgenogram of his heart in 
spite of the fact that the blood pressure level 
remains 200 s.vstolic and 120 diastolic. This 
case presents a contrast to Case 2. 

Case 2.—J. E. B., age 12 years, the j'oung- 
est patient observed in this series, was seen 
in 1945 with marked h 3 'pertensive cardiovas¬ 
cular disease and a resting blood pressure level 
of 24S systolic and 140 diastolic, and complain¬ 
ing of severe headaches, dizziness, dyspnea 
and blurred vision. The symptoms had been 
jiresent for two years, during which time he 
had been under active medical management, 
including sedation, a low sodium diet and 
postassium thiocynate therapy. The disease. 


however, had progressed in spite of these 
measures. He was classified in Group III. 
Thoracolumbar sympathectomy was advised 
because of the unsatisfactoiy response to med¬ 
ical management and the pi-ogressiveness of 
the disease. This patient has been followed 
closelj’^ and checked thoroughlj'- at j'early inter¬ 
vals, and at the time of writing has success¬ 
fully completed his college education at the age 
of 20. During his college career he partici¬ 
pated in athletics, was a member of the bas¬ 
ketball team and graduated in the upper third 
of his class. He has no symptoms whatsoever 
referable to essential hj^pertension. His blood 
pressure is 130 sj'stolic and 80 diastolic. 

Case 3. —woman aged 18 had been hyper¬ 
tensive for a known period of three years. The 
disease had progressed sufficiently to prevent 
her from graduating from high school. She 
was extremely nervous. Tachycardia, blurred 
vision, precordial distress and dizziness were 
present. She had been under active medical 
management, including the use of various new 
drugs, sedation, a low sodium diet and rest, 
but in spite of these measures the symptoms 
and the blood pressure level had increased. At 
the time of initial examination the resting 
blood pressure level was 240 systolic and 150 
diastolic; under sedation it decreased to 190 
and 110 respectively. She was classified in 
Group III. A bilateral thoracolumbar sym- 
pathectomj’^ was performed in two procedures 
at ten-day intervals. Two months later the pa¬ 
tient had resumed her high school studies. At 
the time of writing she is sj^mptom free, with 
a systolic pressure of 120 and a diastolic 
pressure of 70. There is no evidence of cardio¬ 
vascular-renal sj'mptoms, and she may be con¬ 
sidered a normal person. 

Unfavorable Secondary Effects from 
Thoracolumbar Sympathectomy. — Minor 
complications have occurred in 25 to 30 
per cent of the patients in this series who 
underwent thoracolumbar sympathectomy 
for essential hj’^pertension.^" These include 
intercostal neuritis, postural hypotension, 
tachycardia, hyperhidrosis and accentua¬ 
tion of the vasomotor phenomenon of the 
undenervated areas. Also, some patients 
are disturbed bj’ mild gastrointestinal 
problems, and theoretically there maj' be 
some derangement of the sexual function 
in the male. 

Approximately' 20 per cent of the pa- 
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tients in this series were troubled with 
intercostal neuralgia in the postoperative 
period. This is usually observed after any 
thoracic operation and probably is brought 
about by irritation of the intercostal 
nerves resulting from trauma to the ribs 
and structures within the chest. The sym¬ 
pathectomy may present an additional 
factor. This complaint usually disappears 
by the time the patient is discharged from 
the hospital. It has been necessary in some 
cases to inject the intercostal nerve above 
and below the chest incision; in others, 
relief follows simple measures such as the 
administration of codeine and acetylsalicy- 
lic acid. The same patients frequently have 
a dull pain in the anterior surface of the 
thigh, extending to the knee. This com¬ 
plaint has also been noted after lumbar 
sympathectomy for peripheral vascular 
disease. It usually disappears within three 
to four weeks after the operation. 

Postural hypotension was usually pres¬ 
ent in varying degrees after thoracolum¬ 
bar sympathectomy in most of the cases 
in this series, and it was observed that per¬ 
manent results following sympathectomy 
were more satisfactory, from the stand¬ 
point of reduction of blood pressure levels, 
when postoperative postural hypotension 
was most marked. It is my general prac¬ 
tice to bandage the legs of all sympathec¬ 
tomy patients snugly from instep to knee, 
and in some cases to include the thigh, 
immediately after the first stage of the 
operative procedure. After the second 
stage, the patient is fitted with a snugly 
fitted abdominal girdle. A sponge rubber 
pad is used beneath the girdle. The girdle 
and leg bandages are always applied before 
the patient is permitted to sit up after the 
surgical procedure; otherwise there is dan¬ 
ger of his falling on his face. Postopera¬ 
tive postural hypotension is produced by 
the pooling of blood in the abdomen and 
lower extremities when the patient is in an 
upright position; the abdominal support 


and leg bandages prevent this from occur¬ 
ring. When the patient is allowed to re¬ 
turn to his home, he is advised to continue 
wearing the abdominal support and leg 
bandages until it is determined that he can 
safely go without them, which usually 
takes three to six months. The leg band¬ 
ages may be replaced by elastic stockings, 
which are more comfortable and more 
easily cared for. 

For several weeks after thoracolumbar 
sympathectomy, if the patient assumes an 
upright position quickly, tachycardia may 
result. This occurred in 10 to 16 per cent 
of this series; it is annoying and rather 
frightening to the patient until its cause 
is explained. This condition is produced 
by a marked lowering of the blood pres¬ 
sure level when an upright position is as¬ 
sumed quickly and occurs even though the 
patient wears a snug abdominal support 
and leg bandages. This is more marked in 
patients in Groups III and IV, but usually 
disappears several weeks after the surgi¬ 
cal procedure. 

A very annoying and uncomfortable con¬ 
dition resulting from thoracolumbar sym¬ 
pathectomy is hyperhidrosis of the un- 
denervated areas,"' especially in warm cli¬ 
mates in the summer. The upper portion 
of the body, including the chest, neck, face 
and arms, of a patient who has been .sub¬ 
jected to sympathectomy shows an in¬ 
creased tendency to perspire after sympa¬ 
thetic denervation of the lower portion 
of the body. Various medical measures 
have been used to relieve this condition: 
banthine has been found useful. 

Some few patients complain of disturb¬ 
ances of the gastrointestinal tract after 
thoracolumbar sympathectomy, which is 
manifested by abdominal cramps in var.v- 
ing degrees, constipation or, in rare cases, 
diarrhea. Three or 4 patients in this series 
had an ulcer syndrome after s.vmpathec- 
tomy. All these sj’mptoms disappear with¬ 
in a few weeks after the administ 'on o 
phenobarbital and a belladonna 'v 
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For some years it has been the consen¬ 
sus that some derangement of the sexual 
function in the male, in the form of loss 
of ejaculatory power and sterility, would 
result from thoracolumbar sympathectomy 
for essential hypertension^' or peripheral 
vascular disease. In this series no disturb¬ 
ances of potency developed after the sur¬ 
gical procedures, either in the male or in 
the female. 

Contraindications to Sympathectomy for 
Essential Hypertension .—On the basis of 
my experience with essential hypertension, 
thoracolumbar sympathectomy is not ad¬ 
visable for the following persons: Most pa¬ 
tients in Group IV; patients who have had 
a cardiovascular accident; men over 50 
years of age; patients with severe anginal 
symptoms, unsatisfactory urea clearance 
and moderate renal damage; and patients 
whose resting diastolic blood pressure level 
is 140 mm. of mercury or higher. The best 
results in this series were obtained in some 
few cases of Group I but more in Groups 
II and III.’* It would seem that a surgical 
procedure of this magnitude would be un¬ 
necessary for Group I patients, and it has 
been m.v contention that such patients 
could be managed medically with satisfac¬ 
tory results. This series, however, shows 
10 deaths, or a 15 per cent mortality rate, 
associated with the hypertensive state in 
66 patients in Group I from two to twelve 
years. Considering these results in com¬ 
parison to the low morbidity rate, the hos¬ 
pital mortality rate and the fewer residual 
s.vmptoms following thoracolumbar sym¬ 
pathectomy, it might be well to consider 
operation more seriously for Group I pa¬ 
tients unless it can be proved that the new 
hypotensive drugs can be depended upon 
to give permanent relief. 

For most patients in Groups II and III 
it is necessary to utilize some form of de¬ 
finitive treatment in additon to medical 
management, and. up to this time, surgical 
management has given the most favorable 


results. The poorest results in this series 
were obtained in Group IV patients; how¬ 
ever, those patients had severe involve¬ 
ment, and any relief from cardiovascular 
sj’^mptoms obtained was definitelj'^ of sig¬ 
nificant advantage to the patient. It is 
advisable to sj^pathectomize hypertensive 
patients before their disease progresses to 
the Group IV stage. 

Pregnancy Following Sympathectomy. 
—Five patients have become pregnant 
after sympathectomy. Three of these were 
in the gi-oup whose blood pressure levels 
returned to normal after sympathectomy; 
these 3 were delivered normally at term, 
and the blood pressui’e level rose to 220 
sj’^stolic and 130 diastolic in only 1 of the 
3 during pregnanej'^; it returned to normal 
after delivery and has remained so 
throughout two subsequent pregnancies. 

Two patients classified in Group III ac¬ 
cording to eyeground studies, with rather 
advanced hypertension prior to sympa¬ 
thectomy, died during the later months of 
pregnancy. Neither of these patients had 
normal blood pressure levels after the sur¬ 
gical procedure; the level of one, however, 
showed a significant reduction. This pa¬ 
tient was a 34-year-old woman who had a 
history of essential hj’^pertension for eight 
years prior to the operation. During five 
of the eight years she had been under care¬ 
ful medical management, with limited re¬ 
sults; at the time of sympathectomy the 
blood pressure level was 240 systolic and 
140 diastolic; renal damage was demon¬ 
strable by laboratory tests, and dizziness, 
precordial distress, blurred vision, dysp¬ 
nea and occipital headaches were present. 
After sympathectomy the clinical symp¬ 
toms disappeared but the blood pressure 
level remained 170 systolic and 110 dias¬ 
tolic. Three years after sympathectomy 
this patient became pregnant. During the 
eighth month of gestation there developed 
marked dizziness, headaches, precordial 
distress and blurred vision, and elevation 
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of the blood pressure level to 200 systolic 
and 160 diastolic. Her obstetrician was 
considering terminating the pregnancy 
when the patient suffered a fatal cardio¬ 
vascular accident. 

The second patient who died during 
pregnancy was 28 years old and had been 
known to be hypertensive for four years 
prior to sympathectomy. She had been 
under various forms of medical manage¬ 
ment with a continuation of her symptoms 
and an increase in the basal blood pressure 
level, which was 200 systolic and 120 dias¬ 
tolic at the time of operation. After the 
operative procedure this patient became 
clinically asymptomatic, but the blood 
pressure returned to the preoperative 
level, and at the end of two and one-half 
years after sympathectomy she became 
pregnant. After five months she showed 
symptoms of toxicity, with a gradual in¬ 
crease in the blood pressure level. She 
died shortly thereafter of toxemia of preg¬ 
nancy, with the blood pressure level ele¬ 
vated to 260 systolic and 180 diastolic. 

CONCLUSION 

Hypertension, in its various forms, is 
one of the most frequent diseases encoun¬ 
tered in the adult population of the United 
States today. Essential hypertension pro¬ 
duces twice as many deaths annually as 
does cancer. The cause of essential hyper¬ 
tension is unknown, but it is agreed that 
there is a constriction of arterioles to 
bring about this condition. 

In the author’s series, two groups of 416 
hypertensive patients were followed for 
two to twelve years. They are classified 
according to the results of eyeground stud¬ 
ies. One group of 302 patients was treated 
entirely by medical measures, with a mor¬ 
tality rate of 47 per cent. The second 
group, composed of 114 patients, was 
treated by thoracolumbar sympathectomy, 
with a mortality of 21 per cent. 


It is concluded that operation should be 
considered for patients of Groups I, II and 
III, if they are in a safe age group, have 
adequate renal function and have not suf¬ 
fered a cardiovascular accident. Patients 
in Group IV with adequate renal function 
who have not suffered a cardiovascular 
accident or do not respond to adequate 
medical treatment should be sympathecto- 
mized. 

R1SSUM6 

L’hypertension sous ses diverses formes 
est aujourd’hui Tune des affections les plus 
frequentes parmi la population adulte des 
Etats-Unis. L'hypertension essentielle 
provoque deux fois plus de deces chaque 
annee que le cancer. On ne connait pas la 
cause de cette affection, mais on admet le 
role de la constriction des arterioles. 

Deux groupes de 416 malades ont ete 
suivis de deux a douze ans. IIs sont classes 
par rapport aux r^sultats des examens du 
fond de Toeil. Les 302 malades du premier 
groupe ont Ite traites exclusivement par 
des m^thodes conservatrices, avec un taux 
de mortalite de 47%. Les 114 malades du 
second groupe ont subi une sympathecto- 
mie thoraco-lombaire, avec une mortalite 
de 21%. 

L’auteur conclut que I’operation devrait 
etre envisagee pour les malades des 
groupes I, II et III ayant une bonne fonc- 
tion renale et n’ayant pas pr^sente d'acci- 
dent cardiovasculaire. Les malades du 
groupe IV devraient subir une sympathec- 
tomie. 

RIASSUNTO 

L’ipertensione, nelle sue varie forme, e 
oggi una delle malattie piu frequenti nella 
popolazioneadulta degli Stati Uniti. L'iper- 
tensione essenziale causa, ogni anno, il 
doppio delle morti prodotte dal cancro. La 
causa deiripertensione essenziale e tuttora 
sconosciuta, ma e idea comune che alia 
base di essa stia uno spasmo delle arte- 
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riole. Nella serie qui studiata, due gi'uppi 
di 416 ipertesi, divisi in base ai risultati 
delFesame del fundus, vennero seguiti per 
periodi di tempo varianti da 2 a 12 anni. 
Un gruppo di 302 pazienti vennero trattati 
con cure esclusivamente mediche, e si ebbe 
una mortalita del 475c. II secondo gruppo 
di 114 pazienti fu curato mediante la sim- 
patectomia lombare. con una mortalita del 
215c. Si conclude che tale intervento puo 
esser preso in considerazioni per pazienti 
dei gruppi 1° e IP—ed anche del IIP se 
essi siano in eta adeguata, abbiano una 
buona fuzione renale e non abbiano sof- 
ferto di episodi cardio-vascolari. Potreb- 
bero pure essere sottoposti a simpaticecto- 
miaquei pazienti del R'° gruppo che 
abbiano una buona funzione renale, non 
abbiano sofferto episodi cardiovascolari e 
non rispondano ad un’appropriata terapia 
medica. 

RESUMEN 

La hipertension, en sus diversas formas, 
es uno de los padecimientos mas frecuentes 
encontrados en la poblacion adulta de los 
Estados Unidos. La hipertension esencial 
produce el doble de las muertes producidas 
por el cancer. La causa de la hipertension 
se desconoce, pero existe acuerdo en que 
la vasoconstriccion produce este padeci- 
miento. 

Se comentan dos grupos de 416 pacientes 
con hipertension. observados de dos a doce 
ahos. Dichos pacientes fueron clasificados 
de acuerdo con los estudios de fondo de ojo 
ocular. Un grupo de 302 pacientes fue 
tratado unicamente por recursos medicos, 
con una mortalidad de 47 por ciento. El 
segundo grupo, de 114 pacientes fue tra¬ 
tado por sinpatectomia toracolumbar, con 
una mortalidad de 21 por ciento. 

Se concluye que la operacion debe con- 
siderarse para los pacientes de los grupos 
I.. II. y III., si se encuentran dentro de 
cierta cdad. poseen una funcion renal ade- 
cuada .v no han padecido accidentes cardio- 


vasculares. Los pacientes del grupo IV. 
que no han padecido dichos accidentes, 
tienen una funcion renal adecuada y si no 
responden al tratamiento medico deben ser 
sinpatectomizados. 

SUJI.ARIO 

A hipertensao, em suas varias formas, e 
atualmente uma das mais frequentes mo- 
lestias encontradas na populacao adulta 
dos Estados Unidos. A hipertensao essen- 
cial produz anualmente o dobro de mortes 
acarretadas pele cancer. A causa da hiper¬ 
tensao essencial e desconhecida, mas con- 
corda-se quanto a haver uma constric^ao 
das arteriolas, provocando esta afeccao. 

Nas series aqui discutidas foram acom- 
panhados dois gi'upos de 416 pacientes 
durante periodos de dois a doze anos. Tais 
pacientes foram classificados de acordo 
com os resultados dos estudos de fundo de 
olho. Um gi'upo de 302 pacientes foi tra¬ 
tado interiamente por meios medicos, com 
mortalidade de 475®. 0 segundo grupo, 
composto de 114 pacientes, foi tratado pela 
simpatectomia toracolumbar, com mortali¬ 
dade de 21 por cento. 

Chegou-se a conclusao que a operacao 
deve ser considerada para os pacientes dos 
grupos I, II, e III, caso se encontrem em 
grupo de idade conveniente, tenham fun- 
Qao renal adequada e nao tenham sofrido 
acidente cardiovascular. Os pacientes do 
gi'upo IV, com funcao renal adequada, que 
nao tenham sofrido acidente cardiovascu¬ 
lar ou nao respondam ao tratamento medi¬ 
co adequado devem ser simpatectomizados. 

ZUSAMMENFASSUNG 

Der Bluthochdruck in seinen verschie- 
denen Formen gehort zu den hiiufigsten 
Erkrankungen, unter denen die erwach- 
sene Bevolkerung in den Vereinigten 
Staaten heute zu leiden hat. Es sterben 
jiihrlich doppelt so viele Menschen am es- 
sentiellen Hochdruck vie am Krebs. Die 
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Ursache des Hochdrucks ist unbekannt, 
man nimmt aber allgemein an, dass eine 
Verengung der Arteriolen zu der Erkran- 
kung fuhrt. 

In der vorliegenden Arbeit wird uber 
zwei Gruppen von insgesamt 416 Kranken 
mit Hochdruck berichtet, die uber einen 
Zeitraum von zwei bis zwolf Jahren beo- 
bachtet wurden. Ihre Klassifizierung er- 
folgt auf Grund von Augenhintergrund- 
suntersucbungen. Die eine Gruppe von 
302 Kranken wurde ausschliesslich mit 
internen Mitteln behandelt und wies eine 
Sterblichkeitsquote von 47% auf. Die 
zweite Gruppe der restlichen 114 Patien- 
ten wurde mit thorakolumbaler Sympa- 
thektomie behandelt und ergab eine Ster- 
blichkeitsziffer von 21%. 

Es wird der Schluss gezogen, dass die 
Operation fur Kranke der Gruppen I, II 
und III in Betracht gezogen warden sollte, 
sofern das Alter des Kranken es gestattct, 
ein6 ausreichende Nierenfunktion vor- 
liegt und keine kardiovaskularen Anfalle 
aufgetreten sind. Kranke der Gruppe IV 
sollten einer Sympathektomie unterzogen 
werden, wenn die Nierenfunktion aus- 
reichend ist und keine Kreislaufanfalle 
stattgefunden haben, oder wenn sie auf 
angemessene interne Behandlung nicht 
reagieren. 

REFERENCES 

1. Allen, E. V.: Proc. Staff Meet. Mayo Clin. 
27:473, 1052. 

2. (a) Goldblatt, H.; Lynch, J., and Han^al, 
R. F.: Studies on Experimental Hypertension, J. 
Exp. Med. 59:374, 1934. (b) Page, I. H.: Produc¬ 
tion of Arterial Hypertension, JJt.M.A. 113:206, 
1939. (c) Palmer, R. S.; Loofhourow,^ D., and 
Doering, C. R.: Prognosis in Hypertension, New 
England J. Med. 239:990, 1948. <d) Peet, M. M.; 
Woods, W. W., and Braden, S.: Surgical Treat¬ 
ment of Hypertension, J.A.M.A. 115:1876, 1940. 

3. (a) Smithwick, R. H.: The Surgical Physiol¬ 
ogy of Hypertension, Surg. Clin. North America 
29:1099, 1949. (b) Hines, E. A. Jr.: Range of 
Normal Blood Pressure and Subsequent Develop¬ 
ment of Hypertension; A Follow-Up Study of 
1,500 Patients, J.A.M.A. 115:272, 1940. (c) Jone- 
way, T. C.; Clinical Study of Hypertensive Cardio¬ 
vascular Disease, Arch. Int. Alcd. 12:765, 1913. 


(d) Keith, N. M.; Wagner, H. P., and Barker, N. 
W.; Some Different Tj^pes of Essential Hyper¬ 
tension: Their Course and Prognosis, Amer. 
J.M.S. 193:332, 1939. 

4. Hines, E. A. Jr., and Brown, G. E.: A Stand¬ 
ard Stimulus for Measuring Vasometer Reactions, 
Proc. Staff Meet. Mayo Clinic 7:332, 1932. 

5. (a) Goldenberg, A. M.; Smith, A. A., and 
Faber, M.: Pheochromocj’toma and Essential 
Hypertension, Arch. Int. Med. 86:823, 1950. (b) 
Wilkins, R. W.; Culbertson, C. B., and Smithuick, 
R. H.; Effects of Various Types of Sympathec¬ 
tomy upon Vasopressor Responses in Hyperten¬ 
sive Patients, Surg., Gynec. & Obst. 87:661, 1948. 

6 (a) Hendrick, J. W.: Surgical Treatment of 
Essential Hypertension, J. Southern Med. A. 35: 
501, 1942. (b) Wilkins and others.®'’ 

7. Canabal, E. J., and White, P. D.: The Elec¬ 
trocardiogram in Hypertension, Am. Heart J. 30: 
314, 1945. 

8. Crimson, K. S.; Anderson, B., and Broome, 
R. A.t Results of Treatment of Patients with 
Hj'pertension, Ann. Surg, 129:850, 1949. 

9. (a) Poppen, J. L.; Extensive Combined Tho¬ 
racolumbar Sympathectomy in Hj-pertension, 
Surg., Gynec. & Obst. 84:1117, 1947. (b) Hen- 
drick.*** Allen.' Janeway.®'’ Peet and others.**' 
Wilkins, Culbertson and Smithwick.®'’ 

10. Allen.' Wilkins, Culbertson and Smith¬ 
wick.®'’ 

11. (a) Crimson, K. S.: Total Thoracic and 
Partial Lumbar Sympathectomy in Treatment of 
Essentia] Hypertension, Ann. Surg. 114:753, 1941. 
(b) Poppen, J. L., and Lemmon, Charles: Surgical 
Treatment of Essential Hypertension, J.A.M.A. 
134:1, 1947. (c) Rasmussen, T. B., and Pair, J. 
W.: Prognosis of Essential Hypertension, Acta. 
Med. Scand. 120:12, 1946. 

12. Munoz, J. M., and Lclori, L. F.: The Mech¬ 
anism of Hypertension, Am. Jour. M. Sc. 200:008, 
1940. 

13. (a) Evelyn, K. A.; Alexander, F., and 
Cooper, S. R.: Effect of Sympathectomy on Hy¬ 
pertension: 13 Years Experience, J.A.M.A. MO; 
592, 1949. (b) Poppen and Lemmon.'"’ 

14. Crimson and others.® Poppen.®* Poppen and 
Lemmon.'"’ 

15. (a) Hendrick, J. W., and Guy, E. G.: Re¬ 
sults of Sympathectomy for Peripheral Vascular 
Disease, J. Internat. Coll. Surgeons 18:008, 1952. 
(b) Crimson and others.* Hendrick.*’* Wilkins, 
Culbertson and Smithwick.®'' 

16. (a) Allen, E. V., and Adson, A. W.: Physio¬ 
logical Effects of Extensive Sympathectomy for 
Essential Hypertension, Ann. Int. Med. 14:288, 
1940. <b) Hendrick and Guy.'®* 

17. Allen and Adson.'®* 

18. (a) Evelyn and others.'®* (b) Poppen and 
Lemmon.'"* (c) Wilkins, Culbertson and Smith- 
wick.®** 

ADDITIONAL SOURCKS 


Linton, R. R.; Moore, R. 
Thoracolumbar Sympathect* 
Surg. Clin. North Am 
Moritz, A. R., and 
rosis in Hypertens* 


449 




Cesarean Section: Progressive Trends 

A Fifteen- 3 ^ear Survey 
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T he problem of cesarean section is 
one of increasing interest and promi¬ 
nence during recent years, owing to 
the introduction of new agents to combat 
infection, improved supportive measures, 
better anesthesia and standardization of 
surgical technic. Eastman' estimated that 
about 2 per cent of all American women 
are delivered by abdominal section. 
D'Esopo" (Sloane Hospital), in 1950, 
stated: "One of the most important 
changes taking place in obstetric practice 
is indicated by the trend of substituting 
the cesarean section operation for the more 
formidable, traumatizing vaginal delivery. 
Obviously this change is being effected 
only in proportion to the increasing safety 
of the operation.” 

Abdominal delivery is apparently util¬ 
ized most extensively on the West Coast 
and least in the South. Current statistics 
indicate a variation from 0.65 to 9.7 per 
cent, according to a survey by Williams, 
Moseley, and Whicker^ from Atlanta, 
Georgia, in 1954. Nearly all reports show 
the private patient to be delivered more 
often via the abdomen than the charity or 
ward patient. 

St. Anthony Hospital is a 450-bed open 
staff general hospital that has averaged 
3,500 deliveries per year for the past five 
years. About 15 per cent of the women 
are charity patients delivered by the house 
staff under supervision of the attending 
staff. Another 15 per cent are delivered by 
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general practitioners. The remaining 70 
per cent are delivered by obstetricians. 

A survey of cesarean sections performed 
during the past fifteen years has been 
made, with division of this period into five- 
year intervals for easier comparison. The 
study includes 1,605 cesarean sections and 
is consecutive, including all cases. 

Incidence .—There were 1,605 cesarean 
sections performed among 38,955 deliver¬ 
ies, with an overall incidence of 4.1 per 
cent Chart 1 shows an increasing inci¬ 
dence, from 2.9 per cent during the first 
five years to 5 per cent during the last five 
years, with a slight decline in incidence 
for the last four years. A comparison with 
the overall average of ten leading mater¬ 
nal centers listed by D'Esopo- in 1950 
shows that their average incidence was 4.9 
per cent. 

Types of Operation .—The low cervical 
cesarean section has become the operation 
of choice in most cases. Chart 2 shows a 
gradual increase in incidence to 93.8 per 
cent during the last five years, with a con¬ 
comitant decrease in classic section from 
10.7 per cent to 4.8 per cent. A marked 
decrease in the incidence of extraperito- 
neal cesarean section, with none performed 
for the past five years, is the logical result 
of better intrapartum care and the advent 
of antibiotic therapy. The grossly infected 
patient with prolonged labor has been 
seen but rarely in recent years. The inci¬ 
dence of cesarean hj’sterectomies has re¬ 
mained relatively constant, the overall 
incidence for the fiftec * ' 

1.6 per cent, Willi 
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1949 - 1953 16.738 842 

33,955 1605 l.lit 

Chart 1.—Incidence of cesarean section at 
St. Anthony Hospital, 1939-1953. 

report an incidence of 1.5 per cent. 

Indications .—Chart 3 represents a com¬ 
parative study of condensed indications 
for cesarean section. In tabulating the in¬ 
dications, the primary indication for the 
operation is recorded. When previous ce¬ 
sarean section had been performed, this 
was tabulated as the indication, regardless 
of other conditions that might have been 
present. Cephalopelvic disproportion ac¬ 
counted for the largest incidence and in¬ 
cludes the cases of all patients with either 
normal or contracted pelves. The inci¬ 
dence, however, has decreased from 40.4 
per cent during the first period to 33.1 per 
cent during the last period. The incidence 
of repeated sections has risen from 8.8 
per cent to 29.2 per cent. It is true that, 
in general, most deliveries following an 
initial cesarean section were done by re¬ 
peat section, but not all of them were 
treated in this way. The overall incidence 
of hemorrhage, which includes both abrup- 
tio placentae and placenta praevia, has 
remained almost mathematically constant 
at 20 per cent throughout the fifteen years. 
The most outstanding decrease in inci¬ 
dence of any indication was in toxemia, 
with a downward progression from 19.2 
per cent to 6.8 per cent during this period. 
Patients with preeclampsia or eclampsia 
were treated medically, and it was only 


when preeclampsia was considered pro¬ 
gressive in spite of all medical treatment 
that cesarean section was performed. 
With the advent of improved methods of 
inducing labor this figure may continue 
to decline, but it will not disappear. Other 
indications not listed individually included 
malpresentation, which accounted for 1.5 
per cent of all sections and remained rela¬ 
tively constant throughout. Diabetes ac¬ 
counted for 1.7 per cent, leiomyomas for 
1.3 per cent and primiparous breech pres¬ 
entation for 1.2 per cent. The overall in¬ 
cidence of sections for prolapse of the cord 
was 0.7 per cent. Four postmortem sec¬ 
tions were performed during the survey. 

Anesthesia. — There has been a steady 
trend toward the use of spinal anesthesia 
for cesarean sections, with a subsequent 
moderate decrease in the incidence of in¬ 
halation anesthesia and a rapid diminution 
in the use of local anesthesia. All anes¬ 
thesia was induced by a certified physician 
anesthetist or by members of the house 
staff under the supervision of the attend¬ 
ing staff. Inhalation anesthesia consisted 
predominantly of the use of cyclopropane 
as the anesthetic agent. Pontocaine has 
been used almost routinely during the last 
five years for spinal anesthesia, given by 
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Chart 2.—Types of cesarean section at 
St. Anthony Hospital, 1939-1953. 
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the single injection method with 22-gauge 
to 24-gauge needles. Local anesthesia, 
with 1 per cent procaine hydrochloride as 
the anesthetic agent, has been reserved for 
patients in whose cases other anesthetic 
agents were contraindicated. Chart 4 il¬ 
lustrates the decline of inhalation anes¬ 
thesia from 64.2 per cent during the first 
period to 43.6 per cent during the past 
five years, with a rapid rise in the use of 
spinal anesthesia from 8.1 to 54.2 per cent. 
Local anesthesia, used in 27.3 per cent of 
all cases during the first five-year period, 
was utilized in only 1.5 per cent during the 
last period. Caudal anesthesia was not 
used, and pentothal was used in only 6 
cases in this survey. 

Fetal Mortality. — In a review of the 
literature, there is a surprising discrep¬ 
ancy in the standards used by various 
authors of infant mortality studies. Some 
reports are based on term babies weighing 
2,500 Gm. or more; others on 1,500 Gm., 
and some use 1,000 Gm. Adair’ suggested 
750 Gm. as the weight iimit between pre¬ 
viability and viability. Edith L. Potter,” 
in her Symposium on Perinatal Mortality 
in San Francisco, June 1954, stated: "At 
the Chicago Lying-in Hospital, we have 
used 400 grams as a dividing line between 
an abortion and a birth because this is 
the average weight of a fetus at the fifth 
month. Ten days has been used as the 
upper limit of survival time because, until 
recently, this has been the neriod of stay 
of all mothers in this hospital.” 

In this survey, all fetal deaths after five 
months gestation have been recorded. 
During the first ten years of the survey, a 
thirty-day neonatal period was used to 
calculate fetal mortality. For uniformity, 
this standard has been used throughout the 
report. As a result of these rather wide 
boundaries, the fetal mortalitj’ rate, at 
first glance, assumes a rather somber look. 
Chart 5 shows a rapid decrease in neonatal 
deaths among term babies, from 4.6 per 
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Chai't 3.—Indications for cesarean section at 
St. Anthony Hospital, 1939-1953. 



Chart 4 .—Anesthesia for cesarean section at 
St. Anthony Hospital, 1939-1D53. 


cent in the first period to 0.6 per cent in 
the last. Neonatal deaths among prema¬ 
ture babies has decreased more gradually 
from 7.3 per cent to 5 per cent. The inci¬ 
dence of stillbirth in cesarean section has 
remained relatively stable during the fif¬ 
teen-year period — 3.1 per cent, 4.3 per 
cent, and 2.7 per cent. Admittedly, this 
gross fetal mortality rate is rather high. 
However, as was pointed out in D’Esopo’s* 
study of fetal deaths, in many of the.se 
cases the cause of death was inherent in 
the maternal complication for which the 
operation was performed. 

Maternal Mortality .—During the entire 
fifteen-year period there were 12 maternal 
deaths following cesarean 
accompanying table i ■ ' 
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Chart 5.—Perinatal mortality in cesarean section 
at St. Anthony Hospital, 1939-1953. 

incidence from 1.5 per cent in the first 
-•period to 0.4 per cent in the last period, 
with a similar decline in maternal death 
rate in all deliveries from 0.15 per cent to 
0.05 per cent. A number of maternal cen¬ 
ters, including the Chicago Lying-in Hos¬ 
pital," Sloane Hospital,* and the New York 
Hospital- have reported over 1,000 consec¬ 
utive cesarean sections without a maternal 
death attributable to the operation. Un¬ 
questionably, cesarean section has become 
and is becoming a safer procedure than it 
once was. 

SUMMARY AND CONCLUSIONS 

1. A survej" of 1,605 cesarean sections 
performed during the fifteen-year period 
from 1939 through 1953 is presented. 

2. An increase in incidence from 2.4 to 
4.5 per cent during the time surveyed is 
noted, with an average incidence of 4.1 
per cent. 

3. The indications most frequently 
noted were cephalopelvic disproportion, 
previous cesarean section, hemorrhage and 
toxemia. The cases were divided into 
three periods, showing an increasing inci¬ 
dence of section because of previous sec¬ 
tion. and a decreasing incidence of section 


for toxemia. 

4. There has been a steady increase in 
low cervical section from 84.2 to 93.8 per 
cent, with a constant decrease in the clas¬ 
sic type. The incidence of Porro cesarean 
section has remained about constant, with 
an overall incidence of 1.7 per cent. 

5. There have been 12 maternal deaths, 
with an overall maternal mortalitj’- rate of 
0.74 per cent. During the past five-year 
period this figure has decreased to 0.47 
per cent, with no maternal deaths during 
the past two years. 

6. There has been a steady increase in 
the incidence of spinal anesthesia. 

7. The gross fetal mortalitj'- rate has 
consistentlj’^ declined, with a rapid decline 
in neonatal deaths of term babies, a grad¬ 
ual decline in premature babies and a rel- 
ativelj' stable incidence of stillbirth. 

RESUMfi 

1. Un resume de 1605 operations cesa- 
reenns est presente, qui etaient executees 
pendant la periode de 15 ans de 1939 a 
1953. 

2. Un accroissement de I’occurence de 
2.4% a 4.5% est observe pendant cette 
periode avec I’occurence moj'enne de 4.1%. 

3. Les indications mentionnees le plus 
frequemment etaient: Disproportion ceph- 
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alo-pelvienne, operation cesareenne prece- 
dente, hemorrhagie et toxemie.—Le nom- 
bre des cas est partage en 3 periodes 
montrant un accroissement du nombre 
d’operations a cause d'operation prece- 
dente et une reduction des cas de toxemie. 

4. On note un accroissement continu 
d’operations cervicales de 84,2% a 93.8% 
et une reduction continue du type clas- 
sique. D’incident de I’operation cesareen¬ 
ne de Porro est reste a peu pres contante 
a 1.7%. 

5. II y avait 12 cas de mort maternelle, 
ce qui signifie une mortalite totalede9.7%. 
Pendant la periode des dernieres 5 annees 
ce chiffre est tombe a 0.47% et pas de 
mort maternelle depuis 2 ans. 

6. L’anestbesie spinale fut employee de 
plus en plus. 

7. La mortality foetale a decUnee con- 
tinuellement, celle des bebes n4sa terme 
tombant rapid4ment, des beb4s prematures 
graduellement et I’incident des enfants 
morts nes est reste relativement stabile. 

ZUSAMMENFASSUNG 

1. Es wird die kritische Untersuchung 
einer Serie von 1605 Kaiserschnitt-Opera- 
tionen vorgelegt, die in der Zeit von 1936 
bis 1953 ausgefuehrt warden. 

2. In diesem Zeitraum wurde ein An- 
stieg der Haeufigkeit der Operationen von 
2,4 auf 4,5 Prozent mit einem Durch- 
schnitt von 4,1 Prozent festgestellt. 

3. Die haeufigsten Indikationen waren 
Missverhaeltnis zwischen Groesse des 
kindlichen Kopfes und des miitterlichen 
Beckens, vorangegangene Kaiserschnitte, 
Blutungen und Toxaemie. Bei Einteilung 
der Serie in drei Zeitabschnitte liess sich 
ein Anstieg der Haeufigkeit des Eingriffs 
wegen vorangegangenen Kaiserschnitts 
und ein Absinken wegen Toxaemie fest- 
stellen. 

4. Der tiefe zervikale Kaiserschnitt 
nahm staendig an Haeufigkeit zu (von 
84,2% auf 93,8%), waehrend die klas- 


sische Form der Operation staendig ab- 
nahm. Die Haeufigkeit der Anwendung 
des Porroschen Kaiserschnitts blieb ziem- 
lich unveraendert mit einem allgemeinen 
Durchschnitt von 1,7%. 

5. Tod der Mutter trat zwoelfmal ein, 
was einer durchschnittlichen miitterlichen 
Sterblichkeit von 9,7% entsprach. Diese 
Ziffer sank waehrend der letzten fuenf 
Jahre auf 0,47%, und in den letzten zwei 
Jahren kam ueberhaupt kein miitterlicher 
Todesfall zur Beobachtung. 

6. Die Haeufigkeit der Spinalnarkose 
ist in staendigem Anwachsen, 

7. Die allgemeine Sterblichkeit der 
Frucht zeigt einen staendigen Abstieg. 
Das Absinken der Todesfaelle ausgetra- 
gener Neugeborener vollzog sich sehr 
rasch, bei Fruehgeborenen war nur ein all- 
maehlicher Abstieg zu beobachten, und das 
Vorkommen von Totgeburten blieb ziem- 
lich unveraendert. 

RIASSUKTO 

1. Vengono riferiti i risultati ottenuti 
in 1605 tagli cesarei eseguiti in 16 anni 
(1939-1953). 

2. Nel periodo esaminato vi fu un au- 
mento della frequenza dal 2,4 al 4,2% 
con una media del 4,1%. 

3. Le indicazioni principal! furono: 
sproporzione cefalo-pelvica, precedente ce- 
sarizzazione, emorragie, tossiemia. Negli 
ultimi period! vi fu un aumento nelle indi¬ 
cazioni per cesarizzazione precedente e una 
diminuzione in quelle per tossiemia. 

4. Vi fu un sensibile aumento di incisi- 
oni basse (da 84,2 a 93,8%) e una costante 
diminuzione di quelle classiche. 

5. Vi furono 12 casi complessivi di 
morte materna (9,7%), mentre negli ulti¬ 
mi 5 anni la percentuale diminui fine al 
0,47% e negli ultimi 2 anni non vi furono 
casi di morte. 

6. Si fece un sempre maggior uso dell- 
’anestesia rachidea. 

7. La mortalitxi fetale fu in costante 
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diminuzione, particolarmente per i neonati 
a termine, meno per i prematuri. II nu- 
mero dei nati morti fu pressoche stazio- 
nario. 

RESUMEN 

1. Se presenta una I’evision de 1,605 
cesareas realizades en un penodo de quince 
anos, de 1939 a 1953. 

2. Se senala un aumento de frecuencia 
de 2.4 a 4.5 por ciento durante el tiempo 
mencionado, con una indicidencia prome- 
dio de 1.4 por ciento. 

3. Las indicaciones que se presentaron 
mas frecuentemente fueron desproporcion 
cefalopelvica, cesarea previa, hemorragia 
y toxemia. Los casos se dividieron en tres 
periodos mostrando un aumento de fre- 

' cuencia de la cesarea debido a cesareas 
previas y una disminucidn de la misma 
,‘debida a toxemias. 

/ 4. Se ha registrado un aumento de la 

cesarea baja, cervical, del 84.2 al 93.8 por 
ciento, con una disminucidn constante de 
la cesarea clasica. La frecuencia de la ce¬ 
sarea de Porro ha permanecido igual, con 
una frecuencia promedio de 1.7 por ciento. 

5. Se observaron 12 muertes de la madre 
con un grado de mortalidad materna de 


9.7 por ciento. Durante los ultimos cinco 
anos esta cifra ha disminuido a 0.47 por 
ciento, no habiendose registrado muertes 
maternas durante los dos ultimos anos. 

6. Se ha presentado un aumento con¬ 
stante en la frecuencia con se utiliza la 
anestesia raquidea. 

7. La frecuencia de mortalidad fetal ha 
disminuido appreciablemente con una dis¬ 
minucidn rapida en las muertes de ninos 
a termino, una disminucidn gradual de los 
prematuros y una frecuencia relativa- 
mente estable de abortos. 
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Abdominal Pregnancy: 
Report of Four Cases at Term 

EVRIB. MENDEL, M.D.. F.I.C.S, AND MALCOLM MacRAE, M.D. 
DALLAS, TEXAS 


C ONSIDERATION of abdominal preg¬ 
nancy necessitates a thorough under¬ 
standing of tubal pregnancy and the 
various modes of termination of this con¬ 
dition. Awareness of these facts will lead 
to early diagnosis and prevention in many 
cases. 

It is not within the scope of this paper 
to present evidence for or against the pos¬ 
sible occurrence of primary abdominal 
pregnancy. There are on record a number 
of cases that apparently fulfill the criteria 
for this condition. Many of the authors 
who have reported cases considered au¬ 
thentic have, on careful review, elicited 
information that suggested the question of 
tubal pregnancy. 

There are many qualified observers who 
are doubtful that primary abdominal preg¬ 
nancy can occur. In the event that it does 
occur, all are agreed that the incidence is 
so small as to be clinically insignificant. 

Incidence. — The gross incidence of ab¬ 
dominal pregnancy varies markedly from 
author to author. This disparity is elim¬ 
inated when the incidence is adjusted on 
a racial basis. 

Beacham and Beacham, in their series 
of 20 cases, reported a gross incidence of 
1 in 2,081. There wore 19 Negresses and 
1 white patient. IVhen the incidence by 
race was determined, they observed it to 
be 1 in 11,419 among white women and 1 
in 1,685 among Negresses. The admis.sion 
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ratio was 1 white woman to S Negresses. 

Quilliam, in 1948, estimated that one 
abdominal pregnancy occurs in every 12,- 
500 pregnancies of all types observed in 
hospital practice. 

Colvin and McCord recorded an inci¬ 
dence of 1 to 750 in an exclusively Negro 
division. 

At Baylor University Hospital from 
Sept. 1, 1944 to Sept. 1, 1952 there were 
37,964 deliveries. In the same interval 
there occurred 4 abdominal pregnancies. 
This represents an incidence of 1 to 9,491. 
Three of these patients were Negro and 1 
was Mexican. The ratio of white to Negro 
deliveries was 13 to 1. On a racial basis, 
this gives an incidence of 1 to 35,000 
among the white patients and 1 to 1,000 
among the Negro patients. 

Admittedly this series is too small to 
provide accurate statistical conclusions. It 
does, however, indicate an incidence that 
is in general agreement with previously 
reported series, in which admissions of 
white patients were preponderant. 

The fact that the occurrence of abdom¬ 
inal pregnancy is three times greater 
among Negresses than among white 
women, with an admission ratio of 1 to 
13, is again indicative of the usual pat¬ 
tern. 

In Ware’s series of 13 cases, all the pa¬ 
tients were Negresses. Douglass and Kohn 
reported the incidence among the 
Negresses to be sixteen times greater than 
that among white women. 

Age and Gravidity. — In Beacham's se¬ 
ries of cases the patients ranged in age 
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from 18 to 37. The majority ranged from 
25 to 35 j’^ears of age. Their gravidity 
ranged from 1 to 6. Fourteen were either 
gravida 1 or gi-avida 2. 

MacGregor, in his series of 11 cases, 
noted that the average age of his patients 
was in excess of 25 years. The highest in¬ 
cidence occurred in primigravidae or in 
women with relativelj’^ few previous preg¬ 
nancies. 

In the 19 cases reviewed by Cross, Les¬ 
ter and McCain, the ages ranged from 22 
to 40, and only 2 of the patients were un¬ 
der 25. Of these, 10 were primigravidae, 
4 were para 2, 3 were para 1, and 1 was 
para 8. The parity of one patient was not 
recorded. 

In this series of 4 cases, 2 patients were 
primigi'avidae; one was gravida 2, para 0, 
and 1 was gi'avida 4, para 2. The average 
age in this group was 28 years. 

Etiologic Factors. — The cause of ab¬ 
dominal pregnancy is that of tubal preg¬ 
nancy. No doubt is cast upon the role of 
salpingitis as a precipitating factor, but 
the nijudad other factors involved are less 
tangible and more difficult of proof. The 
fact that in the majority of cases the con¬ 
dition is not directly due to an inflamma¬ 
tory process in the tube is sustained by 
the series of 136 cases reported by Prid- 
dle, I\Ioultoun and Dennis, in which micro¬ 
scopic evidence of salpingitis was demon¬ 
strable in only 28 per cent of the cases. 
This leaves a majority of cases in which 
no direct explanation existed except on a 
theoretical basis. 

Regardless of the precipitating factoi-s, 
the events and pathologic changes subse¬ 
quent to tubal implantation are well es¬ 
tablished. 

Decidual reaction on the tubal mucosa 
is e.xtremely scanty or absent entirely. 
Implantation in an environment such as 
this is obviously incompatible with a fa¬ 
vorable termination. In the absence of the 
rich protective decidua of the uterine cav¬ 
ity, the trophoblastic activity soon leads 


to penetration of the mucosal layer, inva¬ 
sion of the muscular laj’^ers and encroach¬ 
ment upon the serosal covering of the tube. 

If implantation has occurred at the in¬ 
terstitial or isthmic portions of the tube, 
rupture of the tube is the usual termina¬ 
tion. Rupture may occur into the perito¬ 
neal cavity or between the leaves of the 
broad ligament. In either event, severe 
hemorrhage usually occurs and the usual 
symptoms of ruptured tubal pregnancy 
ensue. This sequence of events customarily 
occurs at about the fourth month of preg- 
nanc 3 ’’ in interstitial implantation; earlier 
in the isthmic portion. Abortion in the 
ampulla of the tube is far more frequent 
than rupture. This event is usually fol¬ 
lowed by extrusion of the amnion through 
the fimbriated end of the tube. There is 
no waj’^ to estimate how many tubal preg¬ 
nancies end uneventfully, with intratubal 
death of the ovum and spontaneous re¬ 
gression. 

Stander estimated that fewer than 3 per 
cent of all tubal pregnancies are intersti¬ 
tial; 26 per cent are isthmic and 70 per 
cent are ampullary. 

The rapidly growing villi, in invading 
the engorged tubal stratae, either pene¬ 
trate vessels and produce hemorrhage or 
cause rupture of the pseudocapillaries. 
Penetration through the serosa may occur. 

Brieflj’’, tubal pregnane}’- terminates in 
rupture, abortion, internal rupture, sec¬ 
ondary abdominal pregnanej'^ or spanta- 
neous regression. Rarely, hydatidiform 
mole or chorioepithelioma may follow 
tubal pregnanejL An unrecognized tubal 
pregnancj’ occasionally results in a litho- 
pedic or mummified fetus. 

The contention that an ovum expelled 
through tubal abortion or perforation 
might sustain itself until reimplantation 
of the placenta occurs is entirely unsup- 
portable. Total separation of the placenta 
would assure immediate death of the em- 
biyo. 
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Cases in which viable secondary abdom¬ 
inal pregnancies exist are cases of tubal 
abortion or rupture in which placental in¬ 
tegrity is not completely interrupted. The 
intact portions of the placenta are main¬ 
tained by an adequate blood supply, and 
the villi, advancing through the tubal rent, 
adhere to and encroach upon surrounding 
structures. In this manner it is possible 
for the placenta eventually to involve al¬ 
most any intraabdominal structure. It is 
a matter of record that the placenta has 
been found attached to every structure in 
the abdominal cavity, from the liver and 
spleen above to the urinary bladder below. 

Symptoms, — The early symptoms of 
abdominal pregnancy are those of tubal 
pregnancy, with rupture or abortion in 
almost every case. The severity of these 
symptoms depends upon the amount of 
attendant hemorrhage. With patients first 
examined after abdominal pregnancy is 
advanced, this history may be difficult to 
obtain because of the remoteness of the 
event. In those cases in which tubal abor¬ 
tion occurred with minimal bleeding, the 
discomfort may have been so mild as to 
have been forgotten altogether. 

As a rule there is a history of a missed 
period or of menstrual irregularity. Ab¬ 
dominal pain, weakness, nausea, vomiting, 
vaginal bleeding and syncope are the 
symptoms occurring singly or in combina¬ 
tion. The onset of symptoms is usually six 
to ten weeks after the last menstrual 
period. 

MacGregor reported no case in which 
vaginal bleeding occurred without pain, 
and 10 of his patients had early abdominal 
pain with no vaginal bleeding. Ten com¬ 
plained of constipation after rupture or 
abortion. 

The late symptoms are those produced 
by the abdominal pregnancy itself. Ab¬ 
dominal pain is a prominent symptom and 
is aggravated as the pregnancy advances. 
Abdominal distension is an annoying .and 
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frequent complaint. Nausea, vomiting and 
constipation occur not infrequently. Vagi¬ 
nal spotting is a common occurrence. 

Some patients complain of high position 
of the fetus, painful fetal movements, 
shortness of breath and weakness. 

With rupture of the membranes and the 
fetus lying free in the abdominal cavity, 
gastrointestinal symptoms are markedly 
increased. The patient complains bitterly 
of painful fetal movements and increased 
tenderness on palpation of the abdomen. 

MacGregor described 2 patients with 
these symptoms, and at operation observed 
that the membranes were ruptured and 
identifiable only as shreds along the pla¬ 
cental margin. 

Two of our patients presented the same 
picture, and at operation the membranes 
were absent except as marginal remnants. 

Anorexia, malaise, weakness and fever 
are symptoms that may occur after the 
death of the fetus. 

Diagnosis, — Laboratory aids are of no 
value in establishing a diagnosis. Abdom¬ 
inal examination may reveal abnormal 
tenderness, easily palpable fetal parts, 
unusually loud fetal heart tones, a trans¬ 
verse “lie" in a high position, a palpable 
low abdominal mass distinct from the fe¬ 
tus, and the absence of the round liga¬ 
ments in the upper mass. 

Beiicham stated that the presence of a 
transverse “lie" in a primigravida should 
be regarded as evidence of an abdominal 
pregnancy until it is proved otherwise. 

On pelvic examination the cervix is usu¬ 
ally displaced, unusually tender, unefTaced 
and less soft than usual. The uterus, if it 
is palpable, is not larger than that of a 
three-month pregnancy. Fetal parts or a 
cystic placenta may occasionally, but rare¬ 
ly, be palpated in the cul de sac. 

Roentgen studies of the soft tissues are 
an invaluable aid in .some cases in the 
establishment of a diagnosis, if read by a 
competent roentgenologist in collaboration 
with the obstetrician. 
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Beacham expressed the opinion that 
hj^sterograms are an invaluable aid to 
diagnosis in selected cases. Cross, Lester 
and McCain considered them of no value; 
MacGregor considered it a dangerous pro¬ 
cedure to take them. 

Optimal Tivie for Operation .—This sub¬ 
ject is again a controversial one. Beacham 
recommended laparatomy when diagnosis 
is made, unless the patient is near term 
and the fetus is alive. 

Curtis strongly advocated immediate 
operation when the diagnosis is estab¬ 
lished, with no regard for salvage of the 
fetus. 

Cross expressed the view that there is 
no indication for delaying operation as 
long as a week after the patient has be¬ 
come sj’^mptomatic. The 4 maternal deaths 
/ in his series occurred among the patients 
in whose cases operation was delayed one 
week or longer. 

The consensus is that a laparotomy 
should be performed as soon as the diag¬ 
nosis is made, regardless of the stage of 
gestation. There is little virtue in delay¬ 
ing operation for weeks or months after 
the death of the fetus to reduce the pos¬ 
sibility of maternal hemorrhage. 

Treatment of the Placenta. — Thei'e is 
no preconceived formula for management 
of the placenta at operation. The very na¬ 
ture and rarity of the condition would 
seldom permit one surgeon to encounter 
the same situation in 2 or more cases in a 
lifetime. 

The most reasonable approach is one de¬ 
signed to reduce maternal hemorrhage to 
a minimum. If the placenta is accessible 
and its blood supply available to ligation, 
complete removal is indicated. 

If, in the judgment of the operating 
surgeon, removal of the placenta would 
produce an alarming hemorrhage, leaving 
the placenta is not injurious to the patient. 

Beacham, in his series, removed 17 pla¬ 


centas entirely and 1 partially, leaving 2 
intact. 

MacGregor removed 5 completely, 2 
partially. Two were left without drains, 
and 2 were marsupialized. 

Cross, in his series, removed 11 placen¬ 
tas completely and 4 partial^’-, leaving 4 
intact. He reported that bleeding was ex¬ 
cessive in all cases when the placenta was 
partially removed and in 6 of the 11 cases 
in which removal was complete. Loss of 
blood was not excessive in any of the cases 
in which the placenta remained intact. 
Morbidity was noted in all cases in which 
the placenta was partially removed. No 
morbidity was noted in 4 in which the pla¬ 
centa was left intact, except in 1 case of 
fatal pulmonaiT embolus. 

REPORT OF CASES 

Case 1.—A 25-year-old Negress, gravida 1, 
para 0, was first seen in the Baylor University 
Hospital Clinic on Jan. 16, 1945. She was un¬ 
certain of the date of her most recent men¬ 
strual period but believed that it occurred in 
April or May 1944. 

On July 29, 1944, she had been admitted to 
Reid Memorial Hospital, Richmond, Indiana, 
with a history of severe crampy pain in the 
lower part of the abdomen, followed by pro¬ 
fuse vaginal bleeding. Her condition was 
treated as an incomplete abortion. The symp¬ 
toms subsided gradually, and she was dis¬ 
charged on August 8. She was readmitted on 
August 21, with abdominal distention, crampy 
pain and vaginal bleeding. A diagnosis of 
pregnancy with peritonitis was recorded. She 
was discharged on September 23, after a posi¬ 
tive Ascheim-Zondek reaction was obtained. 

Fetal movements were felt late in Septem¬ 
ber. The patient was asymptomatic until No¬ 
vember 7, when crampy abdominal pain and 
vaginal bleeding recurred, following an auto¬ 
mobile accident. On December 1, vaginal 
bleeding was again noted. 

On Jan. 16, 1945, she was admitted to Ba}’- 
lor University Hospital for the treatment of 
syphilis. She was readmitted with shoi'tness 
of breath and abdominal pain on February 16. 
She was discharged five daj^s later, with no 
diagnosis to explain her complaints. 

On March 12 she was again hospitalized. 
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with severe abdominal cramps and slight vagi¬ 
nal bleeding. 

At this time, she presented the picture of a 
well developed and well nourished Negress 
with a term pregnancy. Abdominal palpation 
revealed a fetus in a transverse position, with 
the vertex in the left upper quadrant. The 
fundus of the uterus was palpated 4 cm. below 
the ziphoid. The fetal heart rate in the lower 
part of the midline was recorded as 140. There 
was no complaint of pain on palpation of the 
abdomen. The cervix was soft, uneffaced and 
in normal position. There was no pain or 
rigidity on pelvic examination. It was the clin¬ 
ical impression that the pelvic measurements 
were grossly inadequate for the delivery of 
an average-sized term infant. Roentgen meas¬ 
urements were obtained and confirmed the 
clinical impression. 

The patient was scheduled for cesarean 
section. When the peritoneal cavity was en¬ 
tered, a large transparent sac, through which 
the fetus was clearly visible, presented. The 
sac was incised, and an apparently normal girl 
weighing 7 pounds and 13 ounces (3,486.9 
Gm.) was delivered. The infant breathed 
promptly and responded to stimulation with a 
vigorous cry. 

As the infant was delivered, a portion of 
the placenta was inadvertently torn from its 
attachment to the left adnexa. Profuse hem¬ 
orrhage was the immediate result. Hemor¬ 
rhage w'as controlled by packing. The sep¬ 
arated portion of the placenta was ligated, 
and the remainder of the placenta was left 
undisturbed. The sac w’as plicated over the 
placental site in two layers. 

The uterus was enlarged to the size of a 
two-month pregnancy. The right tube, ovaiy 
and broad ligament appeared to be normal. 
The left tube and ovaiy were not identifiable. 
The patient was given 1,000 cc. of blood dur¬ 
ing the operation. 

Convalescence was uncomplicated, and she 
was discharged on the twelfth postoperative 
day. A tender mass measuring 15 cm. was 
palpable in the left lower abdominal quadrant. 

The infant, discharged with the mother, 
was free of deformity, vigorous and healthy. 

On April 2, 1945, the patient was readmitted 
hospital with abdominal pain in the left 
abdominal quadrant, low grade fever 
ight vaginal bleeding. A barium enema 
istrated a soft tissue mass in the left 
quadrant, which displaced the sigmoid 
to the right. On pelvic examination the 
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Roenlgenogram in case of abdominal pregnancy 
in a young Negress. 


uterus was normal in size but attached to a 
left adnexa) mass that lay high in the pelvis. 
The temperature subsided on administration 
of antibiotics, and the patient was discharged 
in seven days. 

During May the patient showed all the 
sjTnptoms of a left tubo-ovarian ab.scess. This 
w'as drained on Slay 28, through a left McBur- 
ncy incision, and 750 cc. of foul-smelling, 
purulent material was obtained. The wound 
was drained. After two stormy postoperative 
days, the temperature subsided by lysis, and 
the patient was discharged on June G. 

The abdominal wound continued to drain. 
Lipiodol studies revealed a sinus tract leading 
to a very superficial rounded area 4 cm. in 
diameter. 

Operation was performed on September 1. 
The sinus tract led to the left ovary, which 
was adherent to the abdominal wall. The left 
tube was adherent to the ovary and wa.s ede¬ 
matous and infected. The right tube and ovary 
also appeared infected, to a le.sser degree. The 
left tube and ovary were removed and the 
sinus tract extraperitonealized. Recoverj* was 
uneventful, and the patient was discharged 
on September 7. 
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In August 1949, four j^ears later, this pa¬ 
tient was delivered of a healthy term infant 
by cesarean section. Examination of the pelvis 
at that time revealed a normal right adnexa 
and a left adnexal area free of adhesions and 
with minimal induration. 

The first child at this time was living, 
healthy and normal. 

Case 2. — A 28-year-old Mexican woman, 
gravida 6, para 2, was first seen in the Baylor 
University Hospital clinic on May 26, 1946. 
An extremely limited history was obtained 
because the patient spoke no English. 

Her most recent menstrual period had oc¬ 
curred in September 1945. Abdominal pain 
had begun a few weeks after cessation of the 
menses and had increased in severity as preg¬ 
nancy advanced. Except for an admitted gain 
of 40 pounds (18.1 Kg.) in weight, no infor¬ 
mation could be elicited as to the course of 
this pregnancy or preceding ones. A large 
abdominal mass was palpable 4 cm. below the 
') ziphoid process. Fetal parts could not be pal- 
/ pated, and no fetal heart tones were heard. 
There was moderate abdominal tenderness 
without spasm or rebound. The remainder of 
the physical examination gave negative re¬ 
sults. The pelvic observations were not re¬ 
corded on the chart. 

The woman was admitted to the hospital 
for observation. Laboratory data were nega¬ 
tive except for a hemoglobin level of 8.85 Gm. 
A roentgenogram of the abdomen showed the 
fetus of an eight-month gestation, in a trans¬ 
verse position with the vertex in the left up¬ 
per quadrant. It was the impi’ession of the 
roentgenologist that the fetus was extra- 
uterine. 

A preoperative diagnosis of abdominal preg¬ 
nancy at thirty-six weeks was made. The pa¬ 
tient was given adequate transfusions and was 
scheduled for laparotomy. When the abdomen 
was entered, the uterus was the size of a 
three-month pregnancy. Both adnexae ap¬ 
peared normal. A macerated fetus 40 cm. in 
length was observed, free in the abdominal 
cavity. The placenta was implanted on the 
left abdominal wall just below the spleen. The 
fetus was removed; the cord was clamped and 
ligated near the placenta, and the placenta 
was left in place. There was no evidence of 
any amniotic fluid in the abdomen. Inspection 
of the portion of the placenta that could be 
visualized revealed the membranes as shreds 
around the margin. The abdomen was closed 
without drains. Bleeding was less than that 
encountered in the average cesarean section. 


The postoperative course was uneventful, 
and the patient was discharged on the seventh 
postoperative day. She never returned to the 
clinic for postoperative examination. All ef¬ 
forts by administrative and social service 
agencies failed to locate her. 

Case 3.—A 23-year-old Negress, gravida 1, 
was first seen as an outpatient at iSaylor Uni¬ 
versity Hospital by members of the medical 
department on April 12, 1951, with complaints 
of nausea, vomiting and epigastric pain since 
January. On several occasions the vomitus 
had contained blood. She stated that the pain 
was sudden in onset and of several hours’ 
duration, and was not related to the ingestion 
of food. Her only other complaints were of 
polyuria and nocturia. 

The most recent menstrual period had oc¬ 
curred in November 1950, but the patient 
stated that in 1949 there had been a five-month 
period of amenorrhea. 

Positive physical signs were limited to a 
firm abdominal mass 2 fingerbreadths below 
the umbilicus. On pelvic examination the 
uterus was observed to be grapefruit-sized, 
firm and nodular. The cervix was firm and 
pink. 

Roentgen studies of the chest, gastrointes¬ 
tinal tract and gallbladder revealed no abnor¬ 
mality. A diagnosis of uterine fibroid and 
gastrointestinal neurosis was made by the 
medical department. 

In August 1951 the patient appeared in the 
obstetrical clinic. At that time she had no 
complaints. The size of the abdomen was that 
of a term pregnancy. No fetal heart tones 
were heard. Physical examination revealed no 
abnormality. August 27 was the expected 
date of delivery. The patient was followed at 
weekly intervals in the clinic until September 
29, at which time she was admitted for induc¬ 
tion of labor, with a diagnosis of missed abor¬ 
tion. The fundus of the uterus was recorded 
as 3 cm. below the ziphoid process. Medical 
induction was unsuccessful. The patient was 
discharged the next day and instructed to re¬ 
turn in one week. 

At this point she disappeared. She was next 
seen in the obstetrical clinic on July 14, 1952, 
ten months later. 

During this interval, she said, she had been 
in Califoi'nia. She stated that her menstrual 
periods had been normal and regular since 
January 1952. She had been well, but slill 
had a “lump” in her abdomen, which she 
wished removed. She was admitted to the ho s- 
pital on July 21. 
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Examination revealed nothing abnormal ex¬ 
cept a movable mass, 3 cm. above the umbili¬ 
cus. The cervix was firm and in normal posi¬ 
tion, and moved with the mass. A roentgeno¬ 
gram of the abdomen revealed a nonviable 
fetus of a size consistent with the third tri¬ 
mester of pregnancy. Laboratory data were 
normal. 

A diagnosis of missed abortion with litho- 
pedion was made, and the patient was sched¬ 
uled for laparotomy. When the peritoneal 
cavity was entered, the uterus was observed 
to be normal in size and consistency; it was 
adherent to a right adnexal mass of a size 
corresponding to an eight-month pregnancy. 
The right tube and ovary were not identifiable. 
The sac was dissected from its attachment to 
the uterus and removed. A mass of spongy 
tissue at the base of the broad ligament was 
left in place. The left tube and ovary were 
normal in appearance. Bleeding was not ex- 
ce.ssive. One pint of blood was given during 
the operation. 

The fetus, found within the sac, was soft 
and pliable; crown-rump measurement was 29 
cm., and there was no gross deformity. 

Microscopic examination was reported by 
the pathologist as follows: “Examination of 
numerous sections through the wall of the sac, 
which contains the fetus, reveals it to be com¬ 
posed predominantly of rather dense fibrous 
tissue. However, in some sections, there are 
areas of tissue which are compatible with 
origin from the ovaries; there is no evidence 
of tube origin. It is believed, therefore, that 
this extrauterine pregnancy was in the 
ovary.” 

This is a conclusion with which we do not 
agree. It is obvious from the gross descrip¬ 
tion of the specimen that the four criteria of 
Spiegelberg could not be adequately fulfilled. 

The patient remained in the hospital for 
seven daj’s, and recovery was prompt and un¬ 
eventful. 

Post-operative examinations were continued 
at inteiwals for six months, and at the Ia.st 
examination the uterus was normal in size and 
freely movable. A minimal amount of indura¬ 
tion was detectable in the right adnexal area. 

Case 4. — A 36-year-old Negress, gravida 
2, para 0, was admitted to Baylor University 
Hospital on Oct. S, 1952. She was seen for the 
first time by one of us in consultation on Oc¬ 
tober 6. Her most recent men.strual period 
had occurred on January 16. 

About two months after ce.ssation of the 
menses, pain in both lower abdominal quad¬ 


rants occurred at irregular intervals. In the 
third month of her pregnancy she was ad¬ 
mitted to St. Paul Hospital, Dallas, Texas, with 
severe pain in the lower part of the abdomen, 
which was aggravated by even slight abdom¬ 
inal pressure. She was afebrile during her 
three-day stay in the hospital but was dis¬ 
charged, improved, with a diagnosis of pelvic 
inflammatory disease. 

From April until October the patient was 
never free of abdominal pain, and the severity 
of the pain increased as the pregnancy ad¬ 
vanced. On several occasions she voluntarily 
remained in bed for two or three days at a 
time. There was no vaginal bleeding at any 
time during the pregnancy. 

Physical examination gave negative results 
except for pedal edema and the abdominal ab¬ 
normalities. The abdomen was ovoid and sym¬ 
metrically enlarged to a point 4 cm. below the 
ziphoid process. Palpation elicited exquisite 
tenderness in all quadrants, with marked mus¬ 
cle spasm. Palpation of fetal parts was diffi¬ 
cult because of the marked abdominal tender¬ 
ness. Fetal heart tones were very loud, and 
the rate was recorded ns ICO in the right lower 
quadrant. 

On pelvic examination the cervix was soft, 
closed, dusky and about 1 inch (2.6 cm.) in 
length. Motion of the cervix caused abdominal 
pain, and no presenting part was palpable 
either by rectal or by vagina! examination. 
Abdominal tenderness obviated adequate eval¬ 
uation of the ndnexae. The patient’s physi¬ 
cian had ordered Snow's pelvimetry on admis¬ 
sion, which showed an inlet contracture with 
a grossly misshapen fetus. Owing to the ab¬ 
dominal signs, the consultant requested fur¬ 
ther soft tissue roentgen studie.s. This re¬ 
vealed a lower abdominal mass, which was 
interpreted as the uterus, with the fetus lying 
above and to the right of this structure (.see 
illustration). Owing to these and the clinical 
observations, a diagnosis of full-term extra- 
uterine, intranbdominal pregnancy was made. 

On admission the hemoglobin value was 8.4 
Gm., and the patient was given adequate blood 
in preparation for surgery. The remainder of 
the laboratory data were normal. On October 
10, a laparotomy was performed, with spina] 
anesthesia. 

When the peritoneum was entered, the 
uterus was of the size characteristic of a 
three-month pregnancy. A viable term infant 
was lying free in the abdominal cavity. The 
head and shoulders of the fetus lay beneath 
the right lobe of the •, w»^' Irunlc-ex- 
■ \ • 
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Table 1.— 

-Maternal Statistics 


Age of 



Weeks of 


Case 

Patient 

Gravida 

Para 

Gestation 

Race 

1 

25 

1 

0 

38-40 

Negro 

2 

28 

4 

2 

34-36 

Mexican 

3 

23 

1 

0 

96-100 

Negro 

4 

36 

2 

0 

38 

Negro 


Table 2.— Fetal Statistics 

Length 


of 

Fetus, Weight, 


Case 

Cm, 

Gm. 

Deformities 

Condition 

1 

40 

3,486.9 

None 

Living and 
Avell 

2 

40 

Not recorded 

None recorded Macerated 

3 

29 

Not recorded 

None 

Nonviable 

4 

38 

2,352.9 

Multiple 

Viable but 
died in 35 
minutes 


tending obliquely across the upper abdomen. 
Both feet were presenting in the pelvis. The 
infant was removed from the abdomen, after 
having cried and breathed spontaneously. 

The placenta, 18 cm. in diameter, was im¬ 
planted on the posterior surface of the broad 
ligament, in the area of the left tube and 
ovary. The fimbriated end of the tube was 
identified. The left ovary was also identified, 
and appeared normal. A portion of the omen¬ 
tum and sigmoid colon were incorporated into 
the placental mass. The uterine and infundi- 
bulopelvic vessels were markedly dilated and 
tortuous. The right adnexa was normal. Since 
the principal blood supplies to the placenta 
seemed accessible, it was decided to remove 
the placenta. By sharp and blunt dissection, 
the sigmoid and omentum were separated fi'om 
the mass. The placental mass, Avith the left 
tube and ovary, was removed. The attendant 
bleeding Avas minimal. The raAv area AA^as re- 
peritonealized, and the abdomen AA'as closed 
AA’ithout drainage. 

On examination of the placenta, the amnion 
and chorion AA'ere identifiable as shreds around 
its circumference. No free amniotic fluid AA'as 
noted in the abdomen. Tube, OA’ary and pla¬ 
cental tissues AA-ere listed in the pathologic 
report. 

The infant had a croAA-n-rump measurement 
of 38 cm., AA-eighed 5 pounds and 3 ounces 
(2,352.9 Gm.). Multiple anomalies AA-ere pres¬ 


ent, including a large omphalocele, a left club 
foot and an anomaly of the bony thorax. The 
infant died thirty-fiA'e minutes after deliA'ery. 

The postoperative course AA'as uneA'entful, 
and the patient Avas discharged on the sixth 
postoperative day. 

The abdominal incision Avas Avell healed 
three Aveeks after the operation. At a checkup 
after six Aveeks the uterus Avas normal in size, 
Avith tenderness in the left loAver quadrant. 
Examination at three months revealed a nor¬ 
mal uterus and right adnexa. The left adnexal 
area Avas free of tenderness and induration. 

SUMMARY 

A discussion of abdominal pregnancy 
and its pathogenesis is presented. Four 
cases observed at Baylor University Hos¬ 
pital are reported. 

zusammenfassung 

Die Bauchhohlenschwangerschaft und 
ihre Pathogenese Averden erortert und vier 
im Baylor UniA'ersity Hospital beobach- 
tete Falle berichtet. 

riassunto 

Vengono riferiti 4 casi di gravidanza 
addominale osservati al Bajdor University 
Hospital. Segue una trattazione su questa 
malattia e sulla sua patogenesi. 

resume 

Une discussion de la gestation abdomi- 
nale et de sa pathogenese est presentee. 4 
cas observes a I’hopital de I’universite 
Baylor sont reportes. 

RESUMEN 

Se presenta un comentario sobre el em- 
barazo abdominal y su patogenia. Se co- 
munican cuatro casos observados en el 
Hospital de la Universidad de Baylor. 
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I spent some part of e\er}' )ear at ihe farm until 1 was twelie or thirteen jears 
old. The life nhich I led there iWth my cousins was full of charm, and so is the 
memorj’ of it yet. I can call back the solemn twilight and mystery' of the deep 
woods, the earthy smells, the faint odors of the wild flowers, the sheen of rain-iv ashed 
foliage, ihe rattling clatter of drops when the wind shook the trees, the far-off ham¬ 
mering of noodpeckers and the muflled drumming of wood pheasants in the remote¬ 
ness of the forest, the snapshot glimpses of disturbed wild creatures scurrying through 
the grass—I can call it all hack and make it as real as it ever wa<. and as blessed. 
I can call back the prairie, and its loneliness and peace, and a vast hai>k hanging 
motionless in the sky, with his wings spread wide and the blue of the vault showing 
through the fringe of their end featliers. I can see the ivoods in their autumn dress, 
the oaks purple, the hickories washed with gold, the maples and the sumaclis lumi¬ 
nous irith crimson fires, and I can hear ihe rustle made by the fallen leases as we 
plowed through them. I can see the blue clusters of wild grapes hanging among 
the foliage of the saplings, and I remember the taste of them and the smell. I know¬ 
how the wild blackberries looked, and how they lasted, and the same with the paw. 
paws, ihe hazelnuts, and the persimmons; and 1 can feel the thumping rain, upon 
my head, of hickory nuts and walnuts when we were out in the frosty dawn to scram¬ 
ble for them with the pigs, and the gusts of wind loosed them and sent them down. 
I know the stain of blackberries, and how pretty it is, and I know ihe stain of walnut 
hulls, and how little it minds soap and water, also what grudged experience it had 
of either of them. I know the taste of maple sap, and when to gather it. and how 
to arrange the troughs and the delivery lubes, and how to boil down the juice, and 
how to hook the sugar after it is made, also how much })etter hooked sugar taste>« 
than any that is honestly come by, let bigots say what they will. 

—CUmens 
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Fractures of the Hip in Patients 
from 92 to 103 Years Old 
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H IP fractures occur quite often in 
the aged because of frequent falls 
due to the poor muscular coordina¬ 
tion and dizziness usually associated with 
arteriosclerosis. Since the advent of anti¬ 
biotics and the achievement of a better 
understanding of geriatrics, both men and 
women are living to a greater age than 
thej’’ former^’’ did. Hence the surgeon is 
called upon to treat or operate on patients 
of more advanced age than he could have 
expected twenty-five years ago. 

Textbooks and the literature on frac¬ 
tured hips list cases in which the patients 
range from early childhood to the age of 
91. More and more often one is called 
upon to operate on a patient between 80 
and 90 years old, but, as far as we have 
been able to ascertain, no surgeon had 
ever operated successfully on a man 103 
years old with a fracture of his femur. 

It is because of this that we wish to re¬ 
port the reduction and internal fixation of 
the fractured femurs of 3 patients who 
were very old at the time of operation, 2 
being over 92 years old and the third over 
103. Each made a good recovery from the 
operation, and 2 are still living and well. 

Not too long ago, a fractured femur 
meant probable death in the verj- near fu¬ 
ture for any patient over 70 years old. At 
that time such a fracture was then treated 
by immobilization in traction or a MTiit- 
man cast. Most of the patients soon died 
of hypostatic bronchopneumonia or cardio- 
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renal complications. Those who did sur¬ 
vive the initial shock usually lived for sev¬ 
eral weeks and then died of exhaustion 
because of the pain and enforced confine¬ 
ment. With the use of the Smith-Peterson 
nail and other methods of internal fixation, 
it was found that one could get the patient 
up and about much sooner, and keep him 
more comfortable, thereby prolonging his 
life. 

Among the laity it has been almost the 
consensus that, since a very old patient has 
only a short time to live anyway, it is use¬ 
less to subject him to the pain, shock and 
suffering of an operation. Everyone 
knows, nevertheless, that no matter how 
old a patient is he always wants to live a 
little longer, and of course he wants to be 
relieved of his pain. The knowledge that 
we obtained 100 per cent recovery in 3 
patients over 92 years old, and that one 
103-year-old patient made the best recov¬ 
ery of all, may help someone in deciding 
what course to follow in the treatment of 
a similar case. All surgeons have encoun¬ 
tered femoral fractures for which the fam- 
il}’^ would not consent to an operation be¬ 
cause of the extreme age of the patient 
and his apparently imminent death, but 
we have seen those same patients live for 
several weeks or months with a painful, 
deformed leg and with no hope of ever 
being able to walk again. In the case of 
our 103-year-old patient, some of his rela¬ 
tives were opposed to an operation. Since 
there were no cases on record to support 
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Fig. 1 (Case 1).—Roentgenograms in the case of F. F. W., a man aged 103. A, film taken Oct. 13, 
1964; B and C, films taken Dec. 19, 1954; D and E, films taken Jan. 15, 1955. 


our advice, we ourselves were not at all 
sure whether he could survive it. Many 
seemed to think he had more than lived his 
normal span of years and that an opera¬ 
tion would be the straw that tipped the 
balance. Nevertheless it was certain that 
without an operation he wouid never walk 
again; and if he did survive the operation 
the pain would be relieved and he could be 
handled much more easily. 

It may be of interest that these patients 
were treated by doctors in a small rural 
community, away from teaching centers 
and specialists. In a small communitj' we 
know our patients and have to live among 
them, so we can’t afford to make mistakes 
if we are to continue successfully in prac¬ 
tice. The old adage most applicable to the 
small-town doctor: "In treating any frac¬ 
ture, if you make a mistake and get a poor 
result the patient never dies, never leaves 
town and always shows all of his friends." 

The actual technic of our operation is 
similar to that of most surgeons, and in 
dealing with the aged it is imperative that 
the operating time be kept to a minimum. 


Three of us working as a team handled 
these patients, but a different one of us 
was the chief surgeon in each instance. 
We used spinal anesthesia in each case, 
since it provides better relaxation and one 
can reduce the fracture more easily than 
with general anesthesia. Although the 
fall in blood pressure is sometimes alarm¬ 
ing, no patient of ours has died during or 
immediately after the operation. The pa¬ 
tient is given 8 mg. of morphine and 0.2 
mg. of scopolamine about an hour before 
the operation. For the spinal anesthesia 
we use 150 mg. of procaine hydrochloride 
and 23 mg. of ephederine in about 2 cc. of 
spinal fluid; 25 mg. of ephederine is also 
given intramuscularly. The patient is then 
immediately placed on the affected side for 
six minutes and then is placed on his back, 
with his body level and his head slightly 
elevated. The surgeon reduces the frac¬ 
ture quickly by placing one arm under the 
knee and the hand of the opposite side on 
the crest of the patient’s ilium and ab¬ 
ducting thigh. A lateral roentgenogram of 
the hip is taken with the thigh flexed at 
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right angles to the long axis of the body 
and abducted slightly. The femur is then 
brought to the level of the body, with the 
knee flexed and the foot hanging down at 
the side of the roentgen table. An antero¬ 
posterior roentgenogi'am is then taken. In 
this manner the lateral and anteroposte¬ 
rior exposures may be taken without 
changing the position of the roentgen tube. 
If the position of the fragments is satis- 
factoiy, one assistant sits on a chair and 
rests the patient’s foot on his knee to keep 
the femur in a constant position of slight 
internal rotation during the operation. 
When the plate or nail is driven halfway 
to its final position, another lateral and 
another anteroposterior roentgenogram 
are taken. If these show the position of 
the fragments to be satisfactory, the oper¬ 
ation is completed. Usually whole blood 
or 5 per cent dextrose is given intrave¬ 
nously at the operation. 


REPORT OF CASES 

Case 1.—F. F. W., aged 103, had never had 
a serious illness, but there had been gradual 
deterioration of hearing and the sense of bal¬ 
ance. He had fallen five times in the five years 
immediately past, with resulting contusions 
and lacerations, but never a fracture. He 
showed excellent retention of his mental 
faculties, and his vision was so good that he 
frequently forgot to use his glasses when read¬ 
ing the newspaper. He enjoyed typewriting 
letters rather than using a pen, and on Sept. 
22, 1954, he slipped as he was about to sit 
down at his desk and fell on his left hip. 

On September 24 pain was still present in 
his hip, altho there was no shortening or 
limitation of motion. A roentgenogram 
showed a fine linear fracture through the neck 
of the femur, with no deformity. Weight bear¬ 
ing was prohibited, but the patient was al¬ 
lowed to sit in a chair. 

On December 4, after a second fall, pain de¬ 
veloped in the left knee, and there was some 
extex'nal rotation of the foot. At this time 
roentgenograms revealed slight displacement 
of fragments, with shortening. Because of his 



Fifr. 2 (Case 2).—■Roentgenograms in the case of M. K., a woman aged 92. A, film taken on Oct. 
28, 1951; B and C, films taken on Oct. 30, 1951; D and E, films taken on May 5, 1952. 
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Fig. 3 (Casre 3).—Roentgenograms in the case of J. C. A, film talvcn on Dec, 1C, 1950; B and C, 
films taken on Dec. 19, 1950. 


extreme age it was decided to treat the frac¬ 
ture conseiwativcly for a while. 

On December 19 the pain in left knee in¬ 
creased and was accompanied b)* edema of the 
left ankle and foot. At this time roentgeno¬ 
grams showed increasing deformity, and an 
operation was decided upon. At his request 
this was delayed until after Christmas. 

On December 29, at 9:30 a.m., spinal anes¬ 
thesia was induced as aforedescribed and a 
transfusion of 500 cc. of whole blood was 
started simultaneously with the beginning of 
the operation. Check roentgenograms after 
reduction showed perfect position of the frag¬ 
ments, and one of us (K. H. M.) inserted a 
Smith-Peterson nail (Engle-May tjije) and 
closed the wound. The time required for the 
complete operation was twenty minutes. The 
patient was given oxj’gen for three hours after 
the operation, but at no time did he show signs 
of shock. At 6 p.m. the temperature was 99.6 F., 
the pulse rate and the blood pressure in milli¬ 
meters of mercury 120 systolic and 65 diastolic. 
The patient was mentally alert and said that 
the pain in his left foot and knee had “left.” 
He voided urine normally that afternoon, never 
had enough pain to require an opiate, and was 
allowed to sit up in a wheel chair the second 
day. His temperature was never above normal 
after the first day, and his pulse rate never 
above 80. He was given 400,000 units of crys¬ 
talline procaine penicillin G daily for seven 
days and injectible liver every other day. He 
was allowed to smoke cigarettes or his pipe 
and was given an ounce of port before meals, 
as was his habit. 

On January 8, 1955, the patient moved his 
left leg freely while in bed and had no pain in 
the hip, knee or foot. The stitches were re¬ 
moved, and the wound had healed perfectly. 
There was no edema of the leg. 

On Januarj- 15 the patient returned to his 


home, in excellent spirits and “feeling fine,” 
was permitted to be up in a chair the greater 
part of the day, but not to use crutches or 
bear weight on the leg for about six months 
Roentgenograms were taken about everj* two 
weeks for two months and then about once a 
month. AH showed the fragments to be re¬ 
tained in good position. 

On June 8 weight bearing Wtas permitted 
and the patient did very well with one person 
steadying him. There was no pain and no 
shortening or external rotation. He will soon 
be able to walk alone with the use of one cane, 
and in a short time he will be 104 years old. 

Case 2.—Mrs. M. K., aged 92, was a widow 
who had alwa.vs been in good health e.xcept for 
gradual loss of vision, so that she was practi¬ 
cally blind. 

On October 28, 1951, because of her blind¬ 
ness, she slipped on the floor and fell on her 
left hip. Shortening and e.xternal rotation of 
that leg were noted, and she was brought to 
the hospital in an ambulance. Roentgeno¬ 
grams revealed a severe intertrochanteric 
fracture of the left femur, and immediate 
operation was decided upon. 

Spinal anesthesia was induced, and the pa¬ 
tient went into shock immediately but re¬ 
covered shortly after being given a subcutane¬ 
ous injection of epinephrine and artificial 
respiration with the bag respirator. One of u.s 
(\V. C. E.) then reduced the fracture and in¬ 
serted a ^loore-BIount blade plate, using a 3- 
inch blade and 5-inch plate. The patient was 
conscious and conversing at the completion of 
the operation. She was given 500 cc. of whole 
blood and 1,000 cc. of 5 per cent dextrose in¬ 
travenously. She was given injectible liver 
during the next three weeks, because she had 
rather severe anemia. 

On November 17 the w d had h , 
nicely and there was no the 
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was able to leave the hospital. She was di¬ 
rected not to bear weight on the left leg for 
about six months. 

On May 5, 1952 roentgenograms showed 
that the fragments were retained in good posi¬ 
tion, so weight bearing was permitted. 

The patient will soon be 96 years old, and at 
the time of writing nearly four years have 
passed since the operation. She is free from 
pain and uses her leg normally, but now she is 
completely blind and requires help when get¬ 
ting around. 

Case 3.—J. C., aged 92, had had repeated at¬ 
tacks of asthma and bronchitis for ten yeai-s. 
On Nov. 4, 1948, when he was more than 89 
years old, he had a strangulated inguinal her¬ 
nia. An emergency operation was performed 
at 7:30 p.m. by one of us (D. H. H.), and he 
made an uneventful recovery. On Dec. 16, 1950, 
he had another attack of severe bronchitis 
while living at the County Old Folks’ Home 
and fell on his right hip. Roentgenograms 
showed a fracture of the neck of the right fe¬ 
mur, with minimal displacement of the frag¬ 
ments. The temperature at that time was 102 
F.. so reduction of the fracture had to be 
delayed. 

On December 19 the temperature had re¬ 
turned to normal. Spinal anesthesia was in¬ 
duced and the fracture reduced, a Smith- 
Peterson nail (Engle-May) being inserted by 
one of us (D. H. H.). On return to his room 
the patient was given 1,000 cc. of dextrose in¬ 
travenously, as well as oxygen by nasal 
catheter. 

By December 28 the wound had healed well 
and the roentgenograms showed the fracture 
in good position. The patient had been up in 
a wheel chair since the day after the operation, 
and had had no pain in his leg. He was dis¬ 
charged from the hospital and returned to the 
Old Folks’ Home, where he was happy and com¬ 
fortable for the next two months. On Mar. 3, 
1951, a recurrence of severe bronchitis de¬ 
veloped into bronchopneumonia, and he died on 
that day. 

ZUSAMMENFASSUNG 

Die Verfasser berichten iiber die wach- 
sende Haufigkeit der operativen Behand- 
lung von Huftleiden bei alten Leuten. 
Friilier waren solche Verletzungen oft 
todlich. Die moderne Technik hat jedoch 
die Prognose erheblich verbessert. 

Der erstaunliche Fall eines 103 Jahre 
alten lllannes wird im Einzelnen mit Be- 


schreibung der ausgefuhrten Operation 
berichtet. Zur Zeit der Niederschreibung 
dieses Berichtes konnte der Patient laufen. 

Zwei weitere Falle eines Mannes imd 
einer Frau im Alter von 92 Jahren 
werden beschrieben. 

RESUME 

L’auteur reporte un accroissement du 
nombre d’operations pour la fracture de la 
hanche chez les gens ages. Autrefois un 
tel evenement etait souvent mortel, mais 
la technique moderne a ameliore la prog¬ 
nose considerablement.—Le cas remarqu- 
able d’un homme age 103 ans est reporte 
avec description de I’operation. A present 
le malade est capable de marcher. Deux 
autres cas sont reportes concernants un 
homme et une femme, tout les deux ages 
de 92 ans. 

RESUMEN 

Los autores comunican una frecuencia 
mayor de operaciones para fractura de la 
cadera en los ancianos. En el pasado dicho 
proceso patologico resultaba frecuente- 
mente fatal, pero la tecnica moderna ha 
mejorado el pronostico. 

Se comunica un caso de un hombre de 
103 anos de edad, describiendose la opera- 
cion realizada. Cuando se escribio el arti- 
culo el paciente se encontraba bien y 
caminaba. 

Se comunican otros dos casos, un hom¬ 
bre y una mujer, de 92 anos de edad. 

RIASSUNTO 

L’autore ha trovato un aumento nel nu- 
mero degli interventi per frattura dell’anca 
nelle persone anziane. Nel passato queste 
lesioni erano sovente mortal! ma ora la 
prognosi e notevolmente migliorata. 

Viene riferito nel dettagli il caso molto 
insolito di un uomo che fu operato all’eta 
di 103 anni, e che ora cammina, e di altri 
due pazienti, entrambi di 92 anni. 
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The Prevention of Fetal Wastage 

E. H. BAXTER, M.D. 

COHJMBnS, OHIO 


F etal salvage may be considered the 
primary obstetric challenge of the 
present day. This implies the deliv¬ 
ery of a living child, and the delivery of an 
infant that will live through childhood. To 
this end, then, the challenge is not one for 
the obstetrician only but for the pediatri¬ 
cian, the anesthetist and any other physi¬ 
cian involved in the care and supervision 
of the mother and in the care and super¬ 
vision of the child after it is delivered. 
The successful delivery of a baby that will 
continue to live depends on four principal 
factors: (1) the fetus is well developed 
and free from abnormalities; (2) the pe¬ 
riod of gestation is approximately nine 
months; (3) no injury has occurred at the 
time of birth, and (4) there are sufficient 
physical facilities, as well as shilled med¬ 
ical and nursing personnel, to treat the 
emergencies that may arise in the neonatal 
and immediate postnatal periods. In this 
discussion, fetal salvage will be considered 
possible throughout the delivery and for 
one to three days after, with emphasis on 
the first day of life, during which the mor¬ 
tality rate is highest and the least satis¬ 
factory results have been achieved. 

Any discussion of the maternal factors 
producing fetal death will be left to the 
obstetricians. Certain of these factors, 
however, produce sufficient trauma to the 
fetus to cause early abortion or prema¬ 
turity in one instance and in another the 
death of the infant in the first few days or 
weeks of postnatal life. Particularly is 
this true of the infectious processes that 
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cause fetal endosclerosis, cerebral atrophy 
and cerebral palsy. 

The infant mortality rates have de¬ 
creased in a most gratifying manner over 
the past forty years; namely, from a mor¬ 
tality rate of 120 deaths per 1,000 live 
births to less than 30 per 1,000. Deaths 
among infants under 1 month of age have 
decreased during the same time from 45 
per 1,000 live births to about 19 per 1,000. 
For infants in the first day of life, how¬ 
ever, it has remained quite constant—ap¬ 
proximately 10 to 12 deaths per 1,000 live 
births. A graph indicating the mortality 
rates during the different hours of the first 
day of life would show the highest inci¬ 
dence in the first hour, with a significant 
decrease throughout the rest of the tiven- 
ty-four. 

It is evident, then, that the baby’s most 
difficult hours in life are his first twenty- 
four and that if he can survive his first 
day he has a relatively good chance of con¬ 
tinuing to live. This paper will not deal 
with fetal and neonatal deaths due to fac¬ 
tors operative during intrauterine life and 
resulting in congenital anomalies that are 
incompatible with life or, at best, only par¬ 
tially or poorly compatible with life. These 
factors result in abortions at earlier pe¬ 
riods of gestation, in the stillbirth of a 
premature baby or in the birth of a baby 
that survives for only a few hours. As yet 
nothing has been done about this particu¬ 
lar group of infants; nevertheless it does 
indicate the course of investigation of the 
causes of congenital anomalies and their 
prevention or amelioration. 

Fetal and neonatal deaths may be due 
to any of the following factors: (1) pre- 
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maturity;- (2) infection; (3) congenital 
anomaly; (4) blood dyscrasia; (5) birth 
injuries; (6) postmatui-ity; (7) lack of 
sufficient skilled medical care, both pedi¬ 
atric and obstetric, and (8) lack of proper 
physical facilities. 

Certain metabolic conditions in the 
mother, e.g., diabetes, should also be in¬ 
cluded. These were not considered a factor 
in fetal mortality until proper medical 
control of the condition permitted the child 
affected thereby to live to the age of re¬ 
production. Such diseases maj'^ result in 
the production of a functionally defective 
child. 

Prematurity. — Miller- has pointed out 
that prematurity accounts for approxi¬ 
mately one-half of all neonatal deaths and 
is responsible for a large number of abor¬ 
tions at various stages of gestation. About 
' one-half of these deaths occur in the first 
twenty-four hours.^ Dunham^ has shown 
that it is difficult to determine the exact 
cause of the death of many premature in¬ 
fants even after the most careful clinical 
examinations and autopsies. The same is 
often true of full-tevm babies that are im¬ 
mature in functional development. In both 
instances functional development has not 
progressed to the point at which extra- 
uterine existence becomes possible. “Ama- 
turity” might be a better term to use. In 
the premature baby, the low resistance to 
infection, the immaturity of function, the 
susceptibility to trauma and anoxia and 
the easily disturbed fluid and electrolyte 
balance are responsible for the high mor¬ 
tality rate, either directly or by increasing 
the severity of the ordinary causes of neo¬ 
natal death. 

It is the problem of the obstetrician to 
prevent premature birth by prolonging the 
period of gestation to full term. Close ap¬ 
plication of the same principle will also 
prevent the death of the fetus at three, 
four or five months and permit it to live 
on through six. seven, and eight months 


of gestation, after which time it is deliv¬ 
ered in a viable state. It seems, therefore, 
that, irrespective of all efforts, there is lit¬ 
tle likelihood of a decrease in the number 
of premature births. It is self-evident that 
any prolongation of the gestational period 
toward full term is distinctly valuable to 
the infant from the standpoint of physical 
growth and functional maturity. Never¬ 
theless, it is necessary to face the fact that 
when the premature infant is delivered, 
the birth is a fait accompli and must be 
dealt with. 

Abnormal pulmonary ventilation ac¬ 
counts for about one-half of all deaths in 
the first forty-eight hours. Initial resusci¬ 
tation requires a clear airway, freed of 
mucus and other debris by gentle aspira¬ 
tion of the pharynx and larynx with a 
tracheal catheter or suction bulb. On rare 
occasions, a direct laryngoscopic procedure 
may be needed, but this requii'es a skilled 
laryngologist. Passage of air in and out 
of the lungs is necessary, and the baby 
must have the strength for rhythmic res¬ 
pirations. There must also be sufficient 
oxygen in the amount of inspired air to 
satisfy his needs. This may, and often 
does, require the administration of addi¬ 
tional oxygen. Recent work by Miller^’ in¬ 
dicates that 95 per cent oxj'^gen plus 5 per 
cent carbon dioxide is better than 100 per 
cent oxygen. In the premature infant all 
conditions of this kind are greatly exag¬ 
gerated and require immediate and close 
attention. Infants born within one hour 
after a sedative has been given to the 
mother may be lethargic and show a de¬ 
crease of muscular activity. “Birth shock” 
or cerebi'al edema may produce the same 
result. 

Obviously, resuscitation must be imme¬ 
diate. Some part of it may be done before 
the cord is cut; this permits the baby to 
receive a larger amount of blood from the 
placenta. From the infant’s standpoint, 
however, it is unfortunate that the mother 
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at this time may, and usually does, require 
the close attention of the obstetrician. The 
baby, therefore, is given to a nurse and/or 
placed in a heated crib and usually left 
alone, lying on the right side. Fortunately 
this is usually sufBcient. The same is true 
as far as the care of the mother is con¬ 
cerned. When everything has gone well, 
no physician is really necessary, but in the 
presence of abnormal respiration with 
concomitant problems in the mother, one 
physician is not enough. This may occur 
even in the otherwise normal full-term 
baby, in whom there may develop some 
form of obstructive respiration which, al¬ 
though temporary, may, if unrelieved, re¬ 
sult in death. In all instances it must be 
kept in mind that the more lethargic the 
infant, the more difficult is resuscitation 
and the more gentle must be the measures 
used to accomplish it. Successful results 
require the availability of adequate physi¬ 
cal equipment, such as heated incubators, 
air humidifiers, oxygen, etc. There must 
also be available nurses skilled in the care 
of the newborn, oriented from the pediat¬ 
ric viewpoint. In addition, the hospital 
should have sufficient laboratory facilities 
for determination of blood chemical values, 
electrolyte content, serum protein content, 
blood typing and blood cultures. In order 
to conserve the baby’s blood, these tests 
should be made by microchemical or pho¬ 
tometric methods. 

Infection now ranks third among the 
causes of death in babies under 1 year of 
age and is responsible for about 8 per cent 
of deaths during the first few days. These 
are mainly due to sepsis arising from the 
umbilical area, the skin or a circumcision 
site; meningitis; staphylococcic infection; 
pneumonia, and epidemic diarrhea of the 
newborn caused by colon bacilli 0-111, 26 
and 55. It is fairly well recognized that 
certain infections may occur within the 
uterus, causing the death of the fetus 
prior to birth or resulting in death in a 


few days to weeks after birth. Fetal endo- 
sclerosis, encephalitis, peritonitis, toxo¬ 
plasmosis, histoplasmosis and rubella are 
the best known of these. Some, however, 
do not cause death but result in permanent 
retarding and degenerative processes. If 
the mother has one of the common con¬ 
tagious diseases at the time of deliv’ery, 
the infant may have it at birth or it ma.v 
develop within the regular incubation 
period. 

Certain congenital anomalies of the 
cardiovascular system, agenesis of parts 
of the central nervous system are incom¬ 
patible with life, either to the normal end 
of gestation or postnatally. Other anom¬ 
alies such as tracheoesophageal fistula, 
imperforate anus, renal obstruction, mal- 
rotation of the intestinal tract, pulmonary 
cysts and most cyanotic heart lesions, re¬ 
quire immediate and early recognition and 
care lest the infant be irreparably 
damaged. 

It is necessary and common practice 
now to perform Rh and ABO typing of 
the parents’ blood as part of the antepar¬ 
tum program. Likewise, a history of ane¬ 
mia, of a known hereditary hemolytic 
form, hemophilia, or of diabetes aids the 
obstetrician, and the pediatrician also 
should be made aware of it, so that proper 
preparation can be made to meet any or 
all emergencies. In the case of the poten¬ 
tial erythroblastotic infant, the pediatri¬ 
cian should know the titer of the maternal 
blood during the last trimester of preg¬ 
nancy. Impending danger, manifested by 
deep jaundice, enlargement of the liver 
and spleen, a positive Coombs reaction, 
lethargy, or a falling blood count with a 
high content of nucleated erythrocytes, 
may be prevented at birth or within a few 
hours. Exchange transfusions of Rh-nega- 
tive blood are necessary to combat this. 
Van den Bergh determinations are neces¬ 
sary to warn one of the possibility of 
kernicterus and the rate of recoverv. The 
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need for repeated transfusions will be evi¬ 
denced by a falling erythrocyte count, a 
decrease in the hemoglobin level and an in¬ 
creased Van den Bergh. 

Recently, postmaturity has been recog¬ 
nized as a cause of neonatal death. Infants 
born after more than 295 to 300 days of 
gestation present a picture of dry skin, 
lack of vernix, xanthochromic amniotic 
fluid, lethargj^ loss of weight and dehydra¬ 
tion. The babies are small, resembling 
dried-up old men. Among primipai'ous 
women over 26 years of age the incidence 
of postmature infants is about 30 per cent, 
with an overall mortality rate of 36 per 
cent of all deaths. For every such baby 
born alive and able to continue living, five 
or six die during intrauterine life. 

Hyaline membrane disease, occurring 
equally often in the premature and in the 
full-term infant, is responsible for many 
respiratory deaths during the neonatal 
period. Early recognition and persistent 
treatment are necessary to reduce the rate 
of mortality from this cause. 

Intracranial damage, subdural hema¬ 
toma, intraventricular or subtentorial 
hemorrhage and anoxia may be accidents 
of delivery or maj’^ occur without evidence 
of trauma. Convulsions, unusual lethargy 
and difficult feeding in the first three days 
characterize these conditions. It is impor¬ 
tant to recognize them early, not only to 
eliminate the immediate signs and symp¬ 
toms but to prevent their causing perma¬ 
nent handicaps in later life. 

Diabetes during pregnancy requires the 
closest attention to maintaining as nearly 
normal a “sugar metabolic environment” 
as possible for the developing fetus. Many 
offspring of diabetic mothers are over¬ 
sized, causing difficult delivery with pos¬ 
sible damage.^' Furthermore, they have 
some inborn metabolic fault, with some de¬ 
rangement of the liver, adrenal or central 
nervous system. Not all of the difficulties 
can be attributed to a “high de.xtrose en¬ 


vironment” that is suddenly lost at birth. 

It is apparent that any increase in fetal 
salvage must depend on elimination of the 
aforementioned causes, plus greater co¬ 
operation among those concerned with the 
care of both mother and child. The Com¬ 
mittee on Fetus and Newborn of the Amer¬ 
ican Academj’’ of Pediatrics has recom¬ 
mended that a pediatrician be placed in 
charge of the nursery for newborn infants 
and be present at the delivery of prema¬ 
ture infants and those suspected to be 
abnormal. There should be a trained nurse 
whose sole responsibility is the care of the 
newborn. Furthermore, there must be ade¬ 
quate physical and laboratory facilities for 
proper care and treatment. 

The science and skill of modern obstet¬ 
rics is based on the conviction that in time 
of emergency the best is none too good if it 
saves the mother or the child or both. Fur¬ 
ther, lasting damage to mothers may be 
prevented by the use of the best known 
methods in so-called “normal” labor. Sure¬ 
ly, the infant should be considered in the 
same light. It is not enough for the pedia¬ 
trician to be present in case of suspected 
emergencies; he should rather consider 
any birth as a potential emergency and be 
present and ready to meet it. 

Will this make the task of the pediatri¬ 
cian harder? Yes, but no more time-con¬ 
suming than the obstetrician’s. Surely the 
public would be glad to support a program 
that would insure a successful conclusion 
to nine months of effort and energy. Only 
by such a cooperative effort will the neo¬ 
natal mortality rate be reduced below that 
which has stood unchanged for forty years. 

SUMMARY 

The author considers fetal salvage the 
primary present-day challenge to obstetri¬ 
cians. The hazards of prematurity, infec¬ 
tion and birth injury are discussed, as are 
adequate physical and laboratory facilities 
and skillful management by obstetricians. 
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2USAMMENFASSUNG 

Der Verfasser sieht in der Erhaltung 
des Fotus die erstrangige Aufgabe, die die 
Gegenwart an den Geburtshelfer stellt. 
Die Gefabren des Nichtausgetragenseins, 
der Infektion und der Geburtsverletzun- 
gen, sowie die Bedeutung ausreichender 
technischer Hilfsmittel, von Laboratorius- 
seinrichtungen und geburtshilflicher Ge- 
schicklichkeit werden erortert. 

RESUME 

L’auteur considere, que le premier de¬ 
voir de I’obstretricien est la conservation 
de la vie foetale. II discute les dangers de 
pr^maturite, infection et blessures pendant 
la couche, de meme que Timportance des 
exercices physiques et de I’aide du labora- 
toire et du travail habile de I’accoucheur. 


RESUMEN 


El autor comenta la salvacion del pro- 
ducto como un reto de importancia primor¬ 
dial a los tocologos. Los riesgos de la in- 
madurez, la infeccion y les lesiones del 
parto son comentadas, en la misma forma 
que las facilidades fisicas y de laboratorio 
y la habilidad terapeutica de los tocologos. 
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No men can act with eflecl who do not act in concert; no men can act in concert 
who do not act in confidence; no men can act with confidence who ore not bound 
together by common opinions, common affections and common interests. 

—Burke 


Foruard as occasion offers. Never look round to see ubelhcr any shall note it. 
. . . Be satisfied with success in even the smallest matter, and think that c\en such 
a result is no trifle. 

—Marcus Aurelius 
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T he usual procedure for the protec¬ 
tion of incised wounds—covering the 
exposed skin with towels and fixation 
of these to the wound margins by clips— 
is an accepted and safe procedure. If the 
ensuing subcutaneous dissection is limited 
in its extent, sharp pointed rake or hooked 
retractors may be applied, provided they 
are used with discretion. 

However, in wide superficial subcuta¬ 
neous dissections, when circulation of the 
raised flap is already in jeopardy, a mini¬ 
mal added trauma to the tissues might 
serve as the trigger for an undesirable 
chain of events. As examples, one could 
cite the wide subcutaneous dissections 
necessitated in the performance of an ade¬ 
quate operation for cancer of the breast 
or an operation on the inguinal lymphatic 
bed. Rake reti-actors should not be used 
in these interventions, because of their 
traumatic, pointed ends. Moreover, their 
limited hold on tissues almost obliges the 
assistant to employ unnecessary forceful 
retraction, inviting trouble in the phase 
of tissue repair. 

Hooked retractors are fairly satisfac¬ 
tory. The inconvenience of their use is the 
necessity for frequent change of the posi¬ 
tion of the instrument. The “multiple 
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hook” technic entails cumbersome and fre¬ 
quent repositioning of retractors and also 
complete and constant preoccupation of 
the assistant with them. The “towel clip 
technic” of lifting the flap for dissection 
by “tenting up” the margins of the skin is 
inadequate in its elegance of exposure, un¬ 
necessarily traumatic and awkward. To 
circumvent these inconveniences, we have 
used the following expedient for wounds 



Fig. 1.—Towel on one side of incised wound fixed 
to the skin by fine interrupted sutures. Cross- 
sectional drawing (right) shows the very super¬ 
ficially placed suture knots. For clarity and econ¬ 
omy of space a smaller incision is illustrated. This 
technic, of course, is used for much wider flap 
dissections. 
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requiring wide subcutaneous dissection. 
This technic combines the toweling of the 
skin with the mechanics of retraction. 

Technic. — After the skin incision is 
made, two towels are laid one on each side 
of the wound. The superficial layer of the 
subcutaneous fascia is sutured with No. 
5-0 silk sutures, on round needles, to the 
towel margin. In case this layer is not well 
developed, the subepidermal tissues may 
be used instead. As little fatty tissue as 
possible is included in the needle bites. The 
sutures are placed 1 cm. apart, the two 
ends of the suture material being left 
equally long. Every five or six sets of 
paired sutures are now held up and twisted 
around one blade of a clamp, which is then 
closed, thus insuring a firm grip on a bun¬ 
dle of fine suture material (Fig. 1). 

The same procedure is used to fix the 


HOVNANIAK AND HALEBIAN: FLAP DISSECTIONS 

towel to the fascia on the opposite side. 
At the poles of the incision the toivels are 
clipped together, care being taken not to 
include the skin. These sets of clamped 
threads now serve as pliable, efficient skin 
retractors and elevators ready in place, 
constantly yielding to the desired move¬ 
ments of the surgeon’s fingers (Figs. 2 
and 3). They are removed at the end of 
the operation, usually bj’ e.xcising the 
superficial fascia at the knots, thus elim¬ 
inating any trace of injury, however neg¬ 
ligible, brought about bj' the act of retrac¬ 
tion and suturing. 

COMMENT 

This simple technic eliminates the use 
of sharp-pointed retractors in thin and 
wide flap dissections when the exclusion 
of even minimal trauma becomes a pre¬ 
requisite of uncomplicated wound healing. 
Injury by towel clips to the epidermis is 
also averted. The folding of the flap over 
the dorsa of the surgeon’s fingers during 



Fiff. 3.—Sketch showing how, as the dissection 
continues, the flop may be propped up on the dor¬ 
sum of the hand. If necessary, the flap may be 
held up vertically. 
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the dissection almost gives a “bimanual” 
feeling of increased perception of tissue 
thickness. The sole disadvantage of the 
procedure is the extra time consumed in 
the placing of the sutures. This, in our 
opinion, is a worth-while premium if the 
dividend is a smoother convalescence. 

SUMMARY 

A simple technic is described in which 
the use of towel clips and instrumental 
skin retraction is eliminated in operations 
requiring wide subcutaneous dissections. 

ZUSAMMENFASSUNG 

Es wird eine einfache Technik beschrieb- 
en, die die Verwendung von Handtuch- 
klammern und von Hautretraktoren bei 
Operationen, die umfangreiche subkutane 
Praeparierung erfordern, ausschaltet. 


RIASSUNTO 

La tecnica descritta consente di elimi- 
nare I’uso di pinze o di altri strumenti per 
distendere la cute durante la dissezione di 
ampie zone di sottocutaneo. 

RESUME 

Une simple technique est decrite elimi- 
nant I’usage des pinces et sans retrousser 
la peau dans des opei*ations qui demandent 
une large dissection souscutanee. 

RESUMEN 

Se describe una tecnica sencilla en la 
cual, el uso de unas pinzas de campo eli- 
mina el instrumental para la separacion de 
la piel en las operaciones que requieren 
una diseccion subcutanea amplia. 


How' unobserved and silently is the deep measure of the soul’s endurance filled; 
it mounts tlie rim, trembles a moment there, then like a torrent overflows—the vast 
relief of action. This hour you are bound by the whole habit of your life and 
thought; the next by unerring impulse of the soul you are free. How strong and 
smft is pride to clear itself, from misery or joy, from crowds, from ease, from fail¬ 
ure, from success, from the recurrent brim-full, the too-much! Forever shall man 
seek the solitudes, and the most utter desolation of the wilderness to achieve through 
hardship the rebirth of his pride. 

—Kent 


The most beautiful and most profound emotion we can experience is the sensa¬ 
tion of the mystical. It is the power of ail true science ... To know that what is 
impenetrable to us really exists, manifesting itself as the highest wisdom and the 
most radiant beauty which our dull faculties can comprehend only in their most 
primitive forms—this knowledge, this feeling, is at the center of true religiousness. 

—Einstein 
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Effects on the Throat and Larynx of Smoking 
Filtered and Unfiltered Cigarettes 

MORRIS FISHBEIN, M.D. 

CHICAGO, ILLINOIS 


T obacco smoke can irritate mucous 
membranes. The duration and inten¬ 
sity of the exposure, the composition 
and form of tobacco that is smoked, the 
heat of the smoke, the other ingredients of 
the smoke beyond those derived from the 
tobacco, and the nature of the tissues of 
the person doing the smoking may deter¬ 
mine the severity or chronicity of the in¬ 
flammation. Perhaps specific sensitivities 
are concerned, although these do not seem 
to be especially significant. Nevertheless, 
the tissues of some persons react more 
easily and more intensively to irritant sub¬ 
stances than do those of others. 

The technics that have been utilized to 
determine the extent of irritation include 
comparative studies of smokers using one 
or another type of cigarette for a period 
of time; blowing of smoke into the eyes, 
noses and throats of rabbits; observing 
the diameter of the blood vessels of the 
uvula after the smoking of various brands 
of cigarettes; attempts to match the color 
of the pharynx with the Tallqvist color 
standards for hemoglobin, and the use of 
a colorimeter employing a photoelectric 
tube to measure the intensity of light re¬ 
flected by the pharynx when illuminated 
b}' a standard source of light. 

Investigation .—At the request of the 
manufacturer of the Micronite filter tip 
cigarette, several simple experiments have 
been conducted to determine whether or 
not persons with so-called smoker’s throat 
would show any acceptable improvement 
on changing to a filter cigarette that had 

Submittcsl for publicAtion Sept t, 1955. 


been proved capable of eliminating a high 
percentage of tars and nicotine. The two 
important symptoms commonly attributa¬ 
ble to smoking are cough and expectora¬ 
tion. 

A group of 20 physicians, inveterate 
smokers with cough, agreed to discon¬ 
tinue their usual cigarettes and to smoke 
the Micronite filter cigarettes exclusively 
for two months. All these physicians 
were young or middle-aged. Most of 
them were practitioners. Some of them 
were resident physicians in a large gen¬ 
eral hospital. They knew the object of 
the investigation and were presumably 
as objective a group as one could obtain 
under the limitations imposed. It may be 
said further that these were persons who 
would not be apt to give a biased opinion 
merely because they were supplied with 
free cigarettes over a period of time. It 
was proposed at first that the subjects be 
in-patients in a large hospital ward, but 
the objections to this type of material 
seemed obvious. Most patients compelled 
to remain in a hospital for two months or 
longer would be apt to be .suffering from 
some protracted illness, which would re¬ 
duce their interest in life generally, and 
might impair their appetite for tobacco. 
They might feel that they would please the 
doctor by giving him the answer.s they 
thought he wanted. 

The group under study were not only 
presumably well but, a.s phy.sician.s, were 
able to answer in the negative as to the 
presence of other conditions that would 
cause similar complaints; namely, bro Im- 
pulmonary disease, nasal i ** d 
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allergy and catarrhal postnasal drip. 

Each person in the group was what 
would be called a heavy smoker. Most of 
them used at least a package of cigarettes 
a daj’’, and many of them used more. They 
all inhaled. 

Because these men were physicians, in 
addition to detailing their symptoms be¬ 
fore and after smoking the cigarettes, they 
offered a number of comments which may 
be considered pertinent. Some of them 
questioned the validity of the individual 
observations. They said the answers were 
“subjective” and for this reason were 
weaker than a so-called “objective” re¬ 
sponse. Such objective changes would be 
alterations in the color of the pharynx, 
alterations in the mucosa before and after 
the experiment, and certain types of bron¬ 
chopulmonary studies. These would in¬ 
clude determination of tidal air, vitality 
capacity, maximum breathing capacity, 
shortness of breath, etc. 

Some of the participants in the study 
wondered whether the previously smoked 
cigarette could serve as an adequate con¬ 
trol for the experiment. Perhaps they 
thought a number of cigarettes should 
have been supplied, all similar in appear¬ 
ance, but with variations in the filters, and 
in the tobacco. 

However, I believe that such a test as 
was conducted, while not rigidly controlled, 
and not to be considered the equivalent of 
a laboratoiy study, approaches the best 
that one can do on human beings, par¬ 
ticularly because the medical training and 
economic status of the subjects were such 
as not to allow them, or to induce them, 
to color their observations. 


Out of 18 physicians undergoing this 
study, 14 reported decided improvement in 
cough, 2 some improvement and 2 no im¬ 
provement. As to expectoration, 11 re¬ 
ported decided improvement, 2 some im¬ 
provement and 4 no improvement; 1 phy¬ 
sician failed to respond on the question of 
expectoration. 

A similar experiment was conducted in 
Los Angeles, involving 24 persons who had 
what they themselves called cigarette 
cough. In addition to this gi’oup, 20 others 
were advised to switch to the filtered ciga¬ 
rette. Among the 24 persons with cigarette 
cough, 22 switched to the Micronite filter. 
Among the second group of 20, 14 
switched to the Micronite filter. 

The observer reports that all of those 
who changed to the filter cigarette re¬ 
marked on the decrease in the amount of 
mucus in the throat and an accompanying 
disappearance of cough. Seven of the 44 
subjects commented that discoloration of 
the teeth had disappeared within a few 
days after changing to the filter cigarette. 
Occasional comments also noted that the 
tongues were clear, that the mouths felt 
fresh, and that food seemed to taste better. 

These experiments indicate that a de¬ 
crease in the amount of tars and nicotine 
such as is brought about by the use of an 
adequate filter tip cigarette will have, in 
most instances, an appreciable effect on 
lessening the irritation that results in the 
widespread coughing and expectoration 
frequently observed in persons who have 
smoked considerably over a long period of 
time.* 

•The case reports are available to those who wish further 
information. 
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The Technic of Administration of a Local 
Anesthetic for Repair of Cleft Lip in Infants 

W. H. STEFFENSEN, M.D. 

GRAND RAPIDS, MICHIGAN 


T he simple, safe anesthetic technic 
outlined here is applicable only to in¬ 
fants up to 2 months of age. Older 
infants do not cooperate to the degree nec¬ 
essary for meticulous work with a safe 
range of premedication and are, therefore, 
placed under general anesthesia. It can be 
parenthetically stated that I prefer to 
operate on a baby with cleft lip as soon 
as the birth weight has been regained, for 
reasons not related directly to this article. 

Local anesthesia for infants has long 
been employed, and the program to be de¬ 
scribed is not new except for some addi¬ 
tions made to time-honored methods and 
perhaps a few refinements of administra¬ 
tion. 

The idea for use of the method was 
given by Dr. William C. Jleloy when I 
watched him use paregoric and whiskey 
anesthesia for infants twenty-two or 
twenty-three years ago. Later consulta¬ 
tion with Dr. Thomas Gordon, a pediatri¬ 
cian, now deceased, indicated the tremen¬ 
dous relative tolerance of young infants 
for drugs. He suggested the use of pheno- 
barbital in addition to paregoric and whis- 
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key, for its synergistic effect. A combina¬ 
tion of these drugs has been used during 
the past several years. 

I have used the method in 265 cases. 
There have been no fatalities, and in only 
1 case has there been any difficulty sug¬ 
gesting sensitivity to the drugs. In this 
case the child had respiratory depression 
for eight hours. At that time, however, 
larger doses of the medication were given 
than are now being used. 

The following is the schedule of dosage 
established on the basis of the assumption 
that the infant will be first on the day’s 
operative schedule (8:00 in my routine) 
since it is my preference to operate on 
infants early in the morning: 

Last feeding at 6:00 a.m. 

Elixir of phenobarbital, 4 cc.@6:00 a.m. 

Elixir of phenobarbital, 4 cc.@6:30 a.m. 

Paregoric 4 cc. 

Whiskei” 8 cc. 

Sweetened water qs GO cc. 

Feed half of this mixture by gavago at 

7 a.m. Leave the gavago tube in place and 
send the remainder of the soli ‘ n to the 
operating room wit ‘ f ’ - 
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Should the baby appear unduly respon¬ 
sive to his environment, an additional 
quarter of the solution should be given 
prior to removal of the gavage tube. 
Rarely is it necessary to do this, and al¬ 
most never is it necessary to give the full 
amount. 

Surgical preparation is then carried 
out. The outline of the operative area is 
marked prior to infiltration of the local 
anesthetic solution. The child protests 
mildly and temporarily at each needle 
prick and also during infiltration of the 
local anesthetic solution, which is 1 per 
cent procaine hydrochloride with added 
epinephrine. I allow a few minutes for 
the latter to become effective and then be¬ 
gin the operation. In the great majority 
of cases the operation can be done with¬ 
out vocal protest or any movement of the 
child’s head. Undue tugging on the tissues 
must be avoided, but this seems to serve 
as a stimulus toward atraumatic surgical 
maneuvers. 

On completion of the operation the gav¬ 
age tube is reinserted into the stomach, 
and any remaining drug is removed by 
washing. Ninety cc. of water is then in¬ 
stilled as a fluid substitute for the feeding 
the infant will miss because of drowsiness. 
The child will be sufficiently awake to take 
at least a portion of his 2 o’clock feeding 
and is completely alert for the next one. 

The distortion of the lip produced by in¬ 
filtration of local anesthesia does not alter 
the desired end result if the markings 
have been made prior to infiltration and 
the amount of infiltrate is equally distrib¬ 
uted on the two sides of the cleft. Bleeding 
is distinctly minimized by the epinephrine 
added to the local anesthetic, and the ma¬ 
jor lip vessels need be clamped for only a 
few moments. They rarely need to be tied. 

An additional advantage is the absence 
of the appliances used for general anes¬ 
thesia. such as tubes and catheters, from 
the surgical field. This has been overcome 


in infants over 2 months of age when a 
basal dosage of avertin or rectal pentothal 
is used in conjunction with the local in¬ 
filtration. 

RESUME 

L’auteur decrit une technique d’anal- 
gesie locale pour la correction operative du 
bee de lievre chez les bebes jusqu’a I’age 
de deux mois. II a employe cette methode 
265 fois sans mortalite et dans un seul cas 
il y avait de la difficulte; Probablement il 
s’agissait d’une sensibilite au medicament 
employe. 

ZUSAM MENFASSUNG 

Der Verfasser beschreibt eine Technik 
der Lokalanaesthesie bie der chirurgischen 
Behandlung der Hasenschai-te bei Saeug- 
lingen der ersten zwei Lebensmonate. Er 
hat das Verfahren in 265 Faellen ohne 
Todesfall angewendet. In einem Fall trat- 
en gewisse Schwierigkeiten auf, die auf 
die Moeglichkeit einer Ueberempfindlich- 
keit gegen das angewandte Mittel hin- 
wiesen. 

RESUMEN 

El autor describe una tecnica de anes- 
tesia local para la correccion quirurgica 
del paladar hendido en ninos hasta de dos 
meses de edad. El metodo se utilize en 365 
cases presentandose unicamente un caso 
de hipersensibilidad. No hubo ningun caso 
de muerte. 

RIASSUNTO 

Viene descritta una tecnica di anestesia 
locale per I’intervento di palatoschisi nei 
bambini fino a 2 mesi di eta. Il metodo e 
stato usato dall’autore in 265 casi, senza 
mortalita; solo in un paziente si ebbe qual- 
che disturbo da intolleranza al farmaco 
usato. 
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Editorial 


Experiences in the Practice of 
Surgery in the Far East 


T he story of seven years of surgery 
in the Tropics, in a place %vhere the 
practice of surgery is in its infancy 
will seem a bit incongruous to the surgeon 
of today whose practice is facilitated by 
modern methods and equipment. 

The success of surgery depends upon 
many things: the surgeon, his assistants, 
the adjunct personnel of the hospital, the 
nursing staff, medical consultants, the 
clinical laboratory and a host of others. 
The real test of surgical skill is posed 
when many of its supporting components 
are missing or inadequate, and yet it pro¬ 
duces its desired effects. Such conditions 
as these are often the starting point of 
new discoveries, as was evident during 
World War II. What we have achieved 
surgically in East Pakistan and what we 
plan to do in the future may be said to be 
one of the facets of the history of inter¬ 
national surgery and also the climax of a 
chapter in the history of surgical progress 
in the United States, where the desires 
and ideas of what must be accomplished 
were born. 

In order to present an adequate explana¬ 
tion of our surgical problems in East Paki¬ 
stan, a brief glimpse of the background 
and of the country is essential. East Paki¬ 
stan is 13,000 air miles east of New York, 
a bit more than halfway around the world. 


Read at the Twentieth Annual Con«res? of the United 
States and Canadian Sections. International Colte^e of Sur- 
ceons, rhltadelphla. Sept. 12»16, 1955. 

Submitted for publication Sept. 20, 1955. 


This wing of Pakistan is about the size 
of the state of Te.\as but has a population 
of 45,000,000. The climate is hot and ex¬ 
tremely humid, the humidity being 90 to 
100 per cent during at least six months of 
the year. The average height above sea 
level is 1 foot, and the annual monsoon 
lasts between four and six months. 

By the now famous “partition” of 
August 1947, the Indian subcontinent was 
divided into two sovereign states, the do¬ 
minions of Pakistan and India. It was 
soon after this event that I had my first en¬ 
counter with East Pakistan. This portion 
of the newly formed dominion comprised 
the Province of East Bengal. West Bengal, 
with the world-famous city of Calcutta, be¬ 
came part of India. Prior to the events of 
August 1947, East Bengal had been de¬ 
pendent on Calcutta for anything that re¬ 
sembled modern medical and surgical care. 
It was here that the large medical col¬ 
leges and hospitals were located, and now 
it lay across a national boundary, no 
longer available to the masses of the 
people to the East. 

In the new state of East Pakistan there 
e.xisted only medical schools for the train¬ 
ing of licentiates in medicine. In 1948 a 
medical college offering the bachelor's de¬ 
gree in medicine was opened in Dacca. 

East Pakistan’s 45,000,000 people are 
scattered chiefly over rural areas and lead 
an agricultural life. Less than 1,000,000 
are in the cities, a ’ ■ 
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government hospitals, most of them with 
fewer than 30 beds, which provides 1 
hospital bed for every 22,000 of the popu¬ 
lation. There is 1 doctor (including licenti¬ 
ates) for every 20,000 of the population, 
and many of these medical practitioners 
are centered around the cities. For the en¬ 
tire Province there are only 270 registered 
nurses, only a fraction of whom are ac¬ 
tively engaged in nursing. 

It was in 1948 that we of the Medical 
IMission Sisters began our small hospital in 
jMymensingh, the largest district of East 
Pakistan, with a population of 6,000,000. 
The one existing Government hospital in 
the INIymensingh District had lost its pre¬ 
partition surgical staff, owing both to the 
exodus of the British and to the transmi¬ 
gration of the Hindus and Muslims at the 
■ time of partition and thereafter. 

When one lives in a bamboo hut with a 
mud floor, earns an average of 45 cents a 
day, if lucky enough to be employed, has 
usually only one meal a day, consisting of 
rice and a highly spiced kind of stew, has 
little or no clothing and no means to buy 
it. has no means of transportation except 
walking or riding in a bullock cart, has 
never had any education, has only the vil¬ 
lage well or the evei'-present pools of shal¬ 
low water as a source of water supply and 
absolutely no sanitation, it is easily under¬ 
stood that one might suspect offers of help 
to change the situation, particularly those 
pertaining to the body. 

Because of past experience, we realized 
that what was most necessary for im¬ 
provement of medical conditions in the 
Province was the systematic, planned 
training of native personnel so that they 
would eventually spread out and bring 
medical care to the most remote villages. 
It took time, firmness, patience and under¬ 
standing of the people’s background and 
problems to win their confidence. Chiefly, 
we had to combat the old practice of treat¬ 
ment in the home, where conditions were 


most unsanitary, rather than in the hospi¬ 
tal. Our hospital soon became the surgical 
center for the area. Not infrequently, pa¬ 
tients came from 150 to 200 miles away 
for operations. Soon, about 90 per cent of 
our admissions were surgical. 

The Mymensingh hospital Avas a long, 
low shed-type building with an asbestos 
roof, plaster board partitions and woven 
bamboo ceilings. One such room as this be¬ 
came our operating theater. Our equip¬ 
ment was minimal but basic. A typical 
team for major surgical procedures in our 
operating room was the Sister anesthetist, 
I, myself, as surgeon, one of the Bengali 
Sister nurses as my assistant and another 
as scrub nurse. Under these conditions 
more than 5,000 operations were per¬ 
formed in the first five years, one third of 
which were major. 

The actual operations performed can be 
approached from two standpoints, each of 
which is a major problem: (1) Surgical 
conditions met with in the States, in the 
light of the alteration of approach and 
treatment necessitated by the influence of 
the Tropics, or (2) the surgical treatment 
of tropical diseases. 

A short discussion of the first seems 
more appropriate here. Contrary to prac¬ 
tice in the United States, patients are not 
referred to us, nor do we see them for pre¬ 
liminary examination and diagnosis. They 
just come to the outpatient department 
from far and wide. Not a single one pre¬ 
sents a straightforward, uncomplicated 
pathologic picture, and in most instances, 
if we are to give the patient his one pos¬ 
sible chance for survival, we cannot take 
time to make him a good surgical risk. 
This sounds contradictory but will be 
easily understood as the discussion con¬ 
tinues. We know that in most cases, in ad¬ 
dition to the complaint that actually brings 
the patient to us, he is probably sufTering 
from one, all or a few of the following 
conditions: secondary anemia; a hemoglo- 
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bin level too low to read (a common occur¬ 
rence) ; avitaminosis; amebiasis; ascari- 
asis; malaria; kala azar, hookworm; 
syphilis, or tuberculosis. Except in the 
case of the two last-mentioned diseases, 
the patient has more or less learned to live 
with his parasites. He may be extremely 
lethargic and emaciated, but if he did not 
have a remarkable resistance he would 
have succumbed long before. 

There is, under present circumstances, 
no such thing as "elective surgery,” as re¬ 
gards the type of complaint, the condition 
of the patient or climatic conditions. Each 
case must be regarded more or less as an 
emergency and the patient treated accord¬ 
ingly. The reasons for this are chiefly 
three: (1) The patient’s general condition 
is poor, and we know from experience 
that instead of improving under a sug¬ 
gested routine, he would grow worse, be¬ 
cause (2) owing to economic conditions, 
he is not able to follow the therapy sug¬ 
gested unless he remains in the hospital, 
and with our limited accommodations this 
is not possible; (3) nor will he return to 
the hospital for the required next step, 
since he usually lives so far away and the 
effort of coming is so great, especially if 
he feels slightly improved after any 
therapy he may have been given. 

As far as climatic conditions are con¬ 
cerned, the natives are built for the Trop¬ 
ics. They freeze in our pleasantly cool sea¬ 
son and thrive when we wilt in the heat. 
Therefore, most of our operations are 
done in the e.xtremely hot “hot season.” 

Consequently, a patient who needs sur¬ 
gical treatment is admitted to the hospital 
at once, prepared in the simplest manner 
possible for the operation required, and 
operated on as soon as possible. The treat¬ 
ment of concurrent complaints is left to 
the postoperative period. Actually, nine- 
tenths of the time, in order to give the 
patient his one chance of survival, we arc 
operating on persons who in the United 


States would have been classified as risks 
too poor to tackle, with the amazing re¬ 
sult that our overall fatality rate is about 
0.3 per cent. Postoperatively, the patient 
is satisfied to remain much longer than 
would be ordinarily necessary here, and 
he leaves the hospital generally improved 
as well as surgically cured. One might ask 
why he will stay after the operation when 
he will not follow a preoperative routine. 
The only plausible answer is that, being 
uneducated, he responds favorably to the 
practical demonstration of what is bene¬ 
ficial for him. 

The condition of the patient, as well as 
our own setup, forces us to use chiefly 
open drop ether and spinal or local anes¬ 
thesia. Because of the generally poor con¬ 
dition of our patients, we are forced to 
operate with extreme care but with the 
greatest speed possible. Ignorance and a 
highly nervous temperament necessitate 
heavy sedation with spinal and local anes¬ 
thesia. The question may arise as to the 
advisability of using spinal anesthesia in 
the presence of debility with its concur¬ 
rent hjTotension. Two factors aid us here: 
the fact that the people in general arc 
sensitive to small doses of spinal anes¬ 
thetics, which permits us to employ anes¬ 
thesia of longer duration than one would 
expect and the fact that speed on our part 
is absolutely necessary. 

Postoperatively, aside from widespread 
anemia, avitaminosis and parasitic infe.s- 
tations, dehydration and infection are our 
chief problems. We make our own par¬ 
enteral solutions, with great difficulty. 
Antibiotics are scarce and costly. Some¬ 
how we always manage to have a supply, 
and again the fact that the patient re¬ 
sponds to a much smaller do.se than in the 
States is a great help. 

From a general surgical standpoint, the 
conditions we encounter are those that 
call for abdominal, plastic and bone opera¬ 
tions and those in which the trouble has 
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been caused bj' obstetrical complications. 

The incidence of peptic ulcer is very 
high, accounting for 20 per cent of our 
major operations. The Bengalis are of a 
highly nervous temperament, despite the 
slow pace of their life, and their diet is 
highly spiced. We have found it to the pa¬ 
tients’ advantage to handle this condition 
with the simplest surgical procedure pos¬ 
sible. When the patient is seen for the 
first time, the complaint is usuallj’- of very 
long standing and beyond all hope of medi¬ 
cal therapy. Most frequently we use a 
posterior gastrojejunostomy and have 
very satisfactory results. We realize that 
this is not generally considered the opera¬ 
tion of choice for peptic ulcer but are con¬ 
vinced that, both from the standpoint of 
the preoperative condition of the patients 
and the facilities available to us, it is the 
operation of choice for us. In our series 
we have had only one postoperative death, 
which in my opinion was due to ignorance 
on the part of the patient—he became pro¬ 
foundly acidotic, owing chiefly to his re¬ 
fusal to cooperate in the postoperative 
treatment. We have kept as close a check 
as possible on our patients and know of 
only 2 cases of ulcer occurring at the site 
of the anastomosis. Malignant disease is 
not a major problem for us, as the average 
life e.xpectancy is twenty-seven years. Pre- 
operatively we use a modified routine of 
three days’ preparation in the way of diet, 
gastric lavage, cleansing of the bowel and 
administration of antibiotics. Postopera- 
tively we have been forced to adopt a pro¬ 
cedure that follows as closely as possible 
the principles of therapy after gastric pro¬ 
cedures in the United States but use the 
resources available in our locality. 

Intestinal obstruction is frequent, the 
chief cause being intestinal parasites. 
Splenomegaly, hopatic cysts and abscesses 
are other prominent and interesting ab¬ 
dominal problems. Fibroid uteri, huge 
ovarian cysts, dermoids and an extremely 


high incidence of pelvic inflammatory dis¬ 
ease present many interesting cases. 

As regards plastic procedures, we are 
confronted with an unusually high inci¬ 
dence of malformation of the oral and 
nasopharyngeal cavities. The fact that we 
seldom see these deformities early, to¬ 
gether with the extremely poor oral hy¬ 
giene of the patients, makes our task a 
complicated one. The results, however, 
even under these circumstances, have been 
most encouraging. 

Cooking and whatever heating is neces¬ 
sary in the “cold” months is done around 
an open fire. Consequentlj’- there are many 
severe burns. Very rarely are these given 
immediate treatment; always there is 
secondary infection. Owing to social cus¬ 
tom these afflictions tend to be hidden, 
especially in the case of girls and women. 
Many severe contractures result, which 
more than test one’s skill at plastic re¬ 
pair. The ever-present anemia, avitami¬ 
nosis and infection further complicate 
matters, as do the patient’s extremely poor 
habits of hj’-giene. We have always found 
those cases a most interesting challenge, 
however, and our results have been amaz¬ 
ing. Here again, once we have acquired a 
patient we are forced to keep him in the 
hospital until all of the necessary work is 
done. There is no visit home between 
stages; either he will not return or he will 
have had some mishap that will undo what 
has been done. Tube grafts have not been 
particularly successful, owing chiefly to the 
great difficult}’- in getting the patient’s co¬ 
operation. Pinch and split thickness grafts 
work very well now that we have devised 
ways of preventing poor hygiene from 
causing infection both in the donor and 
the recipient area. 

In the field of bone surgery, neglected, 
infected and unusual types of fracture, 
with their consequent malformations, to¬ 
gether with an extremely high incidence 
of chronic osteomyelitis, account for most 
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of our cases in this field. Widespread 
calcium deficiency further complicates 
matters. 

The Moslem custom of the seclusion of 
women has prevented them for centuries 
from receiving proper medical attention. 
In the strict sense of the word, no men ex¬ 
cept those of her immediate family may 
see the face of a Moslem woman. This se¬ 
clusion confines the women and prevents 
them from getting proper exercise and 
sunshine. Unbelievable pelvic malforma¬ 
tions result, with consequent complications 
at the time of delivery. Inadequate care in 
the face of these complications causes in¬ 
fant and maternal mortality and mor¬ 
bidity that is appalling. Among the many 
postpartum complications, perhaps the 
most interesting to the surgeon are the 
old, long-standing vesicovaginal fistulas 
about the size of a silver dollar. These are 
commonly seen. It is impossible to repair 
them from below, owing to their size and 
the concurrent adhesions. The women so 
afflicted are social outcasts. We, being 
women, meet no barriers in our relation 
with the women “in purdah.” We are able 
to mingle freely with them and have per¬ 
suaded a few to allow us to perform 
ureteral transplants. We use a modified 
Coffey technic, transplanting one side at 
a time and again employing our own pre¬ 
operative preparation and postoperative 
care. It is necessary to keep the patient in 
the hospital for the entire month which 
we consider the minimal interval between 
stages. Otherwise, as usual, we should 
probably not see her again for the second 
stage. Having not the faintest conception 
of anatomy, she thinks after the first 


operation, since the “leak” is still present, 
that the operation has been a failure. 
After the second stage and her restoration 
to a regular life, word of the cure spreads 
about. In a period of two years we had a 
series of 30 cases, in which there was only 
1 death. After five years, the remaining 
29 patients are in good health and have 
good renal function. 

The practice of surgery in the Far East 
presents so many and such diverse prob¬ 
lems that it would be possible to go on and 
on enumerating them, always highlighting 
something unusual from any number of 
aspects. It is stimulating beyond descrip¬ 
tion and presents a challenge few things 
can equal. 

With great difficulty, we have finally 
achieved the construction of a new modern 
hospital in Dacca, the capital city of East 
Pakistan, which I mentioned earlier as 
our dream for a nucleus from which better 
medical and surgical facilities could 
spread throughout the country. This hospi¬ 
tal will be opened within the next few 
months. In it we have provided for a blood 
bank, an adequate supply of intravenous 
fluids and the best and most modern ad¬ 
junct facilities it is in our power to pro¬ 
vide. Because of the complexity of the 
problem and the great influence of socio¬ 
economic affairs on our efforts toward the 
advance of surgery in East Pakistan, we 
realize that it will be many, many years 
before it will approach the status of sur¬ 
gery in the United States, but at least the 
foundations are being laid. 

Sister M. Benedict Young 

S.C., M.M., JLD., F.I.C.S. (Hon.) 

Dacca, East Pakistan 
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Books Received.—The following books 
have been received by the Editor; they 
will be reviewed critically as space and 
facilities permit. Omission of more ex¬ 
tended review, however, is not to be 
taken as criticism of the merit of the 
book. 

I _ 

Legal Medicine, Pathology and Toxicology. 
By Thomas A. Gonzales, Morgan Vance, Mil- 
ton Helpern, and Charles J. Umberger. 2nd 
ed. New York, Appleton-Century-Crofts, Inc., 
1954. Pp. 1349. Profusely illustrated. 

Les Vomissements du Nourisson: Etude 
critique. Diagnostic etiologique. Indications 
therapeutiques. Par Emilio Roviralta. Edi¬ 
tion revue et augmentee par I’auteur en 1952. 
Adaptation frailgaise de Bernard Duhamel, 
d’apres la traduction de Edouard Del Castil¬ 
lo Japuolot. Paris, fiditions Medicales Flam- 
marion, 1952. Pp. 236. Ulus. 

Technique de la Chirurgie du Sympathique 
et de ses Infiltrations. Par 0. Lambret, P. 
Razemon, et P. Decoulx. 4e ed. Paris, G. 
Doin & Cie, 1953. 115 figures et 4 planches. 

Cystites Inveterees et Algies Pelviennes, 
leur Traitement par Infiltrations Anesthesi- 
ques et Neurotomies Chirurgicales. Par Ray¬ 
mond Darget et Rolland Ballanger. Paris, 
Masson & Cie, 1954. Pp. 118. Illus. 

El Dranaje en Cirugia. Por Domingo Prat. 
Montevideo, Imprenta Rosgal, 1954. Pp. 166. 
Illus. 

Aspectos Quirurgicos de la Estasis Biliar. 
Por J. Pi-Figueras, con V. Artigas y A. 
Llaurado. Madrid, Asociacion Espanola de 
Cirujanos, n.d. Pp. 155. Illus. (Ill Congreso 
Nacional de Cirugia, Granada, Septiembre 
de 1953). 

La Aortografia Abdominal. Por Ramon 
Carillo, Raul F. Metera, y Juan de Dulacska. 
Buenos Aires, Lopez & Etchogoyen, S.R.L., 
1954. Pp. 114. Illus. 

Sindromi Dolorose dopo Interventi Gastri- 
ci e loro Terapia Chirurgica. Per Luigi Leo- 
poldo Bracca. Torino, Minerva Medica, 1952. 
Pp. 178. Plates. 

Thorakoskopische EingrifTe am Nerven- 
system. Von E. Kux. Stuttgart, Georg Thie- 
me, 1954. Pp. 130. 48 Teils mehrfarbigen 
Abbildungen. 


Pratique de L’intubation intra-tracheale 
en Anesthesie. Par Henri Gibert. Paris, G. 
Doin & Cie, 1953, Pp. 188. 39 figures. 

Pheochromocytoma and the General Prac¬ 
titioner. By Joseph L. DeCourcy and Cor¬ 
nelius B. DeCoui’cy. Cincinnati, DeCourcy 
Clinic, 1952. Pp. 165. 

The Year Book of Obstetrics and Gynecol¬ 
ogy, 1954-1955. Ed. by J. P. Greenhill. Chi¬ 
cago, Year Book Publishers, 1954. Pp. 544. 
Abstracts. 

Anuario Bibliografico Peruano de 1949- 
1950. Ed. by Alberto Tauro. Lima, Biblioteca 
Nacional, 1954. Pp. 427. (Ediciones de la 
Biblioteca Nacional-IX.) 

A general bibliography. I. Books and pam¬ 
phlets. 11. Periodicals. III. Bio-bibliogra¬ 
phies. IV. Bib. of libi'arianship. Fully in¬ 
dexed, with cumulative contents of the 
series. 

Part I contains a section on medical 
sciences. 

Hugh Roy Cullen, a story of American 
Opportunity. By Ed Kilman and Theon 
Wright. New York, Prentice-Hall, 1954. Pp. 
376. Illus. Biography of a distinguished 
medical benefactor. 

Diseases of the Skin, for Practitioners and 
Students. By George Clinton Andrews. 4th 
ed. Phil, and London, W. B. Saunders Co., 
1954. Pp. 877. 777 illus. 

La Valvola Mitrale: Aspetti anatomic!, 
fisiologici, clinic! e chirurgici. Per Michele 
A. Chiechi e Charles P. Pailey (sic). Roma, 
Pensiero Scientifico Ed., 1954. Pp. 561. Illus. 

The History of the Samaritan Free Hospi¬ 
tal, with an Appendix on the London Hos¬ 
pitals and infirmaries. By Arnold Whitaker 
Oxford. Cambridge, W. Heffer & Sons, Ltd., 
1931. Pp. 96. 

Patologia del Estomago Operado: H Con¬ 
greso Argentine de Gastroentoerologia, Mar 
del Plata, 13-18 de Abril de 1953. Contribu¬ 
tors from Sociedad de Gastroenterologia de 
Buenos Aires, Asociacion Argentina de Ra- 
diologia, and Sociedad Medica de Mendoza. 
Buenos Aires, Ed. Universitaria, 1954. Pp. 
482. Illus. 

A'^erhandlungen der Deutschen Gesell- 
schaft fiir Chirurgie, 70 Tagung, 7-11 April 
1953. Berlin, Springer Verlag, 1953. Pp. 768. 
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Surgery of the Heart. By Charles P. 
Bailey. Philadelphia: Lea & Febiger, 1955. 
1,452 illustrations; 3 color plates. 

This book by Charles Bailey will be warmly 
welcomed by all, whether directly or indirectly 
interested in cardiac surgery. Here one of the 
most versatile and experienced pioneers in the 
field has created a comprehensive work in 
which the manner of approach to diseases of 
the heart is discussed in masterful fashion and 
with carefully considered criticism. 

In the first of three sections entitled “Gen¬ 
eral Considerations,” R. S. Litwak describes 
the fascinating history of cardiac surgery, 
following which are chapters entitled “Anes¬ 
thesia for Cardiac Surgical Operations” by 
K. K. Keown, “Cardiac Resuscitation” by K. 
K. Keown, M. L. Buckley and H. S. Ruth, “Hy- 
pothennia” again by K. K. Keown and, to con¬ 
clude, “The Heart-Lung Machine” and “Ex¬ 
ploratory Surgery of the Heart.” 

The second section, which covers some 325 
pages, deals with operation for congenital 
heart disease, and the third discusses the sur¬ 
gical treatment of acquired heart disease. 

The most important chapter in the last sec¬ 
tion is the one dealing with the surgical treat¬ 
ment of mitral stenosis, and one can say 
truly that in thoroughness, evidence of clinical 
acumen and wealth and variety of clinical ma¬ 
terial it is unsurpassed in the literature. 

Numerous excellent sketches of technic, 
roentgenograms, and photographs of patients 
and pathologic specimens illustrate the text. 

Those who have known Charles Bailey as 
the skillful and daring surgeon who first 
reintroduced commissurotomy for the stenosed 
mitral valve and developed an ingenious 
method for closure of septal defects have the 
opportunity to become acquainted, in this 
beautiful work, with a truly great clinician 
and his method of carefully weighing indica¬ 
tions and contraindications and presenting 
with the utmost clarity the dangers attached 
to the various procedures, the possible mishap.s 
and their mastery. 

No one who has studied the book can escape 
from being profoundly impressed by the 
amount of work, experience, concern and suc¬ 
cess that have gone into its creation. Surgeons 
of all countries have good reason to be grate¬ 
ful to Charles Bailey for having written a 
true classic. 

R. Nissen, M.D. 


Operative Orthopaedic Clinics. By Lewis 
Cozen and Alvia Brockway. Philadelphia: 
The J. B. Lippincott Company, 1955 Pp. 
329, with 310 illustrations. 

The authors of Operative Orthopaedic 
Clinics are orthopedic surgeons well recog¬ 
nized for their contributions to this specialty. 
Paul E. MacMaster, who collaborated w’ith 
them, is clinical professor and acting head of 
the Department of Orthopedic Surgery of the 
Univei-sity of California at Los Angeles. 
These three have compiled a record of opera¬ 
tions performed by various surgeons. As the 
two primary authors have stated in their pref¬ 
ace, this gives the reader an opportunity to 
peer over the shoulder of each of several W'ell- 
known and skilled orthopedic surgeons in their 
own operating rooms. Specific operations are 
described, the procedure being outlined step by 
step; the patient's age is given, and the gross 
observations are presented. At the close of the 
description, in many instances, comments by 
one of the authors are appended. These added 
notes increase the value of the book and en¬ 
hance its interest. 

The book contains 310 illustrations, most of 
which are line drawings. This diagrammatic 
presentation makes it easy for the reader to 
follow the procedure described in the text 
when there are enough drawings for any one 
operation. In some instances the illustrations 
of a particular operation arc adequate, but for 
many of the operations described there is only 
one illustration, although the technic could be 
adequately demonstrated by approximately 
three line drawings. 

The operations are divided according to 
anatomic regions. The first six chapters are 
headed as follows: (1) The Hip; (2) The 
Knee and Miscellaneous Lesions and Defor¬ 
mities of the Lower Extremity; (3) The 
Spine: (4) The Upper Extremity; (5) Plastic 
Operations, and (6) The Foot and Ankle. 
Chapter 7 deals with fractures not mentioned 
in the chapters that were subdivided accord¬ 
ing to regional anatomy. One wonders why 
plastic operations (Chapter 5) -were inserted 
between two of the chapters dealing with 
operations from the regional anatomic stand¬ 
point. 

Perhaps the greatest value of this book lies 
in its usefulness to the experienced orthopedic 
surgeon who wishes to compare his owm meth¬ 
ods with those of others. 


Edward L. Compere, il.D. 



JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


OCTOBER, 1S53 


The Story of Medicine. By Kenneth 
Walker. London: The Oxford Press, 1955. 
Pp. 343. Illustrated. 

The well-known author of this book, a 
Fellow of the Royal College of Surgeons and 
the Royal Societj* of Medicine, has produced 
that rarest of literary phenomena, a book 
that is scholarly but never obscure. There 
is a truism. “The subtlest art consists in 
the concealment of art.” which is only an¬ 
other way of saying that the best final prod¬ 
uct in any intellectual sphere is that product 
which conceals the infinite, painstaking la¬ 
bor that constructed it. Dr. Walker’s book 
is so delightful to read, so full of incidental 
quiet humor, so thickly studded with anec¬ 
dotes about the great physicians and sur¬ 
geons of the past and so interlarded with 
the author’s own shrewd comments that the 
reader need not be surprised if he realizes 
for the first time, after he has finished the 
book, how much solid history he has absorbed 
in the process. There is scarcely a page that 
does not contain something quotable. 

Meanwhile the author, working as it were 
behind a curtain of his own devising, traces 
the history and growth of the healing arts, 
both medical and surgical, from the dawn of 
recorded history to modern times. Nothing 
salient is omitted, from the early Egj-ptian, 
Persian, Greek and Roman archives to the dis¬ 
covery and employment of the sulfa drugs and 
antibiotics. The chief virtue of his handling 
of the awe-inspiring figures of the past is the 
fact that he manages to bring them to life as 
human beings: he almost creates in the reader 
the illusion that he has met them. 

^luch highly diverting emphasis is laid upon 
the repeated failure of their contemporaries 
and near-contemporaries to recognize the 
truth of a new idea even when it had been 
brought within easy reach. When a bacterial 
cause for syphilis was suggested, for instance, 
one of the foremost medical savants of the 
time scoffed at the idea, because, he said 
authoritatively, if syphilis is caused by living 
animalcules, one might say with equal logic 
that a dozen or more other diseases might 
have similar cause — which, he pronounced, 
was obviously preposterous! One can almost 
see the unlucky man lecturing to his students 
or his colleagues, with his hand stretched out 
in a gesture of denunciation, and not a spark 
of recognition in his learned eyes of what had 
been put into it. One step further in thinking, 
and the great discovery might have been his. 

One has read so many times of the agoniz¬ 


ing struggles of geniuses against the stupidity 
of the times that one is likely to think of it as 
uncompromisingly tragic, without so much as 
a gleam of relief or humor to lighten it. No 
doubt the omission of the lighter side in most 
histories is what pushes these great charac¬ 
ters farther and farther into obscurity, be¬ 
coming less and less human as they recede. 
Dr. Walker has done a signal service in re¬ 
vealing both sides. It is a pity that so few 
medical books are read outside the medical 
profession, for here is one to delight the in¬ 
telligent 13.3^1^1 as well as the doctor. 

Max Thorek, M.D. 

The Blood Supply and Anatomy of the 
Upper Abdominal Organs. By Nicholas A. 
Michels. Philadelphia: The J. B. Lippincott 
Company, 1955. 

The author of this fine book has devoted 
nearly tAventy years to study and research 
dealing with this problem. The word “problem” 
is used advisedly when one appreciates the fact 
that, in the dissection of 100 cadavers, the pat¬ 
tern of the tei-minal branches of the splenic 
artery were never the same in any two. This 
probably is applicable not only to the spleen 
but to other viscera. 

All surgeons owe a vote of thanks to Nicho¬ 
las A. Michels for the painstaking effort that 
has resulted in this welcome tome. Surgeons 
and anatomists throughout the world agree 
that the most consistent part of anatomy is its 
inconsistenc.v. This Avork not only emphasizes 
but clarifies the latter attribute by proper 
utilization of the material at hand. 

Close collaboration betAveen the artists and 
the author has resulted in a synchronization 
of material that is readily discernible. Too 
much is incorporated Avithin the book to per¬ 
mit a leisurely coA'er-to-cover reading, but as 
a reference and an authoritative AA'ork it Avill 
haA'e a permanent place in our medical 
libraries. 

P. Thorek, M.D. 

Essentials of Orthopaedics. By Philip 
Wiles. Boston: Little, BroAvn and Co., 1955. 
2d ed. 

This book easily justifies its title. The au¬ 
thor, Philip Wiles, an eminent orthopedic sur¬ 
geon and a scholar AA'ho Avrites beautiful prose 
and expresses himself clearly and concisely, is 
President-Elect of the British Orthopaedic 
Association. It seems altogether fitting and 
appropriate that this second edition of the 
book should be published at the same time that 
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the friends of Philip Wiles, who are to be 
found in every country outside the Iron Cur¬ 
tain, should be reading with satisfaction of 
this latest honor to come to their good friend 
and orthopedic colleague. 

The second edition is a definite improvement 
over the first, w'hich was published just five 
years ago. Most reviewers of that first edi¬ 
tion praised it highly. One reviewer suggested 
that there were not enough illustrations and 
that some of those included might have been 
better chosen. The second edition demon¬ 
strates the fact that authors may at times 
profit by the suggestions of those who review 
their writings. This new edition contains many 
new and well-chosen illustrations, and many of 
the old illustrations have been replaced by 
better ones. Every chapter has been exten¬ 
sively revised to include what is new and 
needs to be known by the general practitioner, 
the undergraduate student, and the post¬ 
graduate who is beginning his surgical train¬ 
ing — the three groups for whom the author 
definitely stated that the first edition was pri¬ 
marily intended. 

There has long been a need for a comprehen¬ 
sive textbook on orthopedic surgery. Many 
smaller books have been written, and some of 
these sen’ed as fairly good outlines for teach¬ 
ing medical students. Not since the last edition 
of Jones and Lovett has there been published 
a really comprehensive book of reference for 
the study of orthopedic surgery. Wiles’ book 
will go far toward replacing this earlier publi¬ 
cation, which has long been out of date as well 
as out of print. His 538 pages contain 333 il¬ 
lustrations, and the field of orthopedic surgery' 
is covered in a very orderly manner, with em¬ 
phasis upon both the physiologic and patho¬ 
logic manifestations of orthopedic diseases 
and their implications as to diagnosis and 
treatment. 

Edward L. Compere, JI.D. 

Vaginal Hysterectomy. By Laman A. Gray. 
Springfield, Ill.: Charles C Thomas, Pub¬ 
lisher, 1955. Pp. 137, with 35 illustrations. 

This small book, devoted entirely to vaginal 
hysterectomy, was written by an experienced 
and skillful gynecologist. He is completely 
fair-minded in selecting his indications for 
vaginal hysterectomy, and not overentbusi- 
astic about the procedure. 

The book contains six chapters, the first of 
which is a history of vaginal hysterectomy and 
a review of the literature concerning this 
operation. In the second chapter the author 


discusses the indications for the operation, the 
chief of which are prolapse of the uterus and 
uterine diseases. The third chapter contains 
data on preoperativ’e preparation, and the 
fourth chapter, on operative technic. The au¬ 
thor recommends angle suture of the liga¬ 
ments and e.xtraperitoneal drainage, follow’ed, 
when necessary, by repair of cystocele and 
rectocele. The operation is beautifully illus¬ 
trated. At the end of the book is a comprehen¬ 
sive list of references. 

This book is definitely w’orth while, not only 
for residents in training and surgeons who 
perfoi*m occasional vaginal hysterectomies 
but for everyone who performs gynecologic 
operations. The author is to be congratulated. 

J. P. Greenhill, M.D.' 

Reaction organique a I’agression et choc 
(Reaction of the Body to Injury and Shock). 
By H. Laborit. Paris: Masson et Cie, 1955. 
2d ed. 

This book deals in detail with the study of 
shock and the response of the body to shock 
and injury. It describes the mechanism by 
which shock develops, the various physiologic 
and biochemical agents involved and the varj’- 
ing therapeutic approaches. Dr. Laborit has 
done important and valuable research in this 
field, and in this book, now in its second edi¬ 
tion, he has tried to harmonize all the changes 
in one important succession of reactions 
toward injury, which he calls "postaggressive 
reactions.” 

Dr. Laborit’s ideas and explanations arc ex¬ 
tremely interesting, although some of the 
points he stresses particularly are still debat¬ 
able. One cannot help but be amazed at the 
wealth of data, the minute detail in which 
shock and postaggressive reactions are dis¬ 
cussed, and the way in which the author sets 
forth all possible mechanisms and logically ex¬ 
plains the varying therapeutic measures. 

For the reader who is not fully acquainted 
with French literature there are certain diffi¬ 
culties. The author uses many abbreviations, 
the meanings of which are hard to find in the 
text. It would have helped had he tabulated all 
these abbreviations at the beginning of the 
book. Many new therapeutic agent.**, currently 
used in France but unknown to physicians 
elsewhere, arc referred to by trade names. 
Another table giving their chemical composi¬ 
tion would also be helpful to the reader. 

Werner F. Ei.senstaedt. M.D. 
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A Textbook of Physiology. Edited by John 
F. Fulton. Philadelphia: The W. B. Saunders 
Company, 1955. 17th ed. Pp. 275, with 600 
illustrations. 

Nothing new can be written about this book 
by this reviewer. The mere fact that the book 
has reached its seventeenth edition proves its 
value. Progress in the knowledge of body 
fluids, kidney function and respiration has 
been included in the respective chapters that 
have been rewritten. Other chapters, also re¬ 
vised, have thus kept up with the times. One 
new chapter has been written, discussing 
acetylcholine and energy transformation in 
nerve cells. 

All in all, the book is still a “must” in the 
library of every physician and scientist inter¬ 
ested in biology and medicine. 

Werner F. Eisenstaedt, M.D. 

Traumalismes du crane (Injuries of the 
Head). By Daniel Ferey. Paris: G. Doin et 
Cie, 1955. Pp. 162, with 90 illustrations. 

This monograph is addi-essed to the phy¬ 
sician, the general surgeon and the specialist. 
The first section of the book is devoted to the 
details of the immediate care of the patient 
with a head injuiy. The author urges early 
transportation to a neurosurgical center of all 
patients who present indications for sui'gical 
intervention. 

The bulk of the book, nearly half, is con¬ 
cerned with the indications for surgical inter¬ 
vention and the details of the author’s technic. 
Secondary complications and sequelae are dis¬ 
cussed, with especial emphasis on the sub¬ 
jective symptoms that follow trauma. At the 
end of the book there is a tabulation of the 
frequency of neurologic sequelae. 

The book is clearly and forcefully written. 
The author is often dogmatic. This may be 
justifiable in a book addressed to the physician 
and general surgeon but is not likely to con¬ 
vince his neurosurgical colleagues. Many of 
his practices would not be favored by Ameri¬ 
can neurosurgeons, including this reviewer. A 
few examples may be given: 

He advises a prolonged convalescence of six 
to eight weeks for patients unconscious more 
than thirty minutes. Spinal puncture is not 
considered advisable in any circumstances. 
Osteoplastic craniotomies are advised for all 
operative procedures except for acute subdural 
hematoma. Operative inter\-ention is appar¬ 
ently carried out in 30 per cent of the patients 
cared for. 


On the other hand, the use of artificial 
hibernation for the severely injured patient is 
well founded on recent clinical and experi¬ 
mental observations, and the author’s frequent 
use of this technic places him ahead of most 
hospitals and clinics in the United States. 

In the opinion of this reviewer, undue value 
is placed on electi'oencephalographic study in 
cases of mild injury, although the author 
recognizes the diagnostic and prognostic value 
of the procedure in the case of the severely in¬ 
jured patient. His use of ventricular injec¬ 
tions of saline solution to expand the com¬ 
pressed cerebral hemisphere after drainage of 
a chronic subdural hematoma is in accord 
with the procedure originally recommended by 
James Gardner in this country. 

The book is based entirely on the author’s 
personal experiences, no reference being made 
to the literature. It is well illustrated. Accord¬ 
ing to the fly-leaf there are 90 illustrations in 
the text, but the reviewer could find only 76 
numbered figures. The book is recommended 
to everyone interested in the care of head in¬ 
juries. If the reader disagrees at times with 
the author, he will be stimulated by the pro¬ 
vocative statements and the author’s sincerity. 

Harold C. Voris, M.D. 

Histological Diagnosis of Tumors; Sys¬ 
tematic Morphology of Human Tumors as a 
Basis for Clinical Judgment. By A. V. Alber- 
tini. Stuttgart: Georg Thiem, 1955. 

This book is divided into two parts. Part 1 
is a consideration of the general and special 
histogenesis of tumors, including their general 
morphologic aspects and the terms used to de¬ 
scribe them. Part 2 deals with the diagnosis 
of tumors according to anatomic location. 

One can only admire the author’s thorough 
knowledge of the material presented and of 
the literature cited. Dr. Albertini, who cer¬ 
tainly is an authority on the pathologic nature 
of tumors, leans backward to do justice to the 
opinions of pathologists that differ from his 
own. 

Most readers will readily admit that this is 
one of the most beautifully written and fas¬ 
cinating books available on tumor pathology. 
One may differ with the author on certain sub¬ 
jects, but in general all controversial topics 
are masterfully handled. The book can easily 
be read even by one who does not know the 
German language perfectly. All in all, it be¬ 
longs on the same level as did the famous 
earlier work of Ewing. 

Jerome J. Moses, M.D. 
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I. 

ANESTHESIOLOGY 

Ceruti, J. H.: The Intravenous Anesthesia 
with Novocaine in Combination with other 
Anesthetics, Dia m4d., 82:2308, 1953. 

The author reports results obtained by him 
with this type of anesthesia. These have been 
so favorable as to justify publication, espe¬ 
cially as they were obtained in a provincial 
hospital and not at a university center. 

He briefly describes 10 to 18 inductions 
and says that in all his patients relaxation 
was perfect, as was the anodyne effect in the 
immediate postoperative period. He en¬ 
countered no serious complications, and in 
only 2 cases was there any postoperative 
vomiting. There were no cases of shock, and 
even patients in obvious shock at the begin¬ 
ning of the operation recovered from it dur¬ 
ing the anesthesia. The total amount of pro¬ 
caine given never exceeded 5 g„ because it 
was not required by the kind and time of the 
operations. The consumption of inhalatory 
anesthetics was minimal. 

Parada, J., Stillman Salgado, A., and 
Nunziata, L: General Anesthesia with Intra¬ 
venous Procaine: Experience in 10,000 Cases, 
Bol. y Trab. Soc. Arg, de Cirujanos 3:92, 
May 3, 1954. 

After using procaine in more than 10,000 
cases, the authors consider it an excellent 
anesthetic, in spite of the fact that it re¬ 
quires more careful watching of the patient 
than does any other. It carries a limited 
toxicity and a practically nonexistent mor¬ 
tality rate. The only death mentioned in the 
author’s statistics was that of a patient with 
undiagnosed Addison's disease, operated on 
for an infraumbilical ventral hernia, who 
left the operating room in shock and died 
twenty-six hours later. Adrenal insufficiency 
was diagnosed a few hours before death and 
was confirmed by autopsy. Although this was 
an “anesthetic death,” the authors do not 
attribute it to the procaine, because replace¬ 
ment of the anesthetic agent would in any 
case have had doubtful results. Addison’s 
disease involves a great risk, especially when 
its existence is unknown, as in this case. 

There are no contraindications except the 


impossibility of canalizing a vein or lack of 
skill on the anesthetist's part. A relative 
contraindication would be high sensibility in 
the interrogator^’ examination and in the 
tests with procaine. The authors have had 
no patients of this type. 

The inconveniences that may arise — con¬ 
vulsions, cyanosis and arterial hypotension 
— are not clinically important and can be 
easily controlled. In the authors' opinion the 
use of intravenous procaine marks a phase 
of progress toward unfailing anesthesia, less 
toxicity and relaxation adequate to the opera¬ 
tive necessities. 

Turner. J.: Continuous Peridural Anes¬ 
thesia: Mastectomy with Ganglionic 
Emptying. 

Beginning with some general considera¬ 
tions and with comments on the innervation 
of the operative region and the operative 
technic, the author states that with the first 
5 cc. injection of xylocainc into the peridural 
space he obtains analgesia in the region of 
the brachiocervical plexus, discrete paresis 
of the brachi.al nerve on the sloping side and 
conservation of functional normality of both 
phrenic nerves. On the second injection the 
pavilion of the needle revolves toward the 
caudal pole, injecting 5 cc. more of the anes¬ 
thetic solution, after which the catheter is 
inserted through it. The tip of the catheter 
is advanced in the peridural space toward 
the caudal pole until it is in front of the 
second dorsal vertebra, which insures libera¬ 
tion of the dorsal wall of the peridural space. 
This occurs as a result of brachial enlarge¬ 
ment of the medulla, which lessens the capa¬ 
city of the aforementioned space at the level, 
preventing the spread of anesthetic solution 
to the cephalic region. It was easily proved 
that peridural lumbar anesthesia always 
stops, under proper conditions, at the second 
dorsal level, for which reason the author 
calls this vertebra the barrier of dorsal 
security’. 

The tip of the catheter having been placed 
as described, 6 cc. more of the anesthetic 
solution is injected; additional doses arc in¬ 
jected later to complete or maintain the anes¬ 
thesia. Including anej?thesin with this tech- 
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nic in mastectomy, with ganglionic emptying, 
has convinced the author that the postopera¬ 
tive course is like that following an opera¬ 
tion with local anesthesia. 

Sala, M. A.: Epidural Sacral Anesthesia 
in a Single Dose: Experience with 100 Pa¬ 
tients, Prensa med. argent. 41:1082, 1954. 

Long ago the author began to use this type 
of anesthesia, wishing to practice the system 
followed by Sicard and Cathelin in 1901 to 
obtain anesthesia in the perineum and the 
lower part of the abdomen. After some fail¬ 
ures, he improved the technic until he had 
satisfactory results. After presenting some 
anatomic considerations, he explains the 
modus operandi and the anesthetic, which is 
commercinUy known as x.vlocaine. He men¬ 
tions the most important complications and 
arrives at the following conclusions: 

1. Generally the technic is simple, and its 
difficulties decrease with use. 

2. The product employed yields a facili¬ 
tated anesthesia. 

3. It is excellent for run-down or aging 
patients with pulmonary or hepatic disease. 

In order to use this method, however, it is 
necessaiy that the anesthetist have complete 
knowledge of the surgeon and his habits. 

Franchini, Y.: Some Considerations on 
Anesthesia in the Surgery of Acute iMastoid 
Processes ol Childhood, Dia med., 3;IS, 1954. 

As a contribution to the subject of general 
anesthesia of the ear, nose and throat, the 
author briefly considers the procedure fol¬ 
lowed by him in the Eva Peron Foundling 
Home when his little patients underwent 
operations on the middle ear and its adjacent 
cavities. 

The otorhinolaryngologic treatment of 
children requires, in addition to fundamental 
knowledge, an extremely delicate approach. 
One must try to understand the child in his 
pain and to avoid, as far as possible, inop¬ 
portune surgical treatment. 

As to anesthesia for otomastoid operations 
on children, the author classifies his patients 
into (ll children from infancy up to 2 years 
of age and (2) children over 2 years old. He 
analyzes the different states in each group, 
as well as the general conditions, and de¬ 
clares that for children with serious nutri¬ 
tive disorders he always employs local anes¬ 
thesia with procaine hydrochloride, 0.5 to 1 
per cent, with epinephrine. This results in 
less toxicity and in hemostasis, a doubly im¬ 
portant factor providing practically a white 


operative field, which facilitates and shortens 
the operation. As to children with acute 
otomastoid processes but otherwise in good 
health, if their docility allows it he always 
uses local anesthesia with 0.5 to 1 per cent 
procaine hydrochloride; otherwise he pre¬ 
fers general anesthesia and, in some cases of 
bulky subperiosteal abscesses, Wilde’s in¬ 
cision with local ethyl chloride anesthesia, 
completing the operation after two days with 
general ether anesthesia. 

De Leonardis, IM.: Syndrome of Decerebra¬ 
tion in Anesthesia, Prensa med. argent. 
41:941, 1954. 

There is a moment of emergence from 
anesthesia in which signs of decerebration 
occur in some patients. 

An explanation of this is proposed, it is in¬ 
terpreted as a phenomenon of “liberation” of 
the subcortical centers, prematurely disim- 
pregnated in relation to the cortical centers. 
The author terms this phenomenon “syn¬ 
drome of decerebration in emergence from 
anesthesia.” 

Cottonaro, C. A.: Hiccough, Dia med. 
38:966, 1954. 

In this brief communication the author re¬ 
views the treatment of hiccough, an almost 
forgotten subject. Hiccough may raise a 
serious problem when it does not yield to 
treatment, as in a case referred to by the 
author. He reminds the reader of general 
anesthesia with pentothal and of curare, 
which produces magnificent muscular relaxa¬ 
tion. General anesthesia has eliminated the 
hiccough reflex. The author insists that 
general anesthesia gives better results than 
does any other form. 

Docal, J. C.: Controlled Hypotension and 
Pendiomid, Dia med. 1:21, 1954. 

The author’s e.xperience with procaine hy¬ 
drochloride has demonstrated that it is not 
only a good anesthetic agent but possesses 
useful ganglionic qualities. He recommends 
it for fenestration, for the treatment of oto¬ 
sclerosis and also for operations on the head 
and neck, in which, the procaine proving in¬ 
sufficient, he adds another ganglioplexic 
drug, pendiomid. He explains the procedure 
employed and its results, which are In'ghly 
satisfactory, no less because of the inten¬ 
tional ischemia than because of the easy con¬ 
trol of hypotension it affords and its toler¬ 
ance by the patient. 
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Diaz Sarapura, J. F.: The Use of Evans’ 
Blue and the Gravimetric Jlethod as a Rou¬ 
tine in the Operative Theatre, Dia med. 
23:550, 1954. 

According to the author’s observations in 
St. Vincent’s Hospital of New York City, 
the quantitive determination of loss of blood 
is required in every prolonged operation. 
This evaluation is preferable to the merely 
subjective one. 

With strict control of the material em¬ 
ployed and the material eliminated, one can 
easily calculate at any moment during the 
operation the amount of blood that the pa¬ 
tient is losing. 

The use of Evans’ blue (T-1824), in spite 
of recent criticisms, for controlling the re¬ 
sults of the gravimetric method, has proved 
valuable. 

II. 

SURGERY OF THE SPLEEN AND 
HEMATOPOIETIC ORGANS 

Iparraguirre, J. y Roca, J.: Portal Venog¬ 
raphy by Splenic Percutaneous Puncture, 
Dla med. 12:278, 1954. 

Technical progress in the surgical treat¬ 
ment of portal hypertension has created the 
necessity of objective study of the circula¬ 
tion. By this means one can distinguish 
extrahepatic from intrahepatic obstructions. 

Methods of roentgen study of the portal 
circulation are reviewed, as are surgical pro¬ 
cedures and nonsurgical treatment. The 
author describes a technic that consists in 
puncture of the spleen through the wall and 
injection of an opaque substance. 

He refers to his experience in a case of 
portal hypertension with ascites and edema 
of the legs, in which the clinical diagnosis 
w'as cirrhosis. He points out the importance 
of this preoperative measure, since it per¬ 
mits the surgeon to adopt, within the neces¬ 
sary time, the technic that will be followed 
in the operation. 

lusem, M.: A Localized Ganglionic Form 
of Hodgkin’s Disease: Surgical Treatment, 
Bol. y Trab. Soc. Arg. de Cirujanos 1:18, 
1954. 

The case is reported of a 9-year-old pa¬ 
tient with an apparently limited ganglionic 
formation in the neck of two and one-half 
years' duration. Surgical treatment was car¬ 
ried out in an attempt to delay the process 
or to cure the child definitively. 


The known therapeutic measures are ana¬ 
lyzed and the surgical forms of the disease 
studied. The author expects that time will 
either confirm or discredit his hope of 
operating successfully for some localized 
manifestations of this dangerous disease. 

Echegaray, E. M., and Minicone, H. A.: 
Cystectomy with Partial Splenectomy in the 
Treatment of Hydatid Cyst of the Spleen 
Bol. y Trab. Soc. Arg. de Cirujanos 23:703, 
1953. 

Having treated a calcified hydatid cyst of 
the spleen by cystectomy and partial splen¬ 
ectomy, with a favorable result, the authors 
made a careful though not e.xhaustive bib¬ 
liographic search of the literature but could 
not find any similar case reported. 

They discuss the phy.siologic and phj’sio- 
pathologic nature of the spleen and the 
evolution of the hydatid cj'st, presenting 
several roentgenograms, drawings and photo¬ 
graphs. They end with some comments on 
the surgical treatment of hydatid cyst of the 
spleen, which, in general terms, is reduced 
to a formula—emptying and closing with 
fixation to the abdominal wall, marsupializa¬ 
tion or splenectomy. They describe the pro¬ 
cedure followed with their patient, which, 
though applicable only in a limited number 
of cases, is expeditious. It has also the ad¬ 
vantage of conserving the spleen to the 
fulfilment of its functions. 

Sanchez Zinny, .T.: Splenecfomv Through 

Thorncoabdominnl Process: In.slructions 

and Technique. Bol. y Trab. Soc. Arg. do 

Cirujanos 4:123, 1954. 

The author demonstrates his use of the 
thoracoabdominal route to carry out splen¬ 
ectomy in .some cases of splenopathy w’ith 
intense perisplenitis and adhesions to the 
diaphragm, demonstrable by roentgen c.x- 
amination with pneumoperitoneum, as well 
as in cases of splenomegaly in which it is 
impossible to exteriorize the spleen through 
a laparotomy opening, in cases of reopera¬ 
tion after the failure of a purely abdominal 
attempt, and, finally, whenever the neces¬ 
sity arises of carrying out venous splenorenal 
anastomosis, or in circumstances in which 
the abdominal route is considered in- 
sufliciont. 

The technic, ane.sthcsia, operative trans¬ 
fusion and postoperative coiir.se are dc.scribcd 
briefly. 
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III. 

SURGERY OF HEAD AND NECK 

iMarino, H.: Paralysis of the Chin Muscles: 

Surgical Treatment, Dia med. 10:241, 1954. 

Isolated paralysis or paresis of the depres¬ 
sor muscles of the lower liptriangular, 
square and chin muscles — is a relatively 
common lesion. 

The author proposes treatment by resec¬ 
tion of the marginales mandibulae branch on 
the healthy side. The section is done with a 
minimum incision and electrical investi¬ 
gation. 

Jorge, H.: Fibromas of the Inferior Maxil¬ 
lary, Bol. y Trab. Soc. Arg. de Cirujanos 

23:692, 1953. 

Among the benign tumors of the inferior 
maxillaiy observed at the Angel H. Roffo In¬ 
stitute for Experimental Medicine are fibro¬ 
mas of different development and magnitude, 
which have sometimes been growing for 
years, tolerated as a result of their bearers’ 
laziness and ignorance. The patients do not 
always come from regions far away from ur¬ 
ban centers, nor do difficulties in transpor¬ 
tation or economic misery cause them to let 
years go by between the appearance of the 
tumor and their application for professional 
help and advice. 

The author tells of clinical histories of 3 
patients representative of the problems and 
of the pathologic process. He mentions an 
incipient fibroma, small, as every one should 
be that comes to consultation, in order to 
demonstrate the fact that monstrous tumors 
and far advanced ones have, in most cases, 
a single cause—treatment delayed too long 
or wrongly selected. 

He ends his work with short comments on 
the 3 cases and on fibromas of the inferior 
maxillary in general. 

IV. 

EXPERIMENTAL SURGERY 

Lanari, A.; Roger, V. N., and Gilardon, A. R.: 

Eck’s Fistula: Arterialization of the Liver, 

Bol. y Trab. Soc. Arg. de Cirujanos 5:135, 

1954.' 

Venous operations, which have given en¬ 
couraging results in the treatment of 
atrophic cirrhosis, have the grave incon¬ 
venience that at times they aggravate dis¬ 
turbance of the intrahepatic circulation, 
leading to coma through anoxia. The authors 
began their work by studying the behavior 


of the normal parenchyma after total depri¬ 
vation of portal blood (Eck’s fistula) and its 
replacement by arterial blood (aortoportal 
graft). 

They describe the technic followed in their 
experiments with dogs, and arrive at the 
following conclusions: 

1. The operation is technically possible. 

2. The situation created is compatible 
with the animals’ life in apparently good 
health during the periods of observation. 

3. As a result of the new circulatory con¬ 
ditions, the pathologicanatomic economy does 
not show any nutritive alterations. 

4. Later investigation will perhaps make 
possible the application of this method to 
the human cirrhotic liver. In case of neces¬ 
sity the splenic artery which has a sufficient 
calibre and length, would provide the arterial 
contribution. 

Barletta, L. P. A.: Anatomosurgical Study of 

the Motor Branch of the Cubital Nerve: 

Boarding Procedure, Prensa med. argent. 

41:1520, 1954. 

The author has made an anatomosurgical 
study of the motor branch of the cubital 
nerve, considering it of interest because it is 
the deepest neural element of the hand. 

A wound of the motor branch can go un¬ 
noticed by an unskilled person at first, but 
may lead afterward to some important 
sequelae. 

Having observed a case, the author plans 
an anatomosurgical approach through a 
broken outline incision and exploration of 
the nerve in a search for anatomic objectives. 

Neurorhaphy of the motor branch in the 
zone where it sends out collaterals to the 
intrinsic muscles of the hand is extremely 
difficult. 

So long as the sequelae are absolutely 
motor and the manual handicap is not im¬ 
portant, the solution cannot be in neural 
suture; it must be another type of operation. 

Braier, L. O.: Duodenal Sounding: About the 

Existence of a Previous Time to That of 

Spontaneous Biliary Dripping: Preliminary 

Communication, Prensa med. argent. 

41:1592, 1954. 

Descriptions of the manner in which bile 
drains off during duodenal sounding have 
changed with time. The author reviews the 
opinions of different colleagues and .says that 
his work has verified the fact that duodenal 
sounding is performed with reference to the 
following points of time: 
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1. A preliminary time, as soon as the 
sound reaches the duodenum, without biliary 
dripping. 

2. A “choledochal time,” in which yellow 
bile is drained off by the spontaneous relaxa¬ 
tion of Oddi’s sphincter. 

3. A “closed Oddi’s sphincter time,” as 
soon as the cholecystokinetic is instilled 
(magnesium sulfate or olive oil). 

4. A time of “A” bile, which may be 
found wanting even under normal conditions. 

5. A vesicular time, or time of “B” bile. 

6. A hepatic time, or time of “C” bile. 

If excitation is continued, one can verify: 

7. A second closed Oddi’s sphincter time. 
This must be controlled, because it some¬ 
times provides data of similar importance to 
those supplied by the first closed Oddi’s 
sphincter time. 

8. A vesicular time, which under normal 
conditions does not exist. 

9. A hepatic time, the drip curve of which 
must be studied. 

V. 

GASTROINTESTINAL SURGERY 

Bawnik, J. P,: Preoperaiive Care in Gastro- 

enterologj*, Dia. mid. 35:896, 1954. 

The author refers to preoperative care in 
the management of diseases of the diges¬ 
tive tract, mentioning what is done in the 
Gastroenterology Institute. He classifies the 
patients, according to Blalock, as follows: 
patients urgently in need of immediate opera¬ 
tion (internal or external massive and un¬ 
controllable hemorrhage); patients for whom 
an early operation is indicated but in whom 
it is necessary to correct the humoral state 
or the peripheral circulatory insufficiency, 
for which plenty of time should be allowed 
in spite of the urgency: patients without 
urgent need of immediate operation, in who.se 
cases the necessar>’ time must be taken for 
adequate preparation (gastric carcinoma, 
duodenal ulcer), and, finally, patients with 
indication.s for operation but not in absolute 
need of intervention. 

Everj’ case mentioned is carefully ana¬ 
lyzed. 

Reboiras, J. J., and Frontini, S. A.: The Acute 

flledical-Surgical Abdomen in the Child, 

Dia med. 85:2377, 1953. 

After .some brief comments on the em- 
brj’onic development of the thoracoabdominal 
walks, the authors go directly to the subject 


of acute abdominal disease in the child, 
which can pass from medical to surgical in 
a short time, and of which the signs and 
symptoms are so confused and combined as 
to make the diagnosis diflicult. 

The following conditions are analyzed: in¬ 
testinal atresia; diarrhea; intestinal invagi¬ 
nation; Meckel’s diverticulum; acute ap¬ 
pendicitis; acetonemia; acute peritonitis; 
purpura abdominis; foreign bodies; abdomi¬ 
nal traumatism; hernias; enterocolitis, and 
neurovegetative epilepsy. Differential diag¬ 
nosis is also discussed. Some of the enumer¬ 
ated subjects are illustrated with clinical 
histories and roentgenograms. 

Catalano, F. E.: Mesentery Lipoma in Her¬ 
nial Sack. Bol. y Trab. Soc. Arg. de Ciru- 
janos 1:25, 1954. 

This brief work presents an anatomic 
specimen surgically obtained in a case of 
inguinal hernia. Macroscopically it repre¬ 
sented a lipoma of the mesentery, within the 
inguinal hernial sac on the right side. As 
mesenteric lipomas are not common, a re¬ 
view of the literature did not reveal any 
similar case. The patient’s clinical history 
is included. 

Zabludovich, S., Mainetti, J, M., Cohen, A„ 
and Accebal, E.: Pyloric SjTidrome of E.\- 
tragastric Origin, Prensa mid. argent. 
41:1508, 1954. 

On the basis of clinical histories, the 
authors arrive at the conclusion that numer¬ 
ous causes are responsible for the pyloric 
syndrome and must be taken into account in 
study of the etiologic background. 

They report 10 clinical cases, 5 of which 
they personally observed. Conditions en¬ 
countered were pylorospasm from gestosis, 
pylorospasm from testicular traumatic ecto¬ 
pia, pylorospasm from torsion of the round 
ligament, pyloric stenosis from pericholecys¬ 
titis, adenomatous polj’ps of the duodenum, 
pericholecystitis from vesicular swelling and 
periduodenitis from Lane’s band. 

Malenchini, M., Lemberg, A., and Re.^sano, J. 
H.: Migratory Tumor of the Cardia Re¬ 
gion, Dia med. 85:2374, 1953. 

The authors report a case of tumor of the 
upper pole of the stomach, which progressed 
for three years, with weakness, anorexia, 
asthenia, anemia and hidden hemorrhage. 
Only persistent and successive roentgen in¬ 
vestigations for a hiatal diaphragmatic hcr- 
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ni .1 or a pnstric carcinoma enabled them to 
dipcover a small pedunculated tummr situated 
in the extreme inferior portion of the esopha- 
pus nr in the upper third of the stomach. 

Despite the fact that the tumor v.-as a dis¬ 
crete esophapeal prowth I pseudomepoesopha- 
pus'i and that roentpenopraphically the fill- 
inp defect was sometimes in the e.xtreme 
lower portion of the esophapus. there was no 
dysphapia. a .symptom which, if existent, 
would have focused the diapnostic inve.^tipa- 
tion immediately. It is suppested that in the 
presence of a mipratory tumor of the cardia 
two factors coexist, the pedicle and a dia- 
phrapmatic hiatus increased in size. 

Jofre Uijana. J.: Postoperative Peptic Ulcer: 
Comments on Its Physicpatholopy and 
Treatment. Dol. y Trab. Soc. Arp. de 
Cirujanos 2."»:Sn.5, 19.5M. 

Ilefore any patient underpocs operation 
ffir a p.astroduodenal ulcerous process, one 
should have accurate hnowledpe of the acid 
content of the pastric juice, which will aid 
in selection of the surpical procedure with 
a view to the prevention of peptic ulcer. 

.•\n ample pastrectomy. which would elimi¬ 
nate a larpe part of the functional mucosa: 
the “short bowel" operation, which would 
prevent delay in neutralization of the pastric 
content v.-ith the duodenal alkaline juice 
I this explains why Draun's enteroentero- 
anastomosis is a predisposinp cause of pep¬ 
tic ulcer’ and an ample pastrointestinal 
an.’istfimosis to accelerate the course of the 
pastric content to the jejunum, all are im¬ 
portant procedures that will cause disap¬ 
pearance of the prevailinp ulceropcnous ele¬ 
ment 'hiph .acicl value' and the tendency 
tow.ard recurrence. 

Confronted with a pastroduodenal ulcerous 
pr(>cess combined v.'ith a hiph acid content, 
one cannot trust to the aforementioned pro¬ 
cedures .alone. If necessity justifies pastro- 
onteroana^tomo^is. vapotom.y is an essential 
comjdement. 

Ti’.e work is doc-untented with outlines of 
the clinical h.i<torie' of •"> patients. 


ocTor.En, i::-. 

throuph a catheter. Next to these procedures 
is pastrectomy. which attempts to treat, at 
the same time, the perforation and the pas¬ 
troduodenal ulcer that has provoked it. 

The authors summarize their personal ex¬ 
perience with the exclusive use of pas¬ 
trectomy for 12 patients with perforated 
ulcer. 

There were no deaths. 

Yazlie. F.: Gastrointestinal Ulcers: Intraca- 
vernous Dipital Exploration. Prensa med. 
arpent. -11:1684. 10.54. 

A short report is piven on a useful surpical 
procedure, accounts of which have already 
been published by the author. It is a small 
pastrostomy or enterostomy, throuph which 
the surpeon introduces his finper into the 
visceral cavit.v to explore the process and 
puide the dissection, separation or extirpa¬ 
tion of the lesion. In difficult cases the ob¬ 
jective is attained with ease, security and 
rapidity. 

Galbiati, It. E.: Tumor of the Small Intestine: 
Iterative Obstruction. Bob y Trab. Soc. 
Arp. de Cirujanos 21:626, 10.5:1. 

-A case of benipn tumor of the small in¬ 
testine (jejunum) is presented. Such tumors 
present cither no symptoms or confused 
symptoms, so that mistakes in diapnosis may 
occur, as in the case reported. The patient 
showed an iterative obstruction which, to- 
pether with the results of somatic study, siip- 
pcstod the fibroadhesivc form of tuberculous 
peritonitis. Streptomycin and para-aminosal¬ 
icylic acid were piven, after which laparot¬ 
omy was proposed to facilitate the reaction 
of the cavity fSpencer’s method). It was a 
preat surprise to the author when he dis¬ 
covered that he could enter freely into the 
abdominal cavity and find an intestinal in- 
vapination of two foci, whose oripin was an 
endointestinal tumor. Operations for reduc¬ 
tion of the bowel were done and immediately 
afterward, entcrectomy and end-to-end <'n- 
teroanastomosis in two layers and S’lro- 
serous sutures with separated .‘-titche-. 
perfect result was obscrvefl seven days later. 
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aspect, on tlie basis of a study of the world 
literature. 

From the summary of the cases presented 
from the literature, which were limited to 
duodenal dehiscence without fistula, the fol¬ 
lowing conclusions were drawn: 

1. Cause: In all of the 12 cases in which 
the cause is mentioned it was duodenal ulcer, 
which confirms all that is said on the subject 
by the author. 

2. Drainage: In only 1 of 13 cases was 
drainage employed. When drains are used 
there are more fistulas, but when they are 
not used there is more peritonitis. 

3. Course: In 12 cases the complication 
was peritonitis, localized in 4. In the rest it 
was an abscess of the duodenal stump that 
did not produce generalized peritonitis. 
Bacteriologic examination showed several 
microorganisms. 

4. Results: Two patients were reoperated 
on. One died, and the other survived. Of the 
total of 13 patients, 9 died (G9.2 per cent). 

Quirno, N.: Bazterrica, E.: Slalato, P.: 
Etchegoyen, F. P,, and Murray, A.: Benign 
Tumor of the Duodenum, Prensa m^dica 
argent. 41:1078, 1954. 

Among diseases capable of provoking di¬ 
gestive hemorrhages, sometimes of great 
severity, is benign tumor of the duodenum. 
This is a fairly uncommon clinicosurgical 
entity, which leads the authors to present a 
report of their patient. They consider the 
case interesting because of its rarity and be¬ 
cause there were no symptoms of the ulcer¬ 
ous type. Rather copious hemorrhages oc¬ 
curred, calling for repeated transfusions and 
successive roentgen studies. The authors re¬ 
view the world literature on the subject, 
stating that they were unable to find a re¬ 
ported case of primarj’ leiomyoma of the 
duodenum. 

In general, the authors agree that gastro¬ 
intestinal hemorrhage is a predominant 
symptom of such a tumor; sometimes it is 
massive, and it can be fatal. The symptoms, 
if present, are like those of duodenal ulcer, 
though in a few cases the tumor may per¬ 
forate through the duodenum into free peri¬ 
toneum. In other cases it maj' simulate a 
diverticulum. If the volume of the tumor is 
considerable, it may lead to an obstruction 
and become palpable. 

The diagnosis is made only by thorough 
roentgen study. In most cases the tumor is 
discovered accidentally at operation or 


necropsy. The possibility of its presence, 
however, must be taken into account in in¬ 
vestigation of the causes of gastrointestinal 
hemorrhage. 

Treatment is entirely surgical — resection 
of that portion of the duodenum on which the 
tumor is situated. The bile duct should be 
secured previously, to protect it from injur>% 
or excised when it is unavoidable, restoring 
the channel of the bile to the intestine with 
a biliodigestive anastomosis. 

Russo, A. G.: Surgical Treatment of Severe 

Ulcerative Colitis, Dia. med. 25:584, 1954. 

The treatment of severe ulcerative colitis 
is fundamentally medical. Surgical treatment 
must be kept for cases in which medical 
treatment is useless and cases in which there 
are complications- When required, it should 
not be too long delayed or it may become im¬ 
possible. 

The progress made in the past decade in 
the surgical treatment of this disease allows 
the surgeon to attack it successfully. The 
operation indicated, in the majority of the 
cases, is total cholectomy with prostectomy. 

The author reports 4 cases. With 3 pa¬ 
tients the aforementioned treatment was 
successfully given. The fourth patient died 
at the first stage of cholectomy, after an 
Ileostomy had been done. 

Giordano, F. P., and Bogelti, H.: Postopera¬ 
tive Pericolitis, Bo!, y Trab. Soc. Arg. dc 

Cirujanos 25:833, 1953. 

The authors offer some general considera¬ 
tions as to pericolitis and present a detailed 
transcription of the clinical hLstory of 1 case 
of postoperative pericolitis due to a foreign 
body. 

The work is of practical interest to the 
gastrointestinal surgeon, who may have sim¬ 
ilar problems, since knowledge of the con¬ 
dition is apparently not widely diffused. The 
most frequent type of pericolitis mentioned 
is that pertaining to the adnexal proce.ss in 
the woman, though cpiplopericolitis extend¬ 
ing to the right hemicolon, occurring after 
an operation on the appendix, has also been 
reported. 

With pericolitis due to foreign bodi', the 
inflammatory process .spread.^ circularly to 
the intestine. Possibly, like other pathologic 
processes of the colon, its diffusion through 
the lymphatic system plays an important 
role. The consecutive .sclerosis tnke.s on a 
circular narrowing that includes all the 
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layers except the mucosa and substitutes a 
muscular tissue, hardly recog^nizable. 

When occlusive sjTnptoms begin, the diag¬ 
nosis maj’ be suspected by its antecedents. 
Pericholecystitis, a plastic procedure adja¬ 
cent to a gastroduodenal ulcer, or a history 
of intestinal diarrheic disturbances, of con¬ 
stipation with occasional high temperature 
or of a former operation mas’- guide the diag¬ 
nosis, which will be confirmed by roentgeno- 
scopic and roentgenographic studies with a 
contrast medium. Laparotomj’ and the histo¬ 
logic examination will clarify a difficult 
clinical picture. 

Paper enclosing cotton thread must be 
taken into account by the surgeon above all 
other foreign bodies that may be lost in the 
peritoneal cavity, as a cause of adhesions or 
of granulomas in the peritoneum. 

Defilippo, R. A., and Mieres, A.: Submucous 

Lipoma of the Sigmoid Colon, Semana med. 

104:569, 1954. 

After a survey of intestinal neoplasms in 
general, particularly lipomas, the authors re¬ 
port a case of their own. 

Thej’ describe the macroscopic and micro¬ 
scopic aspects of a tumor observed in a pa¬ 
tient operated on for intestinal obstruction, 
verifying invagination in the sigmoid flexure 
of the colon. Partial resection was done, and 
they discovered a round neofoi-mation joined 
to the intestinal wall by a thin peduncle, 
which proved to be a true polyp with the 
characteristic features emphasized in the 
article. 

Cereseto, P. L.: Treatment of Cancer of the 

Colon, Dia. med. 40:1040, 1954. 

1. In view of current knowledge about 
cancer of the rectum and colon, surgical in¬ 
tervention offers the possibility’ of cure. 

2. It is necessary’ to insist on the impor¬ 
tance of public education if cancer of the 
colon is to be detected at its beginning. 

3. The phy’sician’s clinical sagacity is 
another vital factor in early localization of 
the cancer, for he has valuable resources 
which, opportunely employed, may reveal the 
disease while it is in the curable stage. 

4. The presence of metastasis, although 
it means the incurability of the process, is 
not a reason in every case to desist from a 
resection that, although palliative, spares 
the patient a painful death from intestinal 
obstruction. 

5. Several procedures are reviewed for 
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extirpation of the tumor and its satellite 
ganglions, with emphasis on the technics 
that can be effectively’ performed without the 
addition of colostomy’. 

6. The procedure to be followed in the 
presence of acute or chronic intestinal ob¬ 
struction is described; it is reduced to a 
colostomy or, sometimes, to externalization 
of the affected bowel. The author points out 
the x’isk of carry’ing out any’.method of suture 
in the presence of obstruction. 

7. Several factors that determine the 
prognosis in each case are listed, and atten¬ 
tion is called to the site and evolution of the 
tumor as conditional factors in the prognosis. 

VI. 

GYNECOLOGIC SURGERY 

Bagnati, E. P., and Vinas Urquiza, S.: Pfan- 
nenstiel’s Incision in Gy’necology, Bol. y 
Trab. Soc. de Cirujanos 25:816, 1953. 
After a careful study’ of this type of in¬ 
cision and a description of the indications 
and technic, basing their experience on 933 
cases, the authors state that although, in 
their opinion, the antemedian approach has 
the disadvantage of a smaller operative field, 
the technic that they employ is amplified by 
evulsion of the broad muscles of the abdo¬ 
men, both in its sponeurotic and in its mus¬ 
cular part, without the use of an autostatic 
separator and with opportune management 
of the suprapubic valve; they’ obtain, there¬ 
fore, an ample field in which to work freely 
in the pelvic cavity’. 

They’ express the opinion that any method 
of approaching the pelvic viscera is interest¬ 
ing because, if the surgeon’s fundamental ob¬ 
jective is to reach the intraperitoneal organs, 
the wall must not be considered a simple 
barrier without meaning; the manner in 
which it is handled may’ determine to a 
greater or less extent, the result of the 
operation. 

Widakowich, V.: Former Pelvic Evacuation, 
Dia. med. 30:736, 19-54. 

In the author’s opinion the case he pre¬ 
sents may’ be valuable to persons who work 
in areas relatively’ distant from the important 
surgical centers, since radical operation for 
advanced cancer may offer hope to patients 
heretofore considered doomed. 

The clinical history and the operation are 
described in detail. The author states that, 
believing it to be the first one of its kind in 
the Argentine northwest, he reports it not 


500 



VOL. XXIV. NO. 4 


ARGENTINE ABSTRACTS 


to emphasize the duality of criteria between 
those who do and those who do not operate 
on advanced cancer but to attract the atten¬ 
tion of those who make the original diag¬ 
nosis. The value of operating on more or 
less advanced lesions, he admits, may be a 
matter of personal opinion, but he points out 
that in the fight against cancer the family 
physician, often practicing in a remote dis¬ 
trict, who must send his patients away for 
treatment, is an important figure. He should 
know that an early diagnosis will make the 
united task easier and will benefit the 
patient. 

Di Paola, F.: Surgical Treatment of Female 
Genital Tuberculosis, Bol, y Trab. Soc. de 
Cirujanos 24:729, 1953. 

Tuberculosis of the genital organs is one 
of the most important extrathoracic forms of 
the disease in women. It may reach the geni¬ 
talia from the primarj’ lesion in the lung, 
pleura, plands, peritoneum or bones. Pri¬ 
mary tuberculosis of the genital apparatus, 
although theoretically possible, is extraor¬ 
dinarily rare. Most authors have concluded 
that the genital manifestation of tuberculo¬ 
sis is always secondary, although sometimes 
it is difficult to identify the original focus. 

A thorough study of the theme is pre¬ 
sented. Referring to the formal indications 
for surgical treatment, the author mentions 
(1) pelvic abscess; (2) mechanical ileus; (3) 
large adnexal caseous masses; (4) ovarian 
tubercularized blastema, and (5) failure of 
medical treatment. Brief comments are made 
on each of these points. 

Rctn, M. G., and Facone, J. G.: Multiple 
Cancer, Nonsystematized, Prensa med. 
argent. 41:1746, 1954, 

Introducing some general considerations 
as to what is meant by multiple carcino¬ 
matosis, and mentioning the distribution of 
the multiple tumors according to Cid and 
Baravalle, the authors report the case of a 
patient observed by them, who had a basocel- 
lular epithelioma of the neck and an adeno¬ 
carcinoma of the uterine body. They have re¬ 
viewed the national literature on the subject, 
and, as it is limited, consider their report 
important because it contributes another 
case to the supply of histories available. 

Pereira, E. D., and Gorelik, N.: Uterine Mal¬ 
formation: Unicornnate Uterus with Rudi¬ 


mentary Uterus: Observation of a Case, J. 

medica. 9:62, 1954, 

The case is reported of a woman 20 years 
old, with pains in the sacral region, left side 
and iliac fossa, urgency and tenesmus, exist¬ 
ing continuously for one year. The condition 
was exacerbated by defecation and during 
menstruation. Gynecologic examination con¬ 
firmed the existence of a painful parauterine 
tumor the size of a grapefruit. At laparotomy 
a unicornuate uterus was observed, with 
rudimentary left uterine body almost double 
the size of the uterus proper, having no ex¬ 
terior outlet and filled with a thick chocolate¬ 
like fluid. The uterine horn was extirpated, 
and the pain disappeared. 

Blanchard, O.: Clinic on the Carcinoma of 

the Uterus, J. Medica 9:364, 1954. 

The frequency of carcinoma of the uterine 
neck among patients in municipal hospitals 
may be established at 2 to 3 per cent. Endo¬ 
metriosis reaches only 0.5 to 1 per cent. 
Heredity, parturition and cervical lesions, 
although they have no decisive importance 
in the causation of this condition, may some¬ 
times be involved. Age and race are not im¬ 
portant factors. Symptoms and the results of 
clinical examination are not so conclusive as 
to exclude the existence of cervical carci¬ 
noma. Colposcopic and colpocytologic studies 
must be systematically carried out with 
every patient that goes to the specialized 
consulting institutions. Biopsy and histo¬ 
pathologic study are fundamental in the de¬ 
tection of cervical neoplasms and in the 
choice of treatment. If the colpocytologic 
studies indicate malignant disease and the 
biopsy specimen is normal, new curettage 
is needed for an accurate diagnosis. Every 
uterine hemorrhage during the menop.ause 
requires biopsy of the endocervix and the 
endometrium, repeated till the cause has 
been determined. Clinical and histopatho¬ 
logic classification is necessary only to unify 
criteria and establish statistics. The hystero- 
graphic studies are not enough for the diag¬ 
nosis of carcinoma of the endometrium, since 
they are not decisive, as is biopsy. There is 
no contraindication to repeated curettage of 
the uterine cavity, for it does not cause dis¬ 
semination of the tumor. In the case of everj’ 
pregnant woman with a lesion suspected to 
be malignant a biopsy must be performed. 
The carcinoma that develops during gesta¬ 
tion is a sisrious problem, both in the evolu¬ 
tion of the pregnancy and in the mechanism 
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of childbirth. The fight against cancer must 
be done by unification of criteria for prophy¬ 
laxis, the creation of specialized centers, 
propaganda in medical circles and popular 
education through the press. 

Blanchard, O.: Surgical Treatment of Can¬ 
cer of the Uterine Neck, J. Medica 9:437 

and 477, 1954. 

The surgical treatment of cancer of the 
uterine cervix is indicated either as the only 
therapeutic measure or in association with 
other palliative methods. Wertheim’s classic 
technic of bilateral lymphadenectomy is 
valuable in the eradication of cervical can¬ 
cer, especially if the application of a radium¬ 
bearing focus is not possible. 

This type of cancer is glandular and occurs 
in patients under 45 years old. Preoperative 
care and selection of the anesthetic are im¬ 
portant, as are postoperative care and certain 
details of technic. 

Bilateral lymphadenectomy can also be 
performed separately after other therapeutic 
measures have been tried. In initial or 
“superficial” stages of cervical carcinoma 
(Hinselmann’s matrixes III and IV) it is 
convenient to perform a total simple hyster¬ 
ectomy or, better, Wertheim’s operation, 
with conservation of an ovary if the patient 
is young. Indications for elective surgical 
treatment also obtain at Stages I and II of 
propagation. In Stage III it should be used 
only for radioresistant tumors. In advanced 
stages (Stage IV), Brunschwig’s operation 
may give favorable results that are not ob¬ 
tained by other forms of treatment. 

If there is pregnancy with no viable fetus 
and invasive cervical carcinoma of Group I 
or II, Wertheim’s operation with bilateral 
lymphadenectomy, is indicated. For cervical 
carcinoma associated with uterine prolapse, 
Schauta’s operation is convenient, i.e., radi¬ 
cal ablation by the vaginal route. For cancer 
of the cervical stump Wertheim’s operation, 
with or without lymphadenectomy, is indi¬ 
cated, specially for Stages I, II and III, be¬ 
cause of the difficulty of other procedures, 
which provoke fistulas and other complica¬ 
tions. The operative morbidity rate has 
greatly diminished in recent years, and the 
mortality rate in general to 4 per cent; in 
selected cases, 0. Indexes of relative and 
absolute curability show that with surgical 
treatment it is possible to get results not yet 
reached by any other means. Postoperative 
roentgen therapy in large doses seems to 


OCTOBER, 1955 

improve the results of the operation. In the 
early stages and in Group I the best results 
are obtained. For this reason it is important 
to get an opportune diagnosis. 

Di Paola, G., and Sartorio Riganti, J.: Surgi¬ 
cal Treatment of Carcinoma of the Uterine 
Neck, Prensa med. argent. 41:1009, 1954. 
As a consequence of progress in surgery 
and its safety, the use of antibiotics and the 
suppression of shock by blood transfusion, 
there is actually a strong tendency to come 
back to surgical treatment of carcinoma 
of the uterine neck. Now its indications, 
formerly limited to the first three stages of 
propagation, have been extended to the third 
and fourth stages by means of radical pel¬ 
vic eviscerations. 

Some general considerations are men¬ 
tioned, the authors’ statistics given and the 
following stages of the operation standard¬ 
ized by one of them (di Paola) enumerated: 
1. Vesicouterine detachment up to the vag¬ 
inal wall. 2. Ligature of the round liga¬ 
ment, right outward, on the pelvic wall. 3. 
High ligature of the lumbo-ovarian peduncle. 
4. Section of the posterior parietal peri¬ 
toneum, from the lumbo-ovarian stump to 
the ureter. 5. Visualization of the ureter up 
to its crossing with the uterine artery. 6. 
Dissection of hypogastric celluloganglionic 
tissues, with denudation of the primitive 
and external iliac vessels. 7. Cleaning of 
the obturator region, with exposure of the 
obturator nerve. 8. Opening of the para¬ 
vesical focus up to the levator muscle. 9. 
Ligature of the uterine artery at its origin 
and elevation of all the celluloganglionic 
strip forward to expose the ureter in its 
medium part. 10. Dissection of the inferior 
part, juxavesical to the ureter. 11. Similar 
maneuvers on the left side. 12. Completion 
of the attachment of the bladder downward. 
13. Section of the Douglas and rectal vaginal 
detachment. 14. Forceps, section and liga¬ 
ture of uterosacral ligaments, parametrios 
and paracolpos. 15. Opening and section of 
vagina, suture and vaginal drainage with 
gauze (V-shaped). 16. Peritoneal autoplasty. 
17. Closure of the wall by layers. 

Di Paola, G., and Vazquez Ferro, E.: Cancer 
of the Cervical Stump, Prensa med. 
argent. 41:1660, 1954. 

Having observed 9 cases of cancer of the 
cervical uterine stump treated by subtotal 
posthysterectomy, the authors base their 
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presentation on these cases. They make 
several comments on the subject, transcrib¬ 
ing the statistics of several authors. The 
symptoms and prognosis are analyzed. The 
authors state that, as for the treatment, no 
two authors employ identical procedures, 
which makes it difficult to evaluate their 
results. 

For prophylaxis of cancer of the cervical 
stump, they state their position as follows: 

1. Exhaustive examination of the uterine 
cervix in every patient who must undergo 
hysterectomy. They routinely perform col- 
poscopic and colpocytologic examinations, 
endocervical and endouterine curettage and 
biopsy of the cervix. 

2. In general, total hysterectomy is to be 
preferred. 

3. For every woman in the menopause or 
near it a total systematic hysterectomy is 
mandatory if hyperkeratotic areas or prolif¬ 
erative cervical processes are present, and 
also if there are general lesions, even simple 
heterotopic processes. 

4. Any cervical lesion should be treated 
prior to hysterectomy. 

6. When subtotal hysterectomy is carried 
out, periodic examinations of the cervix 
should be made. All metrorrhagia after sub¬ 
total posthysterectomy should be considered 
indicative of stump cancer until the con¬ 
trary is proved. 

The 9 cases are reported. 

Monzon, R. P., and Alsina, W.t Solid Car¬ 
cinoma of the Ovary, Rev, Asoc, m4d, del 

Chaco 1:28, 1954, 

The authors describe a unilateral (right¬ 
sided) carcinoma in a girl 11 years old, who 
died eleven months after the operation from 
local and distant metastases, especially to 
the lungs. 

Di GugUelmo, L., and Campanella, J. A.: 

Ovarian Fibroma, Semana m6d. 104:661, 

1954. 

After presenting a case observed by them 
and making some general remarks, the 
authors state that the lesion, a rather un¬ 
common ovarian tumor, constitutes only 1.9 
to 3 per cent of ovarian tumors. With respect 
to the patient’s age, it corresponds to the 
mean of life, 37 years; with regard to the 
aspect, volume, size, surface, color and con¬ 
sistency, it belongs among the typical uterine 
fibromas. 

The tumor in the author’s case was situ¬ 


ated in the anatomic position of the ovary in 
the abdominal cavity, and had transformed 
the ov'ary into a conjunctive swelling with 
the macroscopic characteristics of fibroma. 
This diagnosis was confirmed by anatomo- 
pathologic e.xamination. The clinical diag¬ 
nosis was subserous myoma of the uterine 
body, as in the.majority of cases, for only 
rarely is the diagnosis of uterine fibroma 
confirmed by genital examination alone, al¬ 
though hysterosalpingographic study may 
contribute to the differential diagnosis. In 
cases of fibroma of the ovary the uterine 
cavity in general is always increased in size, 
and as this blastoma presented no symptoms 
there were no complementary examinations 
to provide a sure diagnosis. The doubt is re¬ 
solved by the operation and the diagnosis 
arrived at by the anatomopathologist. 

The absence of metrorrhagia, menstrual 
alterations and other almost constant symp¬ 
toms might in itself suggest the possibility, 
but, the authors insist, in most cases it is the 
operation that supplies decisive information. 

Dujovich, A., and Gherscovici, M,: Intra- 
peritoneal Hemorrhage of Ovarian Origin or 
Follicular Oriole (Synopsis of Observations), 
Pol. Y Trab. Soc. Arg, de Cirujanos 5: 142, 
1954. 

The authors’ experience is briefly described 
as based on 10 cases, with an abridged ana¬ 
lytic study of what they could verify in 
patients with intraperitoncal hemorrhage of 
ovarian origin (follicular or luteinic). They 
do not include hemorrhage due to other 
causes, such as endometriosis, blastemas of 
the ovary or primary ectopic pregnancy. 

They review the incidence, age, affected 
part, source of hemorrhage (follicular or 
luteinic), symptoms, anesthesia and surgical 
treatment The work is concluded with re¬ 
ports of the 10 cases. 

Jassin, A.: Impressions of Culdoscopy, Die 
med. 25: 581, 1954. 

The author describes his recent visit to the 
United States, where he had the opportunity 
to observe and admire the work .schedule, 
diagnostic and therapeutic, carried out in 
the principal centers of gynecology', especial¬ 
ly with regard to sterility. The widespread 
use of culdoscopic investigation, a kind of 
endoscopic examination of the female genital 
organs through Douglas’ cul do sac, which 
Peralta Ramos (junior) prefers to call fundo- 
scopic study, especially attracted his atten¬ 
tion. 
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The orgin of the method is reviewed, the 
instrument is described and the indications, 
contraindications, technic and complications 
of its use are discussed. 

Leon, J.: Colpocytology in Maternity: Its 
Importance in Investigation of Cancer of the 
Uterine Neck, Dia med. 34:854, 1954. 

There is no doubt that carcinoma of the 
uterine neck is more frequent during gesta¬ 
tion than may be supposed from the pub¬ 
lished statistics. 

It is necessary to make a thorough exami¬ 
nation of the uterine neck, manually and with 
the speculum, in every case of pregnancy 
and, above all, in the cases of women with 
loss of blood or abnormal vaginal secretions. 

All maternity clinics should have a eolpo- 
cytologic division to diagnose the tumors of 
the uterine neck that complicate gestation, 
and this division should be staffed by special¬ 
ists, considering the difficulty of the diag¬ 
nosis in these cases. 

Bearzi, V. I.: Value of Control of the Cer¬ 
vical Mucus, Semana med. 1-4:502, 1954. 

A case is reported of a primary sterility 
of three years' duration. Some considerations 
ai*e presented as to crystallization of the cer¬ 
vical mucus, and the author states that in 
the case reported the efficacy of the treat¬ 
ment of oligospermia, trichomoniasis and the 
single-phase cycle is not to be underesti¬ 
mated. However, pregnancy did not occur. 
Correction of the cervical factor, thanks to 
the proof of crystallization, permitted the 
institution of adequate treatment, according 
to the author’s judgment. The same proof 
resulted in the impression that gestation had 
begun. There was a negative Galli-Mainini 
reaction, confirmed by the progesterone test 
and by the subsequent course. 

Borruat, C. A.: Contribution on the Diag¬ 
nostic Value of the Cervical Mucus, Semana 
med. 104:330, 1954. 

In the author’s opinion, study of the cervi¬ 
cal mucus is a positive resource in functional 
gjmecologic diagnosis. The macroscopic 
characteristics are useful in orientation, but 
he is convinced that ci-ystallization of the 
mucus, verified microscopically, is the basic 
resource. 

As the crystallization is an effect of posi¬ 
tive estrogeny, it serves to determine the 
elaboration, more or less effective, of this 
hormone. Besides, it is useful to follow the 


alternatives of the cycle, its qualities and 
the ovulation in a similar form to the histo¬ 
logic changes that produce the endometric 
phases. 

^ It has the advantage of being a quick and 
simple test that can be performed during 
office consultation. The author considers it 
highly useful in coniunction with vaginal 
friction and the basal temperature. 

The study of cervical mucus during men¬ 
strual delays, in order to establish the pos¬ 
sibility of pregnancy, offers certainty of early 
diagnosis in 85 to 90 per cent of cases. 

Gotta. H.. and lacapraro, G.: Nephrogenic 
Arterial Hypertension Due to Ganelionic 
Compression, Prensa med. argent. 13:300, 
1954. 

A case is reported in which, a year after 
the extirpation of an ovarian cancer, malig¬ 
nant hypertension developed, with renal and 
cardiac insufficiency. It is attributed to the 
mechanism of Goldblatt’s experimental deter¬ 
minant of nephrogenic hypertension; in this 
case, compression of the renal arteries was 
due to metastasis in the lumboaortic gan¬ 
glions. Roentgen therapy, reducing the swel¬ 
ling, relieved the compression and conse¬ 
quently eliminated the pathologic picture. 

Dujovich, A,, and Srulijes, S.: Single 
Phase and Hyperestrinism Cycle, Prensa 
med. argent. 41:1340, 1954. 

Twenty-six patients with endometriosis are 
described, in whose cases histologic study of 
the endometrium was performed. In 55 per 
cent the difficulty was estrogenic. 

Although these data alone do not justify 
any conclusion with regard to women with 
a single-phase cycle, the coexistence of uter¬ 
ine fibroma in 73 per cent of the series agrees 
with the observations of other authors and 
with what is known of hormones, the genesis 
of tumors and endometriosis. The authors 
therefore conclude that hyperestrogenism is 
the sustaining factor in the development of 
endometriosis. 

Mainetti, J. M-, and Triaca, J. A.: Endo¬ 
metriosis of the Navel, Semana med. 104:540, 
1954. 

A case of endometriosis of the navel is 
added to the limited literature on the subject 
of rare localization of heterotopic foci of en¬ 
dometrium. 

In this case the endometriosis existed con¬ 
comitantly with similar lesions in the left 
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tube and ovary. This is more common than 
is an exclusively umbilical localization, but 
the case is nevertheless interesting enough 
to justify publication. 

A summary of the operation is given and 
the subject of human endometriosis reviewed 
as to the cause, symptoms and diagnosis, with 
some final considerations of the umbilical 
localization and its treatment, which, with¬ 
out any doubt, must be surgical (coeliotomy, 
or omphalectomy, according to the individual 
case). 

Caso, R., Bernasconi, R., Koremblit, E., 
and Piovano, A. E.: Embryonic Mole, Presna 
med. argent. 41:1438, 1954. 

This paper discusses the embryonic mole in 
the presence of a dead fetus. Exceptionally, 
in the presence of partial moles and even 
histologically identified moles, the product of 
conception may persist to term, or at least be 
a viable fetus. 

Two cases of embryonic mole are reported. 
In the first case the patient was pregnant 
with twins. Vesicular moles were dissemi¬ 
nated throughout the two placentas, which is 
not usual, for the classic description is that 
of separation of the placenta into two por¬ 
tions neatly delimited, the molar and the nor¬ 
mal, which make possible the coexistence of 
the fetus with intrauterine life. It must be 
asked whether in these cases there would be 
partial typical moles or simply alterations of 
the stroma (edema) without the prolifera¬ 
tions characteristic of the trophoblast. 

The authors point out the extraordinary 
value of systematic examination of the pla¬ 
centa in every case of premature childbirth 
and especially in every case of abortion, 
employing histologic study if the diagnosis is 
doubtful determining the dosage of gonado¬ 
tropins that will protect the patient from car¬ 
cinoma of the chorion. 

SURGERY OF THE ENDOCRINES 

iilesa, J. IVI.; Traverso, J. P., and Coucerio, 
A.: Goitres: Summary of Observations, Dia 
med. 10:223, 1954. 

The authors comment on over 101 goiters 
observed in Ward XI of the Fernandez Hos¬ 
pital. Sixty-seven of the patients had clin¬ 
ical symptoms of hyperfunction: the re¬ 
mainder were normofunctional or without 
data. Operation was performed on 94. Of 
the 83 anatomic parts studied, 27 were histo¬ 
logically hyperfunctional, which correspond¬ 


ed to the clinical impression in 97 per cent 
of cases. 

The authors use the technic recommended 
by E. Finochietto for partial or total extirpa¬ 
tion, with local anesthesia and alwaj's with 
drainage for twenty-four hours. The imme¬ 
diate postoperative results were excellent in 
80 per cent of the cases. 

Among interesting operative discoveries, 
they found 4 cases of Hashimoto’s disease 
and 2 cancers. 

Naveiro, R.: Intrathoracic Goiters, Bol. y 
Trab. Soc. Arg. de Cirujanos 1:6, 1954. 

The author says that for the past few 
years he has committed himself to unifying 
the terms employed for diseases of the thy¬ 
roid gland, in order to prepare extensive sta¬ 
tistics and avoid wasting study material that 
would lead to exact conclusions. He defines 
goiter as “a permanent increase in size, nei¬ 
ther inflammatory nor malignant, of the thj'- 
roid gland," and he sponsors the classification 
of the American Association for the Study of 
Goiter, which is exclusively clinical, without 
prejudgment of the histologic picture: toxic 
goiter (nodular goiter or Plummer’s toxic 
adenoma) and diffuse goiter, with exoph¬ 
thalmos (Basedon’s disease) and without it; 
no toxic, nodular of diffuse goiters. 

With intrathoracic goiters, he says, it is 
necessary to make a uniform classification 
of cases to avoid the great differences of 
incidence according to different authors, 
whose statistics range from 0.1 to 12 per 
cent. The author calls intrathoracic only 
those goiters which are accompanied by per¬ 
manent increase in the size of the thyroid 
gland; which are neither inflammatory nor 
malignant, and which go into the thorax 
through its upper opening, with the greater 
part of the mass inside the thoracic cavity. 
Of 300 goiters, on this basis, he can present 
only 0.3 per cent that conform with these 
criteria. 

Some general considerations are presented, 
and the patient’s clinical history is tran¬ 
scribed in detail, with reference to the oper¬ 
ation performed. 

Ferrando, H. A : Lingual Thvroid, Semana 
med. 104:361,1954. 

The author ^eviD^Ys the histor>% orgin, 
sjTnptoms, diagno.sis and treatment of lingual 
thyroid nodules. 

Two cases of his own are presented, in 
which, despite the lingual thyroid nodules, 
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the thyroid gland of the neck was anatomi¬ 
cally and functionally normal. For this 
reason it was possible to extirpate the aber¬ 
rant nodules and therefore, to prevent the 
onset of symptoms without affecting the basal 
metabolic rate, which in both cases was pre¬ 
served at a normal level. 

Goni Moreno, L: Thyroidectomy in the 
Treatment of Goiter with Hyperthyroidism, 
Medicina Panamericana 1:290, 1953. 

The experience of the last few years con¬ 
firms the fact that thyroidectomy is still the 
treatment that gives most uniformly good 
results in cases of toxic goiter with hyper¬ 
thyroidism. The author refers to some clin¬ 
ical and medical therapeutic considerations 
(diagnosis, action of the thyroidectomy, radi¬ 
otherapy and radioactive iodine, preoperative 
medication and use of the antithyroid drugs). 
The operative technic in general is carefully 
analyzed, and he proceeds to treat the follow¬ 
ing points: technical rhythm, divided into 
operative stages (preliminary stage, glandu¬ 
lar stage, complementary stage and closing). 
He discusses the postoperative course and 
complications, concluding with a brief ap¬ 
pendix in which he states that his technic is 
essentially the same for single diffuse goiter, 
nodular goiter and Riedel’s woody thyroidi¬ 
tis. He adds some observations as to the 
attitude adopted in each case. 

Longo, O. F., and Roldan, L.: New Con¬ 
cept in the Treatment of Thyrotoxicosis: 
Preliminary Communication, Semana med. 
104:1954. 

With an experience of more than 600 thy¬ 
roidectomies and a greater number of pa¬ 
tients with different diseases of the thyroid, 
the authors discuss the therapeutic problem 
of some patients with thyrotoxicosis and the 
objective and subjective irreducibility of the 
clinical phenomena. Of the patients oper¬ 
ated on, about 50 per cent had been previ¬ 
ously treated with several drugs, and on that 
account the ideal moment for surgical inter¬ 
vention had passed. Nevertheless, the num¬ 
ber of patients refractory to medical treat¬ 
ment and radiotherapy was reduced. 

In view of the uncertain future of these 
patients, one of the authors (L. R.) studied 
the biophysiologic mechanism of some drugs, 
especially the endotergmine and acetylcho¬ 
line, and after thorough experimental lab¬ 
oratory studies these drugs have been admin¬ 


istered to human patients with encouraging 
results. They must be used wisely, with con¬ 
trol of the patient’s reaction to all drugs 
employed (prostigmine acetylcholine, len- 
tacetil) in order to increase or diminish the 
dose when indicated. 

The authors state clearly that the purpose 
of this medication is to place patients who 
are refractory to any treatment in condition 
to tolerate subtotal thyroidectomy, which 
offers the best chance of definitive cure in 90 
per cent of the cases. 

Yodice, A., and Garzoglio, T.: Thyroid Can¬ 
cer, Semana med. 104:538, 1954. 

Neither the patient’s age nor the size or 
location of the tumor excludes cancer of the 
thyroid gland, which constituted 2 per cent 
of the authors’ series. 

Any nodular goiter, even when single, 
must be extirpated. Anatomopathologic study 
must be routine and exhaustive in every case 
of goiter. Operative biopsy must be em¬ 
ployed if possible. 

Not all thyroid cancerous lesions should 
be operated on by the same surgical crite¬ 
ria. The treatment must be completed with 
postoperative roentgen therapy. 

Radioactive iodine should be employed as 
a new means of diagnosis and treatment in 
municipal hospitals. 

Gravano, L.: Chromophagous Adenoma of 
the Anterior Lobe of the Hypophysis, Sim- 
mond’s Disease, Dia. med. 5:113, 1954. 

The author reports a case he has observed, 
commenting extensively on the subject. 

With regard to treatment, he states that 
when the eyesight is affected by a tumor it 
is necessary to take immediate measures to 
diminish the pressure on the optic nerves. 
This must be done before the lesion is irre¬ 
parable either by roentgen therapy or by 
operation. In this particular case, in which 
there was a serious alteration of vision as 
well as bilateral papillary atrophy, imme¬ 
diate surgical treatment was formally indi¬ 
cated, although no small hazard was entailed. 

Roentgen treatment must be tried for pa¬ 
tients whose visual disturbances are not 
severe and in whom optic atrophy is not evi¬ 
dent. If this method is used, the patient will 
have to be closely watched; if the visual 
fields increase, roentgen therapy must be 
continued; but if there is no improvement 
and the visual fields do not increase after 
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eight or ten weeks of treatment, the possi* 
bility of surgical ablation should be seri¬ 
ously considered. 

Mosca, L. G.: Retropneumoperitoneum and 
Tumors of the Suprarenal Glands, Dia. med. 
3:69, 1954. 

The clinical picture of tumors and h 5 ’per- 
plasia of the adrenal glands is frequently 
confused when not atypical. This applies as 
much to the chromaffin tumors of the medulla 
without typical hypertensive paroxysms as 
to hyperplasia of the adrenal cortex when 
the clinical picture is superimposed on Cush¬ 
ing’s syndrome. In these cases the possibility 
of discovering the presence of an adrenal 
swelling is important, and, in addition, pneu¬ 
moperitoneum will tell the surgeon on which 
side the tumefaction exists. 

In cases of hyperplasia, retropneumoperi¬ 
toneum reveals that the gland increases in 
size without losing its triangular form, and 
that the opacity is homogeneous. The in¬ 
crease of size occurs at the basal diameter’s 
expense. Another characteristic is that the 
circumference is neatly maintained. 

In cases of tumor the gland loses its tri¬ 
angular form and the increase in size is 
variable. The area of density is irregular, 
systic and alveolar, as though made up of 
small cavities. Its borders are irregular. It 
is the result of destruction of the adrenal 
cortex by the expansive and irregular growth 
of the medulla. 

SURGERY OF LIVER, BILE DUCTS AND PANCREAS 

Lasala, A. J., and Maslo, P.r Surgery of 
(he Biliary Ducts: Management in the Pres¬ 
ence of Accidental Section of the Hepato- 
choledochus, Presna med. argent. 41:1347, 
1954. 

Surgical lesions of the biliary ducts are 
frequent. The author considers a serious 
problem involved in the future of these late- 
treated lesions. In his opinion the surgeon 
who, during a cholecystectomy, sections the 
hepatocholedochus and docs not repair it at 
once leaves the patient with a source of pro¬ 
gressively malignant disease. 

If, in spite of all general precautions, the 
principal biliary duct is injured, the author 
advised the following measures for its im¬ 
mediate repair: 1. The duodenopancreas is 
mobilized to raise it, as the suturing must be 
done without tension. 2. A posterior first 
layer is placed with a thin needle and very 


fine thread, in separate stitches and with an 
external knot; preference is given to the 
Greek guard suture for vascular work. 3. 
This must come out, not through the line of 
the anastomotic suture, but through a fissure 
in the choledochus wall, above or under it. 
4. The anterior layer is prepared above the 
Kehr tube, in the same way as the posterior 
one. 5. The Kehr tube is fixed with one or 
two stitches and applied against the vesicu¬ 
lar bed, and the peritoneum is sutured above 
it. 6. After the eighth postoperative day, 
closure of the tube may be started—depend¬ 
ing on the patient's tolerance—and bathing 
of the area twice a day with tepid physiologic 
serum is continued. After the lavage an in¬ 
stillation of 5 cc. of gomenolade oil should 
be left, which acts as a detergent. 

Mercado, H. R.: Short and Large Cystic 
Ducts: Anterograde Cholecystectomv, Dia. 
med. 12:824, 1954. 

The author reports a case of pathologic 
alteration of the gallbladder. 

In those cases in which the sclerostrophic 
and fibroadhesive process disturbs the nor¬ 
mal relations among the extrahepatic bil¬ 
iary ducts, anterograde cholecystectomy 
combined with Delageniere’s operation has 
advantages, for it allows one to correct this 
and offers an excellent degree of prophylaxis 
against operative accidents. 

Varela Fuentes, B.; Predari, F., and Varela 
Rodriguez, B.: Clinical, Radiologic and Sur¬ 
gical Interest of Congenital Malformations 
of the Gallbladder, Dia. med. 187:2421, 1053. 

Congenital malformations of the gallblad¬ 
der appear frequently in cholecystograms, 
which the roentgenologist interprets cor¬ 
rectly. 

The most frequently observed malforma¬ 
tions are division and bending of the body 
and bottom of the gallbladder, diverticula 
and a floating vesicle. The phj’sician in¬ 
formed of the presence of such anomalies 
must determine the extent to which they are 
responsible for the patient’s trouble. There 
is no doubt that the divisions, bendings or 
diverticula of the gallbladder favor biliary 
stasis, which may lead to cholecystitis and 
Hthiasis. The proper study of this subject 
is based on (a) personal cholecystographic 
data, which may suggest the coexistence of 
cholecystitis, Hthiasis, or difficulty in vesic¬ 
ular evacuation, and Cb) the results of duo¬ 
denal sounding, which indicates the func- 
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tional condition of the vesicle and of the 
cystic sphincters and the sphincter of Oddi. 
Treatment may be clinical or surgical, ac¬ 
cording to the circumstances. For the sur¬ 
geon, the interest of knowing these malfoi'- 
mations is based on the fact that he may 
unexpectedly encounter them during opera¬ 
tion. They include absence of the vesicle, 
intrahepatic vesicle and double vesicle. These 
conditions are usually not detected cholecj'-st- 
ographically, and the surgeon is confronted 
with surgical tactical problems that can be 
solved only if he has complete knowledge of 
the subject. 

Ceresto, P. J.: Acute Cholecystitis, Bol. 3 ' 
Trab. Soc. Argent, de Cirujanos —F:174, 
1954. 

Acute cholec 3 ^stitis is discussed in detail. 
The hepatocolic pathogenesis is discussed, as 
is the role played by the impaction of a stone 
in the vesicular neck as a factor in the in¬ 
flammation. 

Therapeutic criteria for the treatment of 
acute cholecystitis are suggested. It is held 
that cholecystomy is the operation of choice. 
Cholescystostom 3 ^ a method that often re¬ 
quires a second operation to cure the process, 
should be reserved for special cases. 

The clinical histories of 12 of the author’s 
cases are presented. 

Couceiro, A.: Relapsed Choledochal Ob¬ 
struction, Pol. y Trab. Soc. Arg. de Ciru- 
jances 4:122, 1954. 

A case is reported in which calculous 
cholec 3 "stitis and expansion of the bile duct, 
with two calculi in its inner part, were dis¬ 
covered at operation. ChoIec 3 'stectom 3 ’- and 
choledochotom 3 ’’ were done, with extraction 
of the calculi. Drainage with a Kehr tube 
was emplo 3 'ed, and the postoperative course 
was normal. Two months later s 3 ’^mptoms re¬ 
quired reoperation. There was an adherent 
obstruction of the stomach and the liver; it 
was painfull 3 ' extracted as far as the duo¬ 
denum, which was greatly enlarged. The bile 
duct was opened, because it had been con¬ 
verted into a rigid tube and made an 3 ’^ explo¬ 
ration of the duodenum impossible. Duo- 
denectom 3 ' was performed for ascending 
exploration; the papilla was partially incised, 
which permitted partial exploration. Fore¬ 
seeing renewed stenosis of the bile duct, the 
authors decided to close the duodenum, leav¬ 
ing a Kehr tube from the orifice of the bile 
duct to the duodenum and making a chole- 


dochoduodenal anastomosis as a second func¬ 
tional route. Four months and a half later 
the patient was discharged as cured. 

Sosa Galiardo, C. A.: Critical Study of the 
Different Techniques of Bilateral Operative 
Manometr 3 % Semana med. 104:430, 1954. 

This paper is a study of the different tech¬ 
nics of biliary operative manometry (Mallet- 
Gu 3 % Caroli, Roux and Le Canuet, Fogliatti). 

A critical anab’^sis of each is presented, 
with consideration of the objections that 
arise when they are performed on patients 
with lithiasis. The method is considered val¬ 
uable for functional upsets of the biliary 
ducts, but for biliary lithiasis the routine 
use of those manometric technics is objec¬ 
tionable; in addition to the technical diffi¬ 
culties, it does not lead to any diagnosis that 
has not already been suspected by the clinic 
and confirmed b 3 ’^ the operative cholangio- 
graphic studies. 

Almaszue Dedeu, R., and Braier, L. 0.: 
Strawberr 3 ' Gallbladder: Its Treatment; The 
Importance of the Associated Biliary D 3 'ski- 
nesias, Prensa med. argent. 41:1497, 1954. _ 

The symptomatic importance of the dyski¬ 
nesias associated with strawberry gallblad¬ 
der is remarkable. In a series of 10 cases 
the authors observed all types of dyskinesias 
known and administered adequate treatment 
for each. If, however, the patient has vesic¬ 
ular pain and the cholesterosis is not asso¬ 
ciated with an 3 '^ kind of dyskinesia, they also 
recommend cholecystectomsL 

Almaszue Dedeu, R., and Braier, L. 0.: 
Comparison of Results of Duodenal Sound¬ 
ing with Those of Operative Cholangioma- 
nometry in Biliary Diskinesias, Prensa med. 
argent. 41:1070, 1954. 

Twent 3 ’' cases of duodenal sounding in 
controlled cases of operative cholangioma- 
nometiy are studied. The results coincided 
in 70 per cent of cases of cystic disease and 
in 66.66 per cent of cases of Oddi’s hyper¬ 
tonia. The 3 ’’ did not coincide in cases of hypo¬ 
tonia. 

The authors compare their results with 
Albot’s, who arrived at the same conclusions 
with regard to C 3 ’’stic disease, but considered 
that sounding ineffective in diagnosing^ h3'- 
pertonia of Oddi’s sphincter. The}*^ explained 
that their opinions differ because of the dif¬ 
ferent technics used. 

In an addendum the authors say that the 
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present work’s experiments were finished in 
July 1953. Since then their experience has 
increased; they have observed hypertonia of 
Oddi’s sphincter with biliary flux, greatly 
increased, and even with the sphincter of 
Oddi noi'mally closed or reduced with sul¬ 
fate, lymethol and oil: and, on the other 
hand, prolonged closings of the sphincter 
with sulfate in cases of hypotonia confirmed 
by surgical diagnosis and the patient’s 
course (Semana med. 103:783, 1953). 

All this suggests that duodenal sounding 
is an effective and practical resource, but 
carries a sufficient degree of error to dis¬ 
prove the absolute value assigned to it in 
the past five years. A diagnosis of biliary 
dyskinesia is not scientifically proved by the 
data from duodenal sounding, whether or not 
associated with cholecystographic study. In 
the future it will be wise to present only 
cases in which a complete surgical study is 
available, to avoid the confusion of opinion 
that arises from incomplete examination. 

Braier, L. 0.: Duodenal Sounding: Crystals 
of Fatty Acids Found in the Biliary Sedi¬ 
ment; Clinical Importance, Presna med. 
argent. 41:1742, 1954. 

The author has verified the existence of 
abundant crystals in the bile of a certain 
number of patients, which he interprets as 
composed of fatty acids; such crystals would 
be formed by decomposition of the olive oil 
used as a cholecystokinetic agent. In his 
opinion they appear in excessive quantity 
only in cases of duodenalhypertonia, espe¬ 
cially when it i.*; associated with duodenitis. 
These crystals can be perfectly observed 
when the duodenal clots are examined with 
the microscope on the day after duodenal 
sounding. 

Boyer, M.; Siempica, L., and Sileoni, V.: 
Laparoscopic Transhepatic Cholangiography, 
Prensa med. argent. 41:1058, 1954. 

Laparoscopic transhepatic cholangio- 
graphic examination may be done by either 
of two methods: 

1. The vesicular method. This has the ad¬ 
vantage of avoiding even the minimum cho- 
leperitoneum, but it can be easily done in 
the presence of a small vesicle and without 
tension. 

2. The canalicular method. This is indis¬ 
pensable when the vesicle is not visible or 
does not exist. 

Investigation is important, though it can 
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be difficult if there are obstructions in the 
biliary ducts. 

The authors mention 2 failures and 4 cho- 
langiographic studies successfully per¬ 
formed, without accident. 

Mosca, L. G.; Zorrilla, J. I., and i^Iontan- 
gero, N. R.: Cholangiography by the Intra¬ 
venous Route, Dia. med. 6:154, 1954. 

The product called SH 216 is described as 
employed for cholangiographic studj" by the 
intravenous route, and the technic of its use 
is explained. The results, as observed by the 
author, are as follows: 

1. It facilitates visualization of the extra- 
hepatic biliary ducts, even in cholecystecto- 
mized patients. In this way it frequently 
solves the problem of the postcholecystectomy 
syndrome. 

2. It permits a quick cholecystographic 
investigation: after two hours the gallblad¬ 
der usually is opacified. 

3. In case of negative results from cho- 
Iccystographic study by the oral route, it 
provides visualizable vesicles. In fact, the 
percentage of gallbladders normal to the 
cholecystographic examination decreases per¬ 
ceptibly with the use of SH 216. 

4. It saves time; there is no necessity for 
any preparation, and the examination is car¬ 
ried out in two or three hours. 

5. All the factors of insecurity associated 
with the oral method are eliminated. In the 
authors’ judgment, the intravenous cholan¬ 
giographic method will eventually replace 
the oral procedure, which is the indicated 
one for examination of functional conditions 
and characteristics of the c.xtrnhepatic bil- 
iarj' ducts. 

Siccardi, U.; Farnoni, H.; Blanco, R., and 
Krakobsky, I.: A Case of Ligature of the 
Hepatic Artery in the Treatment of Atrophic 
Cirrhosis, Dia. med. 23:552, 1954. 

The surgical treatment of hepatic cirrhosis 
and Us complications ha.s been constantly 
revised on account of the mediocre results 
obtained with numerous operations. A new 
type of operation, suggested by Roinhoff, is 
described and has been adopted by J. Berg- 
mann—ligature of the hepatic artery. 

The procedure is described in detail, and 
a personal case of the authors is reported, in 
which ligature of the hepatic arterj* was car¬ 
ried out from behind the ga.stroduodenal 
artery. The result was sati orj*; - 
months after the operation n 
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dition had greatlj’- improved and the ascites 
had completely disappeared. 

Ahelenda, E. F., and Saurez, L: Preopera¬ 
tive and Postoperative Courses in Surgery of 
the Icteric Patient, Prensa med. argent. 41: 
1407, 1954. 

The icteric patient presents a clinical and 
surgical problem, because the syndrome of 
jaundice from its beginning is puzzling. Some¬ 
times the condition is discovered only at opera¬ 
tion or autopsy. It is well known that the he¬ 
patic patient is labile and the icteric one 
much more so. This obliges the surgeon to 
investigate the organic balance, guide the 
preoperative care, decide on the time of oper¬ 
ation and analj'ze the probable emergencies. 

The authors divide their studies as follows: 
Correction of the patients’ clinical condition 
(cardiovascular, respiratoiy and urinary ap¬ 
paratus, blood and humoral picture); study of 
hepatic function; treatment of the unbalanced 
state (blood transfusions for patients of the 
hemorrhagic diathesis); postoperative care; 
special care (control of the hydrosaline balance 
and of paralsdic ileus; prevention of hemor¬ 
rhage) and ox 5 ’'gen therapy. 

NEUROLOGIC SURGERY 

Matena, R. F.: Modern Orientations in the 
Clinical Diagnosis of Encephalic Tumors, 
Medicina Panamericana 2:201, 1954. 

The author presents in a brief and practical 
way some examples of the diagnosis of en¬ 
cephalic tumors. Important aspects of the 
subjective symptoms are pointed out, with 
emphasis on the importance of the objective 
manifestations as demonstrated by simple 
neurologic examination. The importance of 
general clinical study of the patient, in order 
to determine the relation between the general 
pathologic picture and tumor of the brain, is 
stressed. The author insists that cerebral 
metastases from tumors of the lung, the mam¬ 
mary gland and the thyroid gland are frequent. 
The'auxiliary methods of diagnosis are briefly 
outlined; clinical examination and tests of the 
cerebrospinal fluid, especially of its tension. 
The potential benefits of roentgen therapy to 
the cranium and the value of electroencephalo- 
graphic, pneumoencephalographic and ven- 
triculographic studies as a routine procedure 
in the cliniconeurosurgical investigation are 
emphasized. 

Some general ideas are offered as to the use 
of isotopes in the diagnosis of tumors of the 


encephalon. 

The inclusion of the endocrinologist in the 
neurosurgical team is advised, and general 
rules for study of the patients are briefly 
given. Early diagnosis of encephalic tumors 
is very important, for neurosurgical technic 
has improved greatly, and the earlier the pa¬ 
tient is operated on the better. 

Outes, D. L., and Driollet, Laspiur, R.: The 
Etiology of Pure Meningeal Hemorrhages, 
Prensa med. argent. 41:1763, 1954. 

With this work the authors begin the peri¬ 
odic publication of data on tomoclinical and 
clinicosurgical cases in the neuropsychiatric 
and neurosurgical fields, together with theories 
on neui-oanatomy, neuroradiology and patho¬ 
logic anatomy. 

In this first report they outline the diffi¬ 
culties that may exist in discovering the 
cause of pure meningeal hemoiThage, a fre¬ 
quest occurrence in genei’al medical practice 
and therefore presenting a challenge to the 
specialist as well. 

When spontaneous meningeal hemorrhage 
occurs in a young person, the existence of in¬ 
tracranial fissural aneurysm must be thought 
of and will seldom fail to be detected. The 
diagnosis is confirmed by the study, which 
will also indicate the surgical possibilities. If 
the aneurysm is not present, one should think 
of arteriovenous angioma, bleeding tumor, 
spontaneous hemorrhage or hematologic men¬ 
ingeal hemorrhage. Each of these possibili¬ 
ties is briefly discussed. 

In differential diagnosis the headache pre¬ 
ceding the meningeal hemorrhage is important 
and must always be investigated, because it is 
not usuallj'- associated with vascular malfor¬ 
mations, in which the onset of headache is 
more sudden and cataclysmic. Also, when in 
spite of improvement of the cerebrospinal 
fluid the headache persists and the neurotic or 
psychic state becomes worse, tumor must be 
suspected. 

Waters, R. F., and Perino, F. R.: Subdural 
Hematomas in Geriatric Medicine, Dia. med. 
16:375, 1954. 

On the basis of 6 cases of subdural hema¬ 
toma in elderly patients, a clinical study of 
this lesion is presented. The authors call at¬ 
tention to the following points observed in 
their experience. 

With chronic hematoma, traumatism may 
not be particularly important. Lucid intervals 
I'ange from days to months, and isolated 
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mental upsets may be mistaken for senile 
mental disturbances. In other cases there is 
hemiplegia which, if the patient is hyperten¬ 
sive or has vascular disease, may be confused 
with the symptoms of arteriosclerosis with 
cerebral softening. Finally, these conditions 
simulate cerebral tumors. 

In all cases a thorough anamnesis, a simple 
roentgen study, and especially pneumoen- 
cephalograpbic or ventriculographic study 
will lead to the precise diagnosis. 

A single operation, with local anesthetic and 
two trephine orifices, generally enables the 
surgeon to evacuate the hematoma and obtain 
total recovery of the patient. 

Lyonnet, J. H.; De Arizabale, J. C.; Pedace, 
A., and Brage, D.: Total Hemispherectomy 
for Infantile Hemiplegia, Prensa med. argent. 
41:1676, 1954. 

The case here presented has double interest: 
first it was necessary to perform total hemi¬ 
spherectomy, an important operation that al¬ 
ways justifies comment, and second, the indi¬ 
cations for this procedure were in a relatively 
new field, that of infantile hemiplegia. 

The authors state that, from their study and 
from consultation of the recent literature, 
they have arrived at the following conclusions: 

1. A new approach is in sight to the treat¬ 
ment of infantile hemiplegia, under which 
term are included processes not always of 
similar causation. 

2. Total hemispherectomy, though it pro¬ 
duces the effect of a fearful and excessive 
operation, can be justified by clinical, elec- 
troencephalographic, physiopathologic and 
surgical principles. 

3. The indication is not in the hemiplegia 
but in the associated mental and convulsive 
alterations which ally the problem with the 
psychosurgical field. The psychic improve¬ 
ments, according to the authors, are remarka¬ 
ble. The case reported is too recent to justify 
conclusions but there were no more con¬ 
vulsions. 

4. The suitable age for the treatment 
ranges from 2 to 20 years, but logically the 
operation should be performed as early as 
possible. 

5. In the physiopathologic field some in¬ 
teresting problems arise, such as the trans¬ 
ference of function — motility, sensibility, 
language, understanding, etc.—to the other 
hemisphere, and the question of the extent to 
which a lesion of one side affects the other. 


which is anatomically normal to all appear¬ 
ances, and alters its functioning. 

Pique, J. A.; Lucero, N. A., and Cardeza, 
F.: Vertebral Lumbar Chordoma, Bol.yTrab. 
Soc. Arg. de Cirujanos 3: 62, 1954. 

A case of vertebral chordoma of ten years’ 
duration, is reported. The tumor was extir¬ 
pated, with improvement in the neural and 
general state of the patient during the im¬ 
mediate postoperative period (seven months). 

De Dulacski, J.: Effects of Vagotomy on 
the Colon: Neurophysiologic Aspects, Dia. 
med. 32:703, 1954. 

In appraisal of the results of vagotomy it 
must be determined first of all whether the 
vagotomy was complete. For this purpose 
Holiander’s insulin test as modified by Eddy is 
performed by the authors. Five-tenths of a 
unit of crystalline insulin per kilogram of 
body weight is administered subcutaneously 
rather than intravenously. 

The effect of vagotomy on the function of 
the colon is thoroughly analyzed in its various 
aspects, and the author ends by saying that, 
after vagotomy, the reaction of the colon as 
concerns movement and the production of 
mucus is the same as before the operation, The 
modification observed proctoscopicnlly and 
roentgenogrophically are briefly described. 

Salach, J.: Treatment of Bronchial Asthma 
with Infiltration of Novocaine in the Stellate 
Ganglion, Dia. med. 12:277, 1954. 

The author recounts his experience in the 
treatment of 26 patients with bronchial 
asthma, chosen from a group of 40 patients, 
by infiltration of the stellate ganglion with 
procaine hydrochloride. In his opinion this 
method is an interesting contribution to sta¬ 
tistical knowledge of the disease, without 
reference to etiologic factors, history and 
other pathologic, clinical or laboratory data. 
Various aspects of the method are outlined. 

Zimman, J.; Zimman, L., and Zimmnn, S.: 
Neurinoma (Lcmocitoma) of the Brachial 
Plexus, Prensa mid. argent. 41:928, 1954. 

A case of solitary neurinoma of the brachial 
plexus, originating in the principal inferior 
trunk, is reported. Histologic study revealed a 
neurinoma (lemocHoma or schwannoma), the 
unusual localization of which induced the au¬ 
thors to publish their report. 

Surgical extirpation could be done rfectly, 
with complete rest , becaus ^lumor 



JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


OCTOBER, 1955 


was a type that displaced the nerve trunk 
without including its fibers. 

The duration of the tumor was short (a few 
months) because it originated in the principal 
infex-ior trunk and caused painful manifesta¬ 
tions and functional impotence of the arm, 
thus leading to early consultation and treat¬ 
ment. 

Waters, R.; Outes, D. L., and Carrillo, A.: 
New Arguments in Behalf of the Nonexist¬ 
ence of the Parietoprefrontal Bundle De¬ 
scribed by Fracassi, Prensa med. argent. 41: 
954, 1954. 

The authors insist that the parietoprefron¬ 
tal bundle of Fracassi is the arcuate bundle 
described by Burdach, Meynert and Dejerian. 
They reject Fracassi’s idea as to the origin 
and end of the bundles of intrahemispheric 
bundles as not based on serious scientific 
arguments, retrograde degeneration or phylo¬ 
genetic studies. 


OBSTETRIC SURGERY 

Vogogna, E.: Metrorrhagias (Postabortion 
and Uterine Perforation), Dia. med. 38:965, 
1954. 

Signs and symptoms that the author con¬ 
siders elemental are enumerated as funda¬ 
mental to the selection of ti'eatment for uterine 
perforation. The author bases his argument 
on twenty years’ experience in hospital sur¬ 
gery, chiefly gynecologic, and nearly ten years 
of uninterrupted activity as a ward surgeon. 

Several types of metrorrhagia are described, 
especially those following abortion, and the 
general rules of treatment are given. 

Beruti, J. A., and Votta, R. A.: Duration 
of Labour in Relation to Rupture of the 
Ovular Membranes, Dia. med. 28:670, 1954. 

This is a fragment of an unpublished study 
by one of the authors (J. A. B.) entitled “In¬ 
fluence of Inopportune Rupture of the Mem¬ 
brane on the Evolution of Labour.” In this 
abridgement they deal exclusively with the 
duration of labor according to the type of 
rupture of the membranes. 

Donato, V. JL: The Acceleration of La¬ 
bour, Semana med. 104:500, 1954. 

Quickened labor at present is mandatory. 
Its limitations are imposed by obstetric hind¬ 


rances or factors that act against transpelvic 
childbirth. The method requii'es a competent 
staff, conscious of its duty. The amniorrhesis, 
completed with spasmolytics (demerol or 
pethidine) and oxjdocics (hypophisine or, 
better, sparteine sulfate) is basic in dealing 
with normal quick labor. 


OPHTHALMIC SURGERY 

Sena, J. A.; Cavernous Hemangioma of the 
Orbit, Dia. med. A35:873, 1954. 

After a brief discussion of the frequency, 
composition, symptoms, diagnosis and treat¬ 
ment of vascular blastemas of the orbit, a 
clinical case of cavernous hemangioma of the 
orbit in a patient 52 years old is reported. 
There was direct exophthalmia, not reducible, 
with conserved ocular motility. Examination 
of the fundi revealed a pale papilla with thick 
limits and a core of atrophic macular retinitis 
with chorioditis. The adjacent vision was 
15/200. 

Surgical extirpation of the tumor was done 
by the transpalpebroconjunctival route of La¬ 
grange, which the author considers a useful 
approach to the orbital processes or to tempo¬ 
rally localized lesions. Operation resulted in 
disappearance of the exophthalmia, and ocu¬ 
lar motality was not affected. The lesions of 
the fundus did not undergo any modifications, 
and visual recovery was very slight. 

The anatomopathologic diagnosis was en¬ 
capsulated cavernous hemangioma. Photo¬ 
graphs of the patient, sketches of the opera¬ 
tive stages and microphotographs of the ex¬ 
tirpated part are presented. 

Lopez, A.: Melanoma of the Lower Eyelid, 
Bol. y Trab. Asoc. Arg. de Cirajanos 26: 845, 
1953. 

The case of a patient operated on for mela¬ 
noma of the lower eyelid is reported, in which 
the result after four years was Interesting. 
The author omits details, for he intends to 
publish a full report later. 

Arganaras, R.: The Glaucoma, an Incur¬ 
able Disease, Semana med. 104:498, 1954. 

In spite of the numerous and impoi'tant 
works on glaucoma published in the last forty 
years, it can be said that, up to now, not even 
the origin of this lesion is known, nor is it 
possible to discover the effective curative 
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treatment. All patients, even those success¬ 
fully treated with drugs or operations, una¬ 
voidably become blind in a period ranging 
from five to twenty-five years. 

After a careful review of the theme, the au¬ 
thor states that when, with the use of myotics 
and absolute collaboration from the patient, 
the tension of the eye can be reduced to nor¬ 
mal there is no immediate indication for oper¬ 
ation especially when the glaucoma is of the 
simple type called compensated. 

If myotics cannot reduce the tension to nor¬ 
mal, operation is indicated. For noncompen- 
sated or congestive glaucoma the treatment 
must be surgical (Holtz* operation), since the 
patient is constantly in danger of an acute at¬ 
tack and of losing his vision. As this may 
happen unexpectedly, it is necessary to plan 
the operation in time, without too much reli¬ 
ance on the myotics, especially if there is any 
doubt about the patient’s cooperation. 

For acute glaucoma the operation of choice 
is early iridectomy. For congestive chronic 
glaucoma or simple glaucoma the operations 
indicated to combat the hypertonia are the 
fistulous procedures (Holtz, Lagrange, Elliot, 
Heine's cyclodialysis). 


Salleras, A.: General Curare Akinesia in 
Grafts of the Cornea and in Cataract, with 
Comments on Artificial Hibernation as Ap¬ 
plied to Ophthalmology, Dia. m4d. 90:2505, 
1954. 

The majority of the complications involved 
in an operation for cataract or corneal graft¬ 
ing are due to muscular spasm or rigidity. The 
author describes the anesthetics used to obtain 
akinesis of the orbicularis and extraocular 
muscles, and recounts his experience with a 
synthetic. He employed the technic of Bar- 
raquer Moner’s curarization in the cases of 
200 patients operated on for cataract or for 
the purpose of corneal grafting. The procedure 
requires the collaboration of a competent 
anesthetist and a specialized auxiliary staff, 
as well as much patience and serenity on the 
part of the surgeon, who must always wait 
until akinesia is complete. 

Emphasis is placed on the premedication of 
patients to be operated on with curare anesthe¬ 
sia, since the success or failure of the opera¬ 
tion depends exclusively upon it. The following 
points are examined: the pharmacodynamic 
properties of curare; the technic of admini¬ 
stration; the symptoms of curarization; other 
methods; operative incidents; indications and 
contraindications; postoperative course, and 


results. The work ends "with an ample list of 
references on artificial hibernation in oph¬ 
thalmic surgery. 

The author has had satisfying results from 
the use of curare in ocular procedures, al¬ 
though he admits that in his first operations 
he acted with a certain hesitation and had 
some disagreeable moments. Only now, after 
practicing the procedure intensively, is he con¬ 
vinced that he could have systematized the 
surgical courses in most of the cases. He in¬ 
sists that the use of curare in ophthalmic 
surgery requires excellent hospital organiza¬ 
tion and a well-taught surgical team. 

ORTHOPEDIC SURGERY 

Turco, N. B., and Pinero, J. R.: The Exter¬ 
nal Tutor in Mandibular Surgery, Prensa 
med. argent. 41:1065, 1954. 

In a short presentation, the authors state 
that in some cases of mandibular resection 
they have used the "external tutor” as the only 
prosthesis. It provides an easy solution to 
any problem connected with a curve; this is 
its principal advantage. It has also some 
inconveniences, which are pointed out. 

The externa] tutor (Plaza) is a metallic 
plate, half malleable, which after resection or 
mandibular disarticulation is placed on the 
outside of the skin already sutured; large 
transosseous points attached to the osseous ex¬ 
treme strengthen the tutor. It is kept in place 
from ten to fifteen days, the necessary time 
for prevention of mandibular deviation. If 
necessary, other known methods may be em¬ 
ployed, such as the use of nonskidding plates 
and interdental ligatures. 

In the author's practice the external tutor 
is not combined, a la Plaza, with interdental 
ligatures. The authors repeat that its use is a 
simple procedure. 

Paterson Toledo, R. G.: Pcs Planus: Some 
Considerations of Its Pathology* and Its Ther¬ 
apeutic Consequences, Pol. y Trab. Soc. Arg. 
de Cirujanos 22:642, 1953. 

The author tells of his surgical e.xperience 
with pes planus (flat feet), enumerating the 
reasons why he prefers not to operate. In his 
opinion the bloodless treatment, when properly 
carried out, covers all the clinical po.ssibilities. 
Only in the exceptional cases in which it fails 
after at least three attempts does he resort to 
surgical interv’ention. 

The author divides his work undo he fol¬ 
lowing headings: sta_ nd \ • the"^ 
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malleolar forceps; the tibioperoneopedius liga¬ 
ments; subastragalous articulation; Chopart’s 
articulation, and a summaiy. The role of the 
astragalus in normal walking and in cases of 
pes planus and the calcaneum-scaphonavicu- 
lar bar are discussed. The symptoms and 
clinical forms of the conditions are pre¬ 
sented, and the treatment, complications and 
sequelae of pes planus are outlined. What 
material is preferable to use in the plantar 
area? Is the interior angle in the heel nec¬ 
essary? Does the high or low heel help or 
damage the patient with pes planus? What 
is the operative treatment of choice? The 
author, after dealing with these and other 
questions, suggests subastragalous fusion. 
The mode of approach and the postoperative 
course are described. 

Zarazaga, J., and Garcilazo, C.: Early 
Surgical Treatment of Congenital Club Foot 
and Its Immediate Sequelae, Soc. de Cii'. de 
Cordoba. Bol. y Trab. 167:4, 5, 6 and 7, 1953. 

The diffei-ent technics employed for the 
treatment of this deformity are reviewed. The 
authors work surgically on posterior, soft, in¬ 
ferior and internal parts, retracted or swollen, 
of the instep, especially when there are no 
caseous deformities on which modeling opera¬ 
tions must be done on the hard tissue com¬ 
ponents. 

In their opinion, to obtain perfect reduction 
of congenital clubfoot in its embryonic and 
fetal forms, bloodless orthopedic methods must 
be employed. The residual sequelae, total or 
partial, are indications for surgical treatment. 

Blumenfeld, J.: Treatment of Congenital 
Equinus Varus Foot with Dennis Browne’s 
Ferules, Bol. y Arg. de Cirujanos 7:214, 1953. 

The case of a girl, 1% months of age is re¬ 
ported. The child was born with clubfoot and 
had been treated with Browne ferules from 
the first days after birth. Photographs of the 
child before and after the first treatment are 
shown, showing that she is almost completely 
cured, at least from the clinical point of view. 

The author employs very simple ferules, 
slightly modified. A brief description of the 
placing of the ferules is included. 

Naliello, O. B.: Reconstruction of the An¬ 
terior Crucial Ligament of the Knee with 
Fascia Lata, Bol. y Trab. Soc. Arg. de Ciru¬ 
janos 4:120, 1954. 

The author reports a case he considers in¬ 
teresting because of the complex traumatic 
history of the patient’s right knee and the 


happy results obtained with a ligamentary 
plastic procedure. 

The history of the trauma, which was 
caused by a strong blow on the external side 
of the knee, is given, with an account of the 
symptoms and several operations. The result 
obtained by simple reconstruction of only one 
crucial ligament shows the value of fascia 
lata. 


Ottolenghi, C. E.: Treatment of Pseudar- 
throsis by Chutro’s Method, Dia. med. 7:176, 
1954. 

In a brief article, the author offers a histori¬ 
cal account of the origin of an operative method. 
It is his conviction that Chatro’s method de¬ 
serves renewed attention, since it is soundly 
based on fact. He hopes that what he has said 
will be brought to the notice of the Academy 
of Surgery of Paris, since its official motto is 
“Truth in Science and Morality in Art.” 

Salvati, A. A.: Arthrogryphosis and Con¬ 
genital Luxation of the Hip, Bol. y Trab. Arg. 
de Orton. & Traumatol. 7:218, 1953. 

The case is reported of a child 1% months 
old with arthrogryphosis of the legs associated 
with congenital luxation of the hips. The 
rigidity of the hips, knees and heels was so 
intense as to prevent movement of the coxo- 
femorals, which were in light flexion. The 
knees were fixed in hyperextension and the 
tibiotarsals in dorsal flexion. 

With massage, passive mobilization and a 
tourniquet the articular rigidities were gradu¬ 
ally reduced to a minimum degree, which per¬ 
mitted the author, when the child was 18 
months old, to begin repositioning the coxo- 
femorals. 'The left hip was radically reduced 
by Leveuf’s method. 

Sarosso, J. A., and Benetti Aprosio, F.: 
Perthes’ Disease, Bol. y Trab. Soc. Arg. de 
Ortop y Traumatol. 8:229, 1953. 

The North American authors are especially 
mentioned, because in recent yeai's they have 
published works referring to this peculiar 
disease of childhood, known by the names 
of its discussants (Legg, Perthes, Calvi). It 
is also referred to as osteochondritis of the 
hip or simply as Perthes’ disease, a name 
that has the advantage of not anticipating 
any decision as to its oi'igin. 

The disease and some of its most outstand¬ 
ing aspects are described, with special refer¬ 
ence to diagnosis, evolution and treatment. 
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The study is based on several cases observed 
by the authors. Roentgenograms are in¬ 
cluded. 

The work ends with an exposition of the 
therapeutic difficulties that may arise. The 
purely orthopedic form of treatment is dis¬ 
cussed, as is surgical intervention, when 
necessary, to shorten the period of epiphys¬ 
ial repair. 

Pique, J. A.: Resection and Reconstruction 
of the Hip with Acrylic Prosthesis in Ankj'- 
losis of Arthritis and Rheumatic Spondy¬ 
litis: Results, Dia. med. 30:747, 1954. 

Experience obtained from 6 operative cases 
of ankylosis due to arthritis and rheumatic 
spondylitis is reported. Resection and re¬ 
construction of the hip were done, and an 
acrylic prosthesis was used. Four of the pa¬ 
tients had spondylitis and 2 had rheumatic 
arthritis. In the 6 cases seven operations 
were performed, one being bilateral. The 
following results were obtained: In the case 
of bilateral operation, the result on one side 
was successful and on the other was not. In 
2 patients successful results were obtained. 
In 3 there was no ample and useful mobility, 
though there was improvement in the posi¬ 
tion. Two of these 3 hips became ankylosed 
again. One of the patients died postopera- 
tively of uremic complications. The results 
in this series, therefore, were not satisfac- 
torjL 

Malenchini, M.; Ferre, R. L., and Sabato, 
E.: Diagnostic Possibilities of Enlarged 
Roentgenograms in Histiocytoma of the 
Femur. 

This is a brief work undertaken to deter¬ 
mine the value of enlarged roentgenograms 
in the diagnosis and anatomic valuation of 
tumors of the femur. It is based on a case 
observed by the authors and is illustrated 
with three roentgenogram.s. 

Castillo Odena, I.; Autorina, C., and Pujo 
Diaz, M.: Arthroplasty with Acrylic Prosthe¬ 
sis in Pseudarthrosis of the Femoral Neck. 

The authors state that perhaps the most 
precisely indicated procedure for arthroplas- 
tic resection-reconstruction of the hip with 
the use of an acrj’lic prosthesis is pseudar¬ 
throsis of the femoral neck and that in 
cases of recent fracture, especially subcapi¬ 
tal, thej* have obtained excellent results with 
Judet’s operation. They add that in the near 
future this may become the procedure of 
choice. 


In the first cases they used Judet’s typical 
mushroom-shaped acrylic prosthesis, but 
they encountered some inconveniences. Then 
they employed Thomson’s prosthesis, which, 
on the basis of experience, they consider the 
most practical and useful device available 
for this purpose. 

Its shape is like that of a pear or an elec¬ 
tric light bulb prolonged by a trilaminar 
clove. ^Vhen it is fitted into the femoral neck 
it is reabsorbed under e.xcessive pressure, 
the widened part of the stalk acting as a true 
femoral neck. 

Later, in another communication, the au¬ 
thors will again recommend this prosthesis 
for fractures of the femoral neck. The ad¬ 
vantageous results obtained will be presented 
in detnil. 

Sgrasso, J. A.: Dissecting Ostiochondritis 
of the Shoulder. 

This is a brief paper in which roentgen 
localization of scapulohumeral osteochon¬ 
dritis is described. Roentgen examination 
showed the typical image of osteochondritis 
dissecans of the humeral head, and the diag¬ 
nosis was confirmed by exploration through 
a deUopectoral incision. All of the necrotic 
and detached tissue was e.xcised. The patient 
quickly recovered articular function, and the 
symptoms disappeared completely. 

DIdier, A.: Fi.vation of Ihe Wrist by Rob¬ 
inson Kayfetez’s Technic, 

Although communications on this subject 
have been presented to the Society by other 
authors, the one to which this work belong.s 
makes a notable contribution to knowledge 
of the technic. It includes roentgenograms 
of some of the G patients operated on by the 
author. 

He states that the advantages of this 
operation are the following: 

1. The technic is simple. 

2. Optimal fixation is obtained by the 
screw method, which prevents any modifica¬ 
tion of position inside the plaster of pans 
applied to arthrodose the wrist. 

3. The compression exerted at the osseous 
extremes within themselves, especially an 
adequate screw of the kind used for wood, 
accelerates consolidation. In the author’s 
cases fusion was always complete before the 
eighth week, and the ankjdosis obtained was 
always of good quality. 

Oitolenghi, C. E.: Substitution for the 
Thumb. 
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A brief report is given of a patient who, in 
a railroad accident, suffered a lesion of the 
thenar region and thumb of the left hand. 
At the time of hospitalization there was total 
necrosis of the affected zone. For this reason 
disarticulation of the thumb was carried out. 
A bloody surface was left on the back of the 
hand and the thenar eminence, which was 
covered with a pedicle graft. There was also 
fracture of the metacai^pal head of the fore¬ 
finger, which could not be coi-rected because 
of the lesion in the soft parts. 

Transplantation of the forefinger to the 
metacarpal joint of the thumb was performed 
according to Hilgenfeldt’s technic. The met- 
acai'pal head of the forefinger was resected 
in successive stages. Retouches with plastic 
were done, the finger having “caught” per¬ 
fectly, with apposition and ability to reach 
to the little finger; flexion and extension 
were good, and sensibility was perfectly pre¬ 
served. 

In the author’s opinion this is the first 
such case to be shown to the Society. 

Gotta, H.; Lascano Gonzalez, J. C., and 
Spataro: Presacral Tumour. 

A detailed clinical history is presented of 
an uncommon lesion, the symptoms of which 
simulated those of mechanical alterations 
compressing the intrapelvic organs. Clinical 
roentgen examination showed this lesion to 
be a presacral tumor, and histopathologic 
study revealed that it was a myxolipoma. The 
tumor in this case was histologically typical 
and biologically potentially malignant, being 
constituted of an embryonal tissue without 
duplication in the adult organism. 

Castillo Odena, I.: Lumbar Pott’s Disease. 

The case of a patient aged 26 with Potts’ 
disease of the second lumbar vertebra is 
briefly reported. Surgical excision of the cold 
abscess was carried out, extending to the 
body of the vertebra. The operation was 
ended by the use of an infundibuliform tam¬ 
pon, the apex of which also came up to the 
body of the vertebra. Next, 300 mg. of mar- 
silid was administered. After twenty days 
the patient could walk, and after thirty days 
the wound was completely closed. The drug 
was continued for fifty-eight days, to a total 
dose of 15,400 mg. Increase in weight and 
improvement of the patient’s general condi¬ 
tion resulted. After months, the roentgeno¬ 
grams showed nearly total disappearance of 
the sequestrum and a tendency to synostosis 


of the second and third lumbar vertebral 
bodies. 

The lapse of time since the operation is 
too brief to justify any conclusions, but the 
author considers it important to report the 
immediate results of the operation combined 
with marsilid, since he considers it veiy 
good and one that provides unexpected pro¬ 
tection in the treatment of osteoarticular tu¬ 
berculosis. He states that the drug is toxic 
and must be managed with care. It has not 
yet been put on the market. 

Muscolo, D. T.; Lascano Gonzalez, J. C.; 
Castellanos, H., and Giola, T. (h): Osseous 
Sarcoidosis; Some Considerations in Connec¬ 
tion with a Case. 

The authors say that, according to a review 
of the literature, osseous sarcoidosis is rare. 
In more than twenty years of active work in 
hospital orthopedic services and in private 
practice they have encountered only 1 case, 
which they report in this paper. The clinical 
history is told in detail, accompanied with 
photographs, roentgenograms and photomi¬ 
crographs. The authors refer to the first de¬ 
scriptions of the disease by Bisnier, Coeck 
and Schumann, and to authors who have 
stated that the disease is a benign form of 
retriculoendotheliosis, of slow growth and 
very often silent, seldom affecting the gen¬ 
eral health. Sometimes it can be said to 
“freeze” for several years. The cause is un¬ 
known, but two theories are presented, one 
attributing it to tuberculosis and the other 
to a virus. 

Arguments pro and con, with regard to 
both theories, are presented. The authors 
mention the fact that their patient lived with 
tuberculous uncles and that one sister had 
bacillary ademitis and another a pulmonary 
disease with hemoptysis. They mention the 
osseus lesions associated with this disease, 
for which no effective ti’eatment is known. 

In the case reported, the following events 
were outstanding: 

1. The osseous lesions occurred several 
years in advance of the cutaneous and 
rhinopharyngeal lesions. 

2. It was roentgenographically proved 
that the division into varieties is arti¬ 
ficial, for different evolutionary stages 
are represented. 

3. The process caused ulceration of the 
skin after its external development. 

4. The bacillary ambient antecedents sug¬ 
gest a relation with tuberculosis, al¬ 
though there is no proof. 
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Tamini, R. A.: Surgical Treatment of Os¬ 
seous Tuberculosis. 

Surgical treatment of osseous tuberculosis 
has recently undergone some modifications of 
its fundamental principles, for which reason 
it is an important subject. It is one that in¬ 
terests equally the specialist and the general 
surgeon. 

The author refers exclusively to surgical 
treatment, makes some general comments, 
then briefly lists the signs of the condition in 
its most frequent sites: spine, hip, knee, neck, 
foot and wrist. 

He classifies operations for bacillary le¬ 
sions into three main types: ablative, fixa¬ 
tive and complementary (designed to treat 
complications or symptomatic manifestations 
of the disease). 

Each of the points enumerated is thor¬ 
oughly analyzed, with a review of the meth¬ 
ods employed by different authors. 

Ego Grossi, A.; MaffuccTs Syndrome. 

A case of Maffucci’s syndrome (Ollier’s 
dischondrophasia and multiple angiomas) is 
reported. The lesions were unilateral; nu¬ 
merous pigmented nevi were present; goiter 
was observed; there was a tendency toward 
calcification of the osseous lesions, and there 
was a tumor in the radius that was not there 
thirteen years earlier. The probable indica¬ 
tions of Maffucci’s syndrome are stated. 

From the introduction of this case the au¬ 
thor draws the following conclusions: 

1. Maffucci’s syndrome is a morbid con¬ 
genital entity, the fundamental compo¬ 
nent of which is dyschondroplasia, to 
which cavernous angiomas and phle- 
bectasia are added. In this case there 
were also pigmented nevi and a simple 
goiter. 

2. Maffucci’s syndrome has probable noso¬ 
logic relations with the fibrous polio- 
static dysplasia of Jaffe and Lichten- 
sein, the Albright syndrome, KlippcI- 
Trenaimay’s syndrome, Parkea Weber’s 
syndrome and the Capetle-Leger-Paris 
syndrome. 

3. The existence of tumors and hyperpla- 
sis suggests the existence of a field 
favorable to all such developments or 
of some common factor. 

Hernandez, J.: Operative Discographj'. 

Three cases of operative discographic 
study are described in this preliminar}' com¬ 
munication on a work just started. The clin¬ 
ical history and the operation performed arc 


briefly described. 

The difficulties of performing discographic 
studies are numerous. Until the technics are 
improved, operative discographic studies are 
useful. The author proposes the exploratory 
method, which is simple and without risk, 
outlining briefly the technic he followed. He 
ends by saying that in the national literature 
there are no descriptions and in the foreign 
literature the authors mention only the de¬ 
gree of ease with which the liquid (serum or 
procaine hydrochloride) goes into the disc. 

Mosca, h. G.: Eosinophilic Granuloma of 
Bone. 

Eosinophilic granulation of the bone be¬ 
comes necessary with increased frequency, 
according to the observation of persons in¬ 
terested in osseous pathologj'. A brief re¬ 
view of the author’s former publications on 
this theme is presented, and the terms pro¬ 
posed for designation of this disease are 
listed. 

Clinical signs, causation, prognosis, roent¬ 
gen diagnosis and treatment are briefly ana¬ 
lyzed. The majority of the osseous cores that 
have been surgically entered to remove n 
specimen or to treat the process radically 
have been cured immediately after the opera¬ 
tion. Spontaneous cure is frequent. Roent¬ 
gen therapy, however, is preferred, as it 
causes the pain to recede more rapidly. 
Nevertheless, there are radioresistant eosino¬ 
philic granulomas. Relapse after roentgen 
therapy has also been reported. 

GENERAL SURGERY 

Franchini, Y.: Hematoinns of the Nasal 
Septum. 

The author states that, although there is 
nothing new to say of the etiologic and path¬ 
ogenic pictures, his observations may be use¬ 
ful in prophylaxis and treatment. He com¬ 
ments briefly on this type of hematoma, its 
classification (traumatic or nontraumatic), 
pathologic and anatomic aspects, symptoms, 
diagnosis, evolution and prognosis. 

He classifies the treatment into prophy¬ 
lactic and curative. With regard to the first, 
he refers only to postoperative hematomas, 
for the sequalae of accidental trauma can¬ 
not possibly be prevented. When an effusion 
of blood appears, formed by a wound of the 
artery of the subseptum during the opera¬ 
tion, when the nasal spine of the upper max- 
illarj' is exci 
oped and doc 
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nasal fossae, lie advises the surgeon not to 
touch it. He also advises that a ivindow be 
opened in one of the two niucoperichrondric 
sides, to drain the blood that would other¬ 
wise be heaped up in the dead space left by 
resection of the quadrangular cartilage. He 
recommends placement of a main artery at 
the lowest extreme of the operative incision. 
This is withdrawn twenty-four hours later, 
after which time a hematoma seldom de¬ 
velops. 

Having observed that hematomas are more 
frequent when the mucosa is sutured, he ad¬ 
vises not suturing it when it is not essential. 
To guard against forming a hematoma and 
to prevent infection, he subjects the patient 
to treatment with antibacteriobiotics until 
twenty-four hours after the operation. If a 
hematoma develops he promptly reopens the 
operative incision, draining with iodoform 
gauze and plugging the nasal fossae for one 
day or more. In the presence of a traumatic 
hematoma he performs evacuation through a 
wide bilateral incision and extracts the co- 
agulum, instilling penicillin and streptomy¬ 
cin. He employs drainage with iodoform 
gauze and parenteral administration of anti¬ 
biotics and calcium gluconate. 

Natusevich, .1.: Some General Concepts 
Concerning the Treatment of Epistaxis. 

After defining epistaxis and referring to 
its most frequent causes, the author says 
that to inhibit the bleeding is not as easy as 
it seems and sometimes presents very serious 
difliculties. For this reason it is advisable 
to approach the condition with a definite 
plan and to perform the operation immedi¬ 
ately. 

Some general considerations are brought 
forward; different types of epistaxis are 
classified and analyzed, and the treatment of 
each type is set forth. 

Pierini, E. A. A., and Agra, A,: Epistaxis 
as a Sign of Hemorrhage of the Interior Ca¬ 
rotid Artery in Its Tympanic Portion: Prob¬ 
able Intrapctrosal Aneurysm. 

Epistaxis as a sign of a carotid lesion is 
not frequent, and for that reason the authors 
report a case in which they had the oppor¬ 
tunity to assist. The clinical history is thor- 
oughiy described, as is the operation per¬ 
formed. The Latter consists of section be¬ 
tween two ligatures of the primitive ca¬ 
rotid because of a massive hemorrhage 


caused by arteriographic examination. 

Some anatomic considerations are pre¬ 
sented, and it is mentioned that in the pa¬ 
tient described, who was syphilitic and had 
vestibular alterations suggesting a specific 
lesion, the hemorrhage could have been pro¬ 
duced by a lesion of the arterial wall in the 
intrapetrosal region, by a gummy lesion of 
the carotid canal or by syphilitic arterial 
aneurysm of artery. Judging by the arterio¬ 
graphic image, the authors incline toward 
the cause last mentioned. 

With regard to treatment, the primitive 
carotid was chosen because ligature is less 
dangerous than with the internal one. If it 
is necessary, there is always time to ligate 
the internal one. The section was done be¬ 
tween two ligatures because it seems proved 
that postoperative thrombosis is more fre¬ 
quent when simple ligature is done, as the 
systolic shock to the proximal portion of the 
artery mobilizes the thrombus formed in the 
distal portion. 

Franchini, Y.; Guslavino, D. F., and Gon¬ 
zalez, A. I.: The Etiopalhologeny and Prophy¬ 
laxis of Tonsillar Diseases in Childhood. 

The authors describe hypertrophic diseases 
of the tonsil that have a noxious effect on the 
normal organism. 

They analyze the causes of hypertrophy 
(local infection, the constitutional factor, 
eruptive or infectious disease, anatomic an¬ 
omalies and allergic states) when the causes 
of the tonsillar hypertrophy are revealed, a 
clear idea can be gained of the measures to 
be taken in prophylaxis. 

They conclude that investigation of allergy 
in the child’s progenitors, with study of the 
causes and antiallergic medication, will con¬ 
stitute the routine to be followed in the pre¬ 
operative treatment of these patients. 

Febbraro, E. S,: Radiographic Exploration 
of the Cavuni, Employing a New Radiopaque 
Substance: Preliminary Communication. 

Owing to the interest awakened among 
specialists, the study of the cavum and the 
importance of its anatomic roentgen picture, 
the author has taken roentgenograms of this 
important zone of the rhinopharynx, using an 
opaque substance, umbrodil. 

The technic employed is briefly described. 
The opaque medium can be administered by 
nasal instillation, by pulverization or by 
nebulization. 
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Vasquez, IM. J., and Molmenti, L. A.: Her¬ 
nias and Ventral Hernias. 

This is a publication of the theoreticopracti- 
cal course in surgical technics for graduates 
of the Surgical School for Graduates, 1945, 
under the direction of the authors. A brief 
description is given of the cases of hernial 
relapse; the pathologic-anatomic character of 
hernia, including ventral hernia, and, finally, 
recommendations as to the selection and 
method of treatment. 

Calcagno, 1. R., and Ferri, C. J.: Gigantic 
Granulation of Abdominal Wall by Use of 
Catgut. 

A case is reported of giant granuloma of the 
abdomial wall due to catgut, which, because of 
the frequency of such accidents and the 
character of the material, the authors consider 
interesting. They state that a preoperative 
diagnosis was made; that a previous biopsy 
revealing “intense fibrosis of the anterior 
rectum” contributed to the mistake, and that 
only after the extirpation cn bloc of the tumor 
and the invaded rectal muscles was it dis¬ 
covered that the condition was inflammatory, 
of cellular origin, and not ligamental or 
fibrosarcomatoid as they had supposed. 

The patient’s clinical history is recounted, 
the operation is described, and the work ends 
with a comment on suture materials, especially 
on the granuloma caused by catgut. The lesion 
must be differentiated from fibroma, wall 
sarcoma, epiploic hernia of the scar, hydatid 
cyst, angioma of the abdominal wall and some 
other surgical conditions. 

Boragina, R. C.; Schieppnti, E., and La- 
cour, G.: Fluctuating Abscess of the Tho¬ 
racic Wall, Tumor Form; Thoraceclomy; 
Bovine Fascia. 

The case reported by the authors is the first 
of its kind encountered in more than 16,000 
patients registered in the Regional Institute 
of Thoracic and Tuberculous Surgery. The 
Argentine literature reveals no similar case. 
This condition originates in the long bones, 
cartilages and joints. 

Its occurrence in a rib as a solitary core 
simulating a true malignant tumor of the 
same, and treated as one, is most uncommon. 
The patient in the authors’ case had a chronic 
cough; her husband had died of pulmonary 
tuberculosis, and she had a daughter with in¬ 
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flammatory lesions. The histopathologic diag¬ 
nosis was “tuberculous caseous osteomyelitis, 
productive.” 

These lesions are metastatic cores of long 
evolution, and produce no symptoms until long 
after implantation. The process was obviously 
surgical. The authors do not disregard the 
favorable action of roentgen therapy, although 
they state that it is slowly manifested. 

The clinical history of the case is presented 
and the operation described in detail. An ample 
thoracectomy was carried out, the last por¬ 
tion of the thoracic wall being replaced with 
bovine fascia. Healing occurred per primanae. 
An inflammatory tumor, specifically tubercu¬ 
lous, was extirpated from the costal region. 
The course was highly favorable. 

PLASTIC SURGERY 

Malbec, E. F.: Postoperative Course in 
Rhinoplasties. 

The author presents an extensive work pre¬ 
pared for communication to the Argentine 
Society of Plastic Surgery, To facilitate the 
exposition and orderly presentation, he omits 
the classic theories and describes, according to 
his own judgment, the difference between the 
normal and the pathologic postoperative 
course. 

Olermin Aguirre, J.: Prognathism and 
Micrognathism. 

The author, to correct pi'ognathism, retro- 
nathism, and Interognathism, performs osteot¬ 
omy by the Blair II-Hensel technic. He uses 
the electric impactor and has been able to in¬ 
troduce vitallium among the divisions of the 
ascending branches of the inferior maxillary, 
in a case of repeated operations, without fail¬ 
ure. For deformities of the chin he uses 
polyethylene. 

Marino, H.: Surgical Reconstruction of the 
Hard Palate. 

After a brief review of the causes and 
treatment of loss of substance of the hard 
palate, the author describes the procedure 
followed to treat a total loss of substance 
resulting from the partial failure of a ret- 
ropositloning palatal operation. This con¬ 
sists of reparation with a skin tube from the 
patient’s right side, taken in successive stjigc.s 
to the submental region and then to the 
mouth. In the author’s experience it is a 
successful procedure. 
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Marino, H.: Losses of Substance of the 
Buccal and Pharyngeal Wall: Strip Repair 
with Cutaneous Islet. 

The problems caused by loss of partial 
substance in the buccal and phaiyngeal cavi¬ 
ties are reviewed, and the different proce¬ 
dures employed in treatment are discussed. 
A technic of simultaneous closure of the 
mucous and cutaneous levels is proposed; 
strip repair with an “islet” made in a skin 
tube. 

Dalla Villa, J.: Application of the Tubular 
Strip. 

The author discusses reconstruction, by 
means of tubular strips, of the conjunctival 
surfaces of the orbital cavity and the palatine 
arch, which has been repeatedly done, with 
unfavorable results, because of the particular 
structural characteristics of the cavities. 

Reconstruction of the orbital cavity is gen¬ 
erally done by grafting according to the 
MacPindos or Kazanjian technic, which 
seems to have some technical advantages. 
Late in the postoperative period, however, 
reconstruction by grafting requires careful 
supervision that is not always available, 
since the six months recommended by Mac¬ 
Pindos is the minimal time required to guar¬ 
antee sound reconstruction. Contraction and 
ulceration of the graft are constant risks 
in cavernous reconstruction. 

The tubular strip, once it is placed and 
unfolded on the walls of the orbital cavity, 
offers dependable reconstruction in both 
situation and function, and no changes in 
its architecture need be apprehended. An¬ 
other advantage, according to the author, is 
“quilting” of the soft walls that will cover 
the hard walls of the cavity, supplying the 
prosthesis with a plastic and a near-anatomic 
bed. 

Reconstruction in the author’s second case 
gave the greatest satisfaction, for the prob¬ 
lem had been considered beyond the possi¬ 
bilities of either sui'gery or orthodontia. The 
reconstructive and functional results were 
very good. The special character of the 
patients helped in the work. The author 
intends, especially as far as reconstruction 
of the palatal arch is concerned, to make 
good use of this type of strip in the Pueri- 
culture Institute of Cordoba. 

Fernandez, J. C.. and Correa Iturraspe, M.: 
]Mentothoracic Symphysis by Burn: Plastic 
with Strips of Adjoining Tissue. 


As a result of incorrectly treated burns, 
a patient showed, among other lesions, an 
accentuated mentothoracic symphysis. It Avas 
treated by excision, AA'hich led to Avide ex¬ 
tension of the neck, the resulting opening 
being repaired later Avith strips of flesh 
from the area (French method). A com¬ 
plementary operation, also Avith mobilization 
of strips of adjoining tissue, improved the 
result of the first one. The correction ob¬ 
tained AA'as satisfactory. 

The authors hold that the use of adjoining 
strips is the best means of covering the 
large opening left by Avide excision. It may 
be used, according to the circumstances, Avith 
French or Indian strips, or strips of both 
types. It is completed in one or several 
operative stages. 

Benain, F.: The Skin Graft in the Repair 
of the Ulcers of the Legs. 

The etiologic and pathogenic aspects of 
ulcers of the legs are studied, and 4 groups 
of causes are thoroughly analyzed. “Scalp- 
ings,” third degree burns, and trophic (vas¬ 
cular) causes are most frequent. The venous 
and arterial alterations associated Avith these 
are studied. Under the venous type, varieties 
of thrombophlebitis are mentioned, Avith em¬ 
phasis on the predisposing factor (familial, 
biologic) and of the mechanical factor (val¬ 
vular inadequacy) AA’liich, associated Avith 
thrombosis, may produce the syndrome of 
stasis in the leg. Among arterial alterations, 
slight functional disturbances, thromboan- 
gitis and arteriosclerosis are included. The 
author insists upon the necessity of careful 
examination of the vascular system by clini¬ 
cal methods (tests of the arterial pulse rate, 
determination of the cutaneous temperature, 
observation of the color of the skin) and 
instrumental methods (oscillometric, arterio- 
graphic, capilleroscopic) to diagnose diseases 
of the arterial trunk and its collaterals or 
capillaries. In cases of venus upsets, func¬ 
tional tests and dynamic sphygmographic 
examinations help to localize the condition. 
The process of natural repair of ulcerous 
lesions is discussed. Treatment is approached 
from the points of vieAv of the many cases 
of ulcerations, burns, traumatism and shock. 
For improvement of the circulatory state, 
pariarterial infiltrations, infiltrations of the 
sympathetic nerve, lumbar sympathectomy, 
antispasmodics, vasodilators and chemical in¬ 
hibitors are employed, as are elastic band¬ 
ages, the Trendelenburg position, resection 
of the saphenous vein, phlebosclerosis, phie- 
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boretraction and ligature of the collateral 
vessels of the popliteal artery. In local treat¬ 
ment of the ulcer, as a preparation for in¬ 
grafting, saline baths, wet bandages and 
frequent cleansings of the skin are used. For 
large ulcers Cabarro’s grafts, particularly 
of the split type, are preferred. 

The results obtained with 37 trophic ulcers 
(30 cures and 7 failures) are analyzed. 

Otermin Aguirre, J.: Polyethylene in Hy- 
potrophic Breasts. 

This is the first of a series of articles on 
surgically treated atrophic and hypotrophic 
breasts. The results a year and a half after 
the operation are given as a basis for future 
work. 

A case is reported and the operation briefly 
described. Four photographs are presented. 
The author states that he is anticipating a 
new method, simple of application and with¬ 
out risk to the patient, that may solve the 
problem in most cases. 

Kirschbaum, S.; Schneerson, D., and Pan- 
dolfi, C, A.: Severe Burns: Treatment: Ho¬ 
moplastic Graft. 

A general classification of burns into three 
categories is offered on the basis of logical, 
clinical, and therapeutic study, since most 
classifications, based on the degree and ex¬ 
tension of the lesion, do not correspond with 
the actual situation. A general and precise 
study of burns has been made, and the 
technic followed by the authors is explained. 
They refer to the technics of autografting 
and homografting followed by them in treat¬ 
ing burns of the third degree. 

In their experience, similarity of blood 
groups sometimes has resulted in a few more 
weeks of survival, the Rh factor having no 
importance. They urge that “banks” of hu¬ 
man skin be established, for its application 
is a resource that allo^YS preservation of life 
in more than 50 to GO per cent of persons 
badly burned. 

PROCTOLOGIC SURGERY 

Musiari, J. P.: The Anal Glands: Their 
Importance in the Surgical Treatment of 
Proctoperineal Fistula. 

The literature on the anal glands and 
their importance in the pathogenesis of fistu¬ 
la is reviewed. The author then refers to the 
three glandular fistulas observed by him In 
histologic sections, anal, apocrine and sudor- 
tiparous, proceeding to describe the first. 


Some hjT)otheses on the problems of proc¬ 
tologic disease are given, (ilonditions requir¬ 
ing surgical treatment of the proctoperineal 
fistula are pointed out, and the procedures 
used in the treatment of several types of 
fistula are listed: 

Intrasphincteric: Fistulectomy without sec¬ 
tion of the sphincters, fistulectomy with sec¬ 
tion of the sphincters; Chambouleyron's 
technic. The first and third indicated ex¬ 
clusively in cases of fistula with well-defined 
trajections that show the involvement of a 
gland without ramifications infiltrating the 
sphincteric muscles. The second is indicated 
for fistulas with indefinite trajections and 
abundant necrotic tissue, which indicates 
the involvement of a gland with multiple 
ramications infiltrating the sphincters. 

Transsphincteric: Fistulotomy or fistulec¬ 
tomy, with sphincteric section or without it, 
according to the position, direction and 
number of trajections. 

Schapira, R.: Hemorrhoids: Their Diag¬ 
nosis and Treat ment. 

The author, in every case of hemorrhage 
from the rectum, preconizes and carries out 
a complete e.xamination, including an inspec¬ 
tion of the anal region, rectal palpation, 
anoscopic, rectoscopic and radiographic study 
of the colon per enema, evacuated or insuf¬ 
flated, and parasitologic analysis of fccnl 
content. He does not end his examination 
after discovering the hemorrhoid.s, but he 
always completes it because of the possibility 
that they are associated with other hematic 
processes. 

With regard to treatment, surgical inter¬ 
vention is preferable and is always per¬ 
formed, though there exists the false concept 
that operation for hemorrhoids is one of the 
most painful during the postoperative course. 
Experience has shown that with good technic 
this is not true. He describes the technic 
followed by Bing, as well as the most frequent 
postoperative complications (retention of ur¬ 
ine, immediate and mediate postoperative 
hemorrhage, abccsses, fistulas, fissures and 
narrowing of the anus). 

Occasionally, some time after the opera¬ 
tion, the hemorrhoids appear again. Is this 
a relapse? Not unless rough mistakes in 
technic have been made. In the anal region 
as many as six hemorrhoidal pockets may 
develop. At operation, those existing at the 
time are extirpated (usually 3 or 4, seldom 
2). The remainder develop afterward, leading 
the patient to think he has had a recurrence. 
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Steinberg, I. J.: Clinical Aspects of Cancer 
of the Rectum. 

The most important symptoms of 25 pa¬ 
tients treated for two years for cancer of 
strictly rectal localization are analyzed. Pre¬ 
cise study of all these symptoms enables the 
sui'geon to guide the clinical investigation 
in the search for rectal cancer. In all the 
cases referred to by the author, surgical 
treatment was employed. 

THORACIC SURGERY 

Velasco, R., and Juan, A.: Huge Endotho- 
racic Goiter. 

The authors present the clinical histoi*y 
of a case in which an endothoracic goiter 
simulated the cervical goiter which, in its 
development, sends one or more extensions 
toward the thorax, or by displacement pene¬ 
trates it. Relevant problems and difficulties 
with regard to extirpation are discussed. 

The authors describe the roentgenographic, 
laryngoscopic and electrocardiographic tech¬ 
nics they use, as well as the basal metabolism 
test. The surgical procedure must be care¬ 
fully chosen. The authors prefer to operate 
in two stages; cervical in the first stage and 
posterolateral thoracic for the second. The 
operation is described. In the authors’ opin¬ 
ion ablation would not be practicable, with¬ 
out serious risks, by sternotomy combined 
with cervical approach. 

Balia, A. E., and Longhi, E. H.: Fibrosar¬ 
coma of the Mediastinum. 

The problem of the endothoracic, pulmo¬ 
nary or mediastinal tumor has lately been 
mitigated by improvement in surgical and 
anesthesiologic technic, which has increased 
the possibilities of ablation. 

A case is recorded in which a large medi¬ 
astinal tumor was extirpated. The operation 
was followed by the disappearance of the 
compressive syndrome and clinical recuper¬ 
ation. 

The clinical history is given, the operation 
described and the results of anatomopatho- 
logic and histologic examination reported. 

Gil Marino, J. A.: Surgery of the Esopha¬ 
gus: A Technical Resource In Esophagogas- 
Iric Anastomosis on the Posterior Gastric 
Surface. 

For neoplasms in the lower part of the 
esophagus with metastases to the cardia and 


the upper part of the stomach, or tumors that 
originate on the lesser curvature and reach 
to the lower part of the esophagus, resection 
is mandatory and should include the skele¬ 
tonized stomach, the lesion and all involved 
glandular tissue. 

Brea, N. M.: Alvarez, F. H.: and Lombardi 
E.: Benign Extramucus Tumors of the Esoph¬ 
agus. 

Benign tumors of the esophagus are rare. 
The authors review the literature briefly, 
stating that Paterson collected reports of 62 
cases published between 1717 and 1932. A 
statistical study completed in 1945 by Adams 
and Hoover recorded 91 more. Of 1,459 au¬ 
topsies performed up to 1944 in the Mayo 
Clinic, only 44 such tumors were found. 
Shafer and Kittle examined 6,001 cadavers, 
finding only 11 benign tumors of the esopha¬ 
gus. 

The origin of these tumors from the mucosa 
is discussed, as is the origin of extramucous 
and benign intramural tumors. As they are 
potentially malign, all “benign” tumors of the 
esophagus must be operated on though extir¬ 
pation is not as urgently indicated as for can¬ 
cer. 

The authors analyze the symptoms, diag¬ 
nosis and treatment, ending with report of a 
case of their own. 

Yodica. A., and Le Chiare, F.: Cancer of 
the Esophagus. 

The authors consider it mandatory to or¬ 
ganize a publicity campaign to inform the 
public of the risk of long-standing dysphagia. 
The first symptom of dysphagia requires a 
complete examination, since cancer may thus 
be diagnosed in time. 

In their opinion, operation as the sole treat¬ 
ment of cancer of the esophagus has partly 
failed. They propose a combined treatment of 
thoracotomy, dissection and isolation of the 
esophagus and the application of radium to 
the site of the tumor. 

Malenchini, M., and Resano, J. H.: Pha¬ 
ryngoesophageal Anterior Diverticulum. 

The authors continue their series of rare 
esophagopathies, with a report of Case 9 illus¬ 
trated with three roentgenograms. In this 
case a giant esophagus with papyraceous walls 
was present. Because of esophageal reflux, it 
corresponded neither with the picture of dila¬ 
tation of the esophagus nor with that of 
cardiospasm. For that reason they have called 
the condition “esophazopathy.” 
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Malenchini, M. and Resaho, J. H.; Con* 
genitally Long Esophagus. 

This is the tenth observation in the series 
of rare esophagopathies. They present briefly 
the clinical history of the case, in which roent¬ 
gen rays, during a routine examination of the 
digestive apparatus, revealed the anomaly. In 
caliber the esophagus was slightly above nor¬ 
mal. 

Malenchini, M., and Resano, J. H.: Sjiihi- 
lis of the Esophagus. 

The eleventh case in the authors* series of 
rare esophagopathies is that of a patient 27 
years old with serious esophageal troubles; 
roentgenographically there was multiple ste¬ 
nosis twelve years later, with three diverticu¬ 
lar formations. A close relation existed be¬ 
tween the patient’s esophageal trouble and the 
syphilis, suggesting a related cause. 

Malenchini, ISI., and Resano, J. H.: Narrow¬ 
ing of the Esophagus. 

The authors, continuing their series of rare 
esophagopathies with Observation 12, present 
the brief clinical histories of 2 patients on 
whom they performed respectively ablation of 
a mammary cancer and ablation of a pul¬ 
monary cancer. Some years later obstructive 
dysphagias appeared because of stenosis of the 
esophagus, apparently benign, from extramu- 
cous metastasis. 

Malenchini, M., and Resano, J. H.: Pharyn¬ 
goesophageal Anterior Diverticulum. 

Observation 13 in the authors’ series of rare 
esophagopathies was a case of pharyngo¬ 
esophageal anterior diverticulum. Roentgen 
data are presented. 

Malenchini, M., and Resano, J. H.: Pharyn¬ 
goesophageal Diverticulum with a Benign 
Tumor. 

In Observation 14 of the authors’ series of 
rare esophagopathies, a zenckerian diverticu¬ 
lum was associated with a benign tumor radi- 
ologically simulating a cancer of the cervical 
portion of the esophagus. 

Malenchini, M., and Resano, J. H.: Eso¬ 
phageal—Mediastinal Cutaneous Fistula by 
Pott’s Disease. 

In Obseiwation 15 of the authors’ series of 
rare esophagopathies a cutaneous fistula was 
associated with Pott’s disease. The clinical 
history is given. 


Malenchini, M., and Resano, J. H.: Nar¬ 
rowing of the Esophagus Associated with 
a Cutaneous Disease (Duhring’s Dermatitis). 

Observation 16 of the authors’ series of rare 
esophagopathies was a case characterized by 
benign narrowing of the esophagus associated 
with Duhring’s Dermatitis and dysphagia. 
The dysphagia disappeared after the esoph¬ 
agus was dilated. 

Malenchini, M., and Resano, J. H.; Spas¬ 
modic Stenosis of the Inferior Half of the 
Thoracic Portion of the Esophagus. 

In Observation 17 of the authors’ series of 
rare esophagopathies they noticed the roent¬ 
gen image of peptic inflammation of the esoph¬ 
agus, irreducible by medicinal treatment. This 
proved to be spasmodic stenosis of the inferior 
half of the thoracic part of the esophagus. 
The clinical history is given. 

Malenchini, M., and Resano, J. H.: Esoph- 
agopathy. 

In Obser\’ation 18 of the authors’ series of 
rare esophagopathies there was obstructive 
and painful dysphagia of fourteen years' du¬ 
ration, with a curious roentgen image of a 
dilated and funnel shaped esophagiLS, which, 
so far as they know, cannot be identified either 
as meganesophagus or ns the result of steno¬ 
sis of undetermined origin. Neither is it one 
of the several known types of congenital mal¬ 
formation. For this reason, while waiting for 
the results of anatomic tests, they classify it 
as “esophagopathy X, No. 21.” 

Malenchini, M., and Resano, J. H.: Retro- 
bifurcated Narrowing of a Congenitally 
Small Esophagus in nn Aged IMan. 

In Observation 19 of the series of rare 
esophagopathies, the clinical and roentgen 
picture w'as that of scirrhous carcinoma at the 
level of the tracheal bifurcation. Autopsy 
showed a peptic ulcer. The ectopic cardia w’as 
not, as is normal, at the level of the inferior 
pulmonary vein, but at that of the bifurcation. 

Malenchini, M., and Resano, J. H.: Nar¬ 
rowness of the Lower Third of the Esopha¬ 
gus Due to Metastatic Ganglion from a Pul- 
monarj* Cancer. 

Obstructive dysphagia of ten months’ dura¬ 
tion was present, with roentgen evidence of a 
cancer in the ectopic cardia of a patient with 
a small esophagus. Operatively, seen from the 
outside, the tumor was indistinguishable from 
the esophageal cancer. It is hav¬ 
ing the appearance of a gaseous Ith 
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cellules of fat, probably a metastasis from a 
pulmonary cancer. Clinical and roentgen study 
revealed the primary cancer in the right lung. 

Sonzini Astudillo, S.; Lavisse, J., and Sar- 
giotto, L. A.: Diaphragmatic Hernias. 

Five cases of diaphragmatic hernia ai*e re¬ 
ported, the patients being of both sexes. Their 
ages ranged from 10 to 63 years. In the first 
case the hernia was traumatic, and thei'e were 
neurologic symptoms that may be included 
among the dystrophies caused by axonal anti- 
di’omic stimulation. 

In every case the authors observed what 
Janes has so brilliantly set forth; Not one 
of the patients wanted to undergo phrenec- 
tomy, not even for surgical repair. They were 
treated by special diets, antacids and anti- 
spasmodics (atropine, belladonna, trasentine 
and nitroglycerin). None showed signs of 
coronary disease. Except for one patient all 
have survived although another, 63 years old, 
has remained for treatment. Both suffered 
from moderate hypochi'omic anemia. 

The first patient, 57 years old, went to a 
traumatologic service for consultation on loco¬ 
motor troubles and died of ventricular fibril¬ 
lation during an attack of acute pulmonary 
edema. In a third patient, 60 years old, there 
was perforation of the herniated portion of 
the stomach, followed by death from severe 
hemoptysis, hematemesis and melena. 

Valdano, S. O.: Diaphragmatic Congenital 
Hernias. 

Four cases of congenital diaphragmatic 
hernia diagnosed in the Maternity Institute of 
Cordoba in the past ten years are reported. 
Three of the hernias were discovered at au¬ 
topsy: the fourth, during life. 

The authors emphasize the importance of 
performing autopsy in doubtful cases, in or¬ 
der to protect the surgeon from unjustified 
criticism. The possibility of diagnosing the 
condition during life is also discussed. 

Le Cjiare, F.: The Tachydiagnosis of Sur¬ 
gical Bronchopulmonary Disease. 

Tachydiagnosis, a word whose paternity is 
attributed to Prof. Yodice, suggests to the 
doctor’s mind an opportune, early and accu¬ 
rate diagnosis on the basis of all the symptoms 
and signs of bronchopulmonar.v disease. The 
selection of the sj-mptom or symptoms de¬ 
pends on the clinician’s skill and experience. 
The author presents various arguments to 
show that patients with bronchopulmonary 


disease must be studied early to determine 
the proper treatment. 

He enumerates the most important stages 
of his own method. Diagnosis should be 
achieved in not more than ten or fifteen days, 
even in the worst circumstances. If other con¬ 
ditions can be eliminated, the clinician should 
suspect the presence of a medical or surgical 
pneumopathic condition. 

Pelliza, K. M.; Cerdell, H.: Mosquera, J. 
E.; Morcello, N. Y., and Grati, A. A.: Pneu¬ 
monectomy in the Child. 

The clinical history of a child 5 years old 
is presented to point out the security with 
which surgical problems of great importance 
in the child may be faced and to demonstrate 
the radical measures that must be taken for 
patients who, well oriented at the beginning 
of the disease, could have been cured or im¬ 
proved without a mutilating operation. Pneu¬ 
monectomy is an exceptional operation for a 
child, emploj'ed only when all other therapeutic 
methods have failed, and the final results jus¬ 
tify a discussion of better orientation in their 
treatment. 

The patient mentioned, four years after the 
operation, is in perfect condition without 
cough or expectoration and without limitation 
of his activities. 

Medici, F. A., and De Moro, E. R.: Extra- 
musculoperiosteal Pneumolysis and Filling 
with Polyethilene. 

The authors review the factors that have 
contributed to surgical collapse therapy for 
pulmonary tuberculosis and point out the 
physiopathologic basis for their preference of 
extramusculoperiosteal pneumoapicolysis over 
extrapleural pneumolysis. They describe the 
surgical technic of extramusculoperiosteal 
pneumoapicolysis and comment on the imme¬ 
diate results obtained in 62 operations per¬ 
formed on 57 patients from October 1952 to 
October 1953. 

Various factors have contributed to the suc¬ 
cess of surgical intervention for bilateral tu¬ 
berculosis. 

Velasco, R. N.: Bilateral Pulmonary Hyda- 
tidosis: Operation on Both Sides at One 
Time. 

The author describes a patient previou-sly 
operated on for hydatid cyst of the liver, in 
whom a hydatid cyst was later discovered 
in each lung. Owing to the patient’s state, he 
decided to operate on both sides at the same 
session. The operation is briefly described. 
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There were no inconveniences during or after 
the operation. Total pulmonary reexpansion 
was obtained from the first moment; there was 
very limited drainage during the first twenty- 
four hours, and as a precaution the tubes were 
left in place until the fourth day. 

Roger, V. N.: Lung Cancer. 

The author discusses the diagnosis and 
treatment of patients with lung cancer who 
could be benefited by surgical treatment. His 
article is based on the patients operated on in 
the Surgical Clinic Institute of the Clinicos 
Hospital of Buenos Aires. 

Special importance, from the anatomopath- 
ologic, clinical and clinicoraroentgenologic 
points of view, is given to a classification 
based on the locali 2 ation — central, or hilar, 
and peripheral, or extrahilar. The first type 
is located in the bronchus, producing early but 
not specific symptoms, since the lung and the 
bronchus react in the same way no matter 
what the cause of the irritation (dry or pro¬ 
ductive cough, mucus, mucopurulent discharge, 
hemopoietic sputum, incomplete obstruction 
with emphysema or complete obstruction with 
atelectasis, dyspnea, etc.). Seventy per cent 
of the bronchogenic cancers are hilar, for 
which reason they are within sight through 
the bronchoscope, and a good number of them 
are accessible to the biopsy forceps, by which 
means a sure preoperative diagnosis can be 
made. 

Peripheral cysts appear in a different form 
and are roentgenographically detected. The 
symptoms are vague and not characteristic, 
whether pulmonary or extrapulmonary. They 
originate in small bronchi of sufficient caliber 
to carry bloody secretions to the outside in 
the form of bloody sputum. At times they 
become evident while growing, because they 
touch the pleural surface, producing pain, ir¬ 
ritation and, in more advanced stages, parietal 
invasion. The involvement of the laryngeal 
nerve, with paralysis of the vocal cord or of 
the phrenic nerve with diaphragmatic paraly¬ 
sis, shows the mediastinal propagation. If the 
metastases are at a distance the symptoms arc 
extrapulmonary, except in the presence of the 
rheumatic syndrome or Bamberger-Marie’s 
disease, which is distinguished by pain and 
the “watch-glass” deformity of the nails. 

The radiologic aspects of all these conditions 
are analyzed. 

Galarce, J. A.; Soraz, J.; Muniz, and 
Sanchez Suarez, U.: Surgical Trcalmcnt of 
Pulmonary Tuberculosis. 


Operations for pulmonary tuberculosis are 
classified as (1) direct, (2) motionless, (3) 
collapsing and (4) radical. The authors de¬ 
scribe their methods and comment on their 
results. With cavernostomy they have ob¬ 
tained 78.95 per cent of successful results; 
with section of adhesions to open the thorax, 
71.41 per cent; with extrapleural pneumo¬ 
thorax, 50 per cent; with the filling operation 
performed with different materials, 41.37 per 
cent; with thoracoplasty, 85.61 per cent, and 
with ablations, 85.71 per cent. 

Medici, F. A., and De Moro, E. R.: The 
Treatment of Large Pulmonary Tuberculous 
Cavities in the Lower Lobes. 

The nature of the large cavity in the lower 
lobe of a lung in most cases contraindicates 
medical treatment or surgical collapse therapy. 

The diaphragmatic paralysis and the pneu¬ 
moperitoneum that eventually result in most 
cases contribute to the functional disharmony 
and prevent restoration of the lung to normal. 
Medium-sized or large cavities in the lower 
lobes, coexisting with a paralyzed hemidia- 
phragm, indicate ablation and are an abso¬ 
lute contraindication to cavernostomy. 

When it is necessary to supplement caver- 
nostomj' with collapse extramusculoperiostenl 
pneumolysis is indicated, followed by filling 
with plastic material. 

The authors state that in the treatment of 
large pulmonary tuberculous cavities, and 
cavities of the apexes of the inferior lobes, 
cavernostomy without thoracoplasty is the 
procedure of choice. 

Roger, N. V.: Hydatid Cyst of Liver with 
Thoracic Involvement; Bihiobronchial Fis¬ 
tula; Lobectomy; Cure. 

The author emphasizes the advantages of 
spinal anesthesia, which made it possible to 
operate on a patient in bad general condition, 
malnourished and with a chronic cough cau.s- 
ing suffocation crises, all of which contraindi¬ 
cated any form of general anesthesia. The 
combination employed (mylocainc, 1 per cent, 
with epinephrine in high continuous peridural 
injection between the tenth and eleventh dor¬ 
sal spaces) is a valuable re.source. 

In the author’s opinion, operation must be 
tried whenever there is any possibility of cure. 
In the case reported it was highly successful. 
Undertaken as a desperate attempt to save a 
life, it ended ns an ideal oner.sfinn. 

Rosenbaum, 
nese, A. R., ai 


525 




JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


OCTOBE“ 


Clinical, cardiologic and hemodynamic study 
will establish the surgical possibilities and 
permit objective and subjective evaluation of 
the patient’s condition during the immediate 
and distant postoperative course. 

The authors perform digital valvuloclasis 
with tracheal intubation, administering pento- 
thal-cj'clopropane ether or intravenous pro- 
caine-pentothal, according to the case. Opei'a- 
tive technic is described. The author’s data 
are based on operations performed on 16 pa¬ 
tients (12 women and 4 men). The following 
complications were encountered: 2 cases of 
phlebothrombosis of legs (1 with pulmonary 
embolism) ; 1 case of right bronchoalveolitis; 
1 case of operative circulatory cessation; 1 
cerebral embolism, and 1 left hemopleura due 
to the ill-controlled use of anticoagulants. 
Three patients died: 1 of postoperative cere¬ 
bral embolism on the sixth day, 1 of left hemo¬ 
pleura and acute anemia and 1 of operative 
circulatory cessation. Of the 13 remaining, 4 
have partly recovered, 7 have recovered, 1 is 
established and the rest remain under obser¬ 
vation. 

Defilippo, R. A., and Zarlenga, E. A.: Duc¬ 
tal Adenomas of the Mammary Gland: 
Clinicopathologic Considerations. 

Ductal adenomas are typical benign neo¬ 
formations, which, nevertheless, may tend to 
become malignant. For this reason they must 
be carefully studied from the histopathologic 
point of view. 

The surgical patient must be closely 
watched for the possible spread of the lesion 
into other ducts. 

The chief symptom in most cases is sero- 
bacterial or hematic secretion; the other 
symptoms are inconstant. Treatment of the 
ductal adenoma is surgical e.xtirpation. 
Biopsy should be carried out bj^ frozen sec¬ 
tion. If there is malignant degeneration, 
radical mastectomj' should be performed. 

Pure Pulmonary Stenosis: Successful Re¬ 
sult of Valvulotomy in Eight Months After 
the Operation. 

The result of valvulotomy in a case of pure 
stenosis of the pulmonary valve is described. 
The patient was a boy 11 years old, with a 


considerable cardiac enlargement, si 
cardiac inadequacy, intense dyspnea 
moderate cyanosis. Roentgen films take 
and five months after the operation si 
important and progressive reduction c 
size of the heart. Eight months afte 
operation the patient had a functional c 
ity of 1 degree. 

Brea, M.: Surgical Treatment of Ci 
Disease. 

Recent progress in the cardiovas 
surgical field is so extraordinary, ani 
succeeded in the management of so 
diseases, that the author does not atten 
recount them but only to give a pano 
view of all that can be surgically treate 
some of them the results can be callec 
nite and considerable acquisitions ti 
field, but most of them are still in the e: 
mental stage. 

Among the diseases analyzed are p 
tence of the arteriovenous duct, limii 
of the aorta, Fallot’s tetralogy, interauri 
communication, mitral stenosis and coni 
tive pericarditis. Each is thoroughly ana 
and the operative possibilities explained 
results obtained by the author and 
surgeons are included. 

Taiana, J. A.; Sceippati, E., and Levs 
Mitral Stenosis: Surgical Va 1 v u 1 o c 1 
Treatment in 16 Cases. 

Mitral stenosis is the most common s 
of chronic rheumatic carditis, adaptin; 
organism itself to the pathologic situati 
modifications of the hemodynamics ai 
the pulmonary and cardiac texture. The 
dition evolves progressively over long pe 
during which the symptoms appear 1 
stable under treatment with cardiotonici 
diuretics. 

Anatomopathologic studies of the n 
valve have demonstrated the relative be: 
that may be expected from operation ii 
vanced stages of the disease. Most au 
agree that operation is contraindicate 
Harken’s groups I and IV. The rheui 
activity and the grave valvular lesion; 
sociated therewith are the least disci 
contraindications. 



Sljf iDuntal at llff 
IntErnatinnal (UnUfgE of durgEona 

Founded in Geneva, Switzerland, 1935 - Incorporated in Washington, D. C., 1940 


Ediior-ln>Chief 

Max Thokek, M.D., Sc.D., LL.D., F.B.C.S., F.I.C.S., F.P.C.S. (Hon.), F.R.S.M. 
Associate Editor 

Philip Thorek, M.D., F.A.C.S., F.I.C.S. 

Consultinir Editor 

Morris Fishbein, M.B., F.LC.S. (Hon.) 

Assistant Editor 
Dorothy Langley 

Production 
Connie Adams 

Publication Committee 

Francisco Grana, M.D., Chairman Max Thorek, M.D., Editor-in-chief 

Rudolph Nissen, M.D. Arnold S. Jackson, M.D. 

Henry W. Meyerding, M.D. Edward L. Compere, M.D. 

Summary Editors 

Dr. Manuel A. Manzanilla, Jr., Mexico, D.F. Dr. Fritz Rothbart, Chicago 

Spanish German 

Dr. Virgilio Alves de Carvalho Pinto, Dr. Antonello Franchini and 
Sao Paulo Dr. Martin Mini, Bologna 

Portuguese Italian 

Dr. Hans Bonin, Chicago 
French 

News Editors 

Associate Secretaries —^Various Countries 


CONTENTS—NOVEMBER, 1955 


Geneva Articles 

Surgery of the Abdominal Aorta: Technic and Pitfalls. 527 

Eugene L. Lowenherg, M.D., F.A.C.S., F.I.C.S., and Jamen S, Berger, M.D., F.A.C.S., 

Norfolk, Virginia 

Advance in the Use of Blood Fractions in Surgery.. ... '*^^•12 

Ross T. Meintire, M.D., F.I.CS. (Hon.), Chicago, Illinois 

The Modern Surgical Treatment of Renal Tuberculosis. 

Robert Gutierrez, M.D., D.A,B., F.A.C.S., F.I.CS., Netc York City, Neio York 






Medicolegal Aspects of Carcinoma of the Urinary Tract. 562 

Leonard Paul Wershub, M.D., D.A.B., F.A.C.S., F.I.C.S., New York City, New York 

Obligations in the Consideration of Meloplastics. 567 

Albert D. Davis, M.D., F.A.C.S., F.I.C.S., San Fj'ancisco, California 

The Present Status of the Treatment of Peptic Ulcer . 572 

Ulysses Grant Dailey, M.D., F.A.C.S., F.I.C.S., Chicago, Illinois 

Ground Substance and Surgical Diseases of Connective Tissue. 580 

Sidney Vernon, M.D., F.A.C.S., F.I.C.S., Willimantic, Connecticut 

Primary Cholesteatoma of the Ear. 58G 

Walter H. Dane, M.D., D.A.B., F.I.C.S., Albuquerque, New Mexicof 

Other Original Articles 

Surgical Treatment of Mitral Stenosis. 595 

Lanwence Miscall, M.D., F.A.C.S., Richard B. Nolan, M.D., Emanuel Kalina, M.D., and 
Keith 0. Guthrie, M.D., Neiv York City, Neic York 

Chordotomy for Parkinsonian Tremor. 609 

Leslie C. Oliver, M.B., B.S., F.R.C.S., F.I.C.S., London, England 

Treatment of Problem Fractures of the Vertebrae . 613 

Otho C. Hudson, B.S., M.D., F.A.C.S., F.I.C.S., Hempstead, New Yoi'k 

Care of Simple and Compound Facial Injuries ... 619 

Gerald Browm O'Connor, M.D., F.A.C.S., F.I.C.S., and Mar W. McGregor, M.D., 

San Francisco, California 

Tumor in an Undescended Testicle: Intra-Abdominal Seminoma with Necrosis 

and Hemorrhage . 625 

Israel Edelstein, M.D., Quincy, Massachusetts 

Fractional Pneumoencephalographic Study in the Pi-esence of Intracranial Tumors.. 630 

Esteban D. Rocca, M.D., F.I.C.S., and Eliseo Monteagudo, M.D., Lima, Pem 

Section on Ophthalmology and Otorhinolaryngology 

Recent Trends in Otology: Surgical Fenestrations. C41 

George E. Shambaugh Jr., M.D., F.I.C.S., Chicago, Illinois 

Editorials 

Surgery and Color Television. 

Alfred N. Goldsmith, Ph.D., Sc.D., F.I.C.S. (Hon.), New York City, Ne7u York 

Herbert Acuff, M.D., F.A.C.S.. F.I.C.S. G52 

New Books. 

Adstr.acts from Current Liter.ature. 

tDeceased. 





















FOUNDED BY DR. MAX THOREK 


®l}f Snurnal of tljE 
International College of ^urgeonef 

Founded in Geneva, Switzerland, 1935 - Incorporated in Washington, D. C., 1940 


Vol. XXIV 


NOVEMBER, 1955 


No. 5 


Geneva Articles 

(Pp. 527-595) 


Surgery of the Abdominal Aorta: 
Technic and Pitfalls 


EUGENE L. LOWENBERG, M.D., F.A.C.S., F.I.C.S., and 
JAMES S. BEPvGER, M.D., F.A.C.S. 

NORFOLK, VIRGINIA 


T his paper discusses thromboendarte- 
rectomy and resection of the aorta 
and its bifurcation, with replacement 
by an aortic homograft or a plastic pros¬ 
thesis as applied in cases of Leriche’s syn¬ 
drome and aortic abdominal aneurysm. 
Emphasis is placed on operative technic 
and its attendant pitfalls. 

The senior author’s active interest in 
the surgical treatment of the abdominal 
aorta dates back to 1948, when a 49-year- 
old Negro with a large abdominal aortic 
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aneurysm was admitted to the peripheral 
vascular disease service of Norfolk Gen¬ 
eral Ho.spital. Two methods of treatment 
were in vogue at the time: (1) wiring and 
electrothermic coagulation, and (2) cello¬ 
phanewrapping. Impressed with the prin¬ 
ciple of cellophane wrapping and reason¬ 
ing that a "cutis graft" would do as well 
or better, the senior author wrapped this 
aortic aneurysm with a "cutis graft," Two 
cases of aneurysm so treated were the sub¬ 
ject of a paper published in 1950, entitled 
"Aneury.sm of the Abdominal Aorta: Re¬ 
port of Two Cases Treated by Cutis Graft¬ 
ing."* Similar treatment was employed in 
3 additional cases shortly thereafter. 
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The results of “cutis grafting” of ab¬ 
dominal aortic aneurysms were most en¬ 
couraging. The method seemed to rein¬ 
force effectively the weakened aneurysmal 
sac and to delay the calamity that usuallj’^ 
awaits the patient, i.e., rupture of the sac 
followed by death. The aneurysms became 
less pulsatile, firmer and smaller. The pa¬ 
tients’ symptoms were alleviated. The 
first patient died, approximately four 
months after the operation, the evident 
cause of death being a posterior rupture of 
the aneurysm where it was uncovered by 
cutis. The second patient was markedly 
improved and rehabilitated after “cutis 
grafting” and remained in good health 
until he died of a cerebral accident three 
years later. The third patient was initially 
improved, but the aneurysmal sac began to 
dilate about two years after the operation. 
The aneurysm was resected and a homo¬ 
graft inserted. One patient was lost to 
follow-up. The last in a series of 5 is liv¬ 
ing and well at the time of writing, two 
years after “cutis grafting” of his aneu¬ 
rysm. 

When Oudot- first described resection of 
the abdominal aorta and its replacement 
with a homograft for thrombotic occlusion 
and Dubost^ first used a gi’aft for recon¬ 
struction after excision of an abdominal 
aortic aneurj’^sm, we were quick to realize 
that a rational approach to surgical treat¬ 
ment of the abdominal aorta had been de¬ 
vised. 

Although our experience in operating on 
the abdominal aorta and its bifurcation 
has not been numerically large, it has been 
illuminating, and we hope that presenta¬ 
tion of some of the problems we encoun¬ 
tered and the mistakes we made will aid 
those who are embarking on work in this 
new field. The accompanying table sum¬ 
marizes our experience in 14 cases of 
thrombosis or aneurysm of the abdominal 
aorta treated surgically. 

In some of the early cases operation was 


attempted when there were obvious signs 
of ischemia in the extremity, due to pe¬ 
ripheral arteriosclerosis obliterans. Poor 
results were to be expected. 

The patients in cases 6 and 7 of Leriche’s 
syndrome, treated by thromboendarterec- 
tomy and kept on anticoagulant therapy 
have been remarkably well. The 1 patient 
who underwent aortic resection and homo¬ 
grafting for Leriche’s syndrome was back 
at work until a cerebral accident occurred, 
six months after the operation. Two pa¬ 
tients with large fusiform arteriosclerotic 
aortic aneurysms treated by resection and 
aortic homografting have remained in ex¬ 
cellent health. Both patients with ruptured 
aortic abdominal aneurysm were lost. 

The technic to be described has evolved 
from a limited personal experience and a 
careful study of the contributions of 
Oudot,- Dubost,® DeBakey, Cooley and 
Creech,^ Bahnson,® Julian and his co¬ 
workers,® Freeman and his associates," 
Wylie and Gardener® and Blakemore and 
his collaborators.® 

Technic.—Preoperative Care: We are 
dealing with patients in the old age group 
who are to undergo major operations. The 
cooperation of an internist is necessary to 
evaluate the cardiac status and general 
health of the patient. The preoperative 
work-up includes an electrocardiogram, a 
roentgenogram of the chest, renal function 
tests and determination of the values for 
blood nonprotein nitrogen, sugar and cho¬ 
lesterol. Oscillometric readings should be 
taken of the extremities and the status of 
the extremity pulses noted. The patient 
must go to operation prepared for a long 
and shocking procedure. Malnutrition and 
chronic preoperative shock should be pre¬ 
sumed to exist. Blood transfusions, paren¬ 
teral vitamin therapy and a high protein 
diet for several days prior to operation are 
in order. When the aneurysm has already 
ruptured a surgical emergency certainly 
exists, but an effort should be made to re- 
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store the patient’s blood volume and to 
bring him into the best possible shape be¬ 
fore rushing him to the operating room. 
Wangensteen suction for twenty-four 
hours prior to the operation will facilitate 
packing off the small bowel. Seven pints 
of blood should be available for the oper¬ 
ating procedure. Preoperative sedation 
should be mild, as these patients tolerate 
narcotics poorly. The need of bedside ox}’- 
gen and a special nurse for the patient’s 
return to his room should be anticipated. 

Anesthesia: Intratracheal anesthesia is 
administered by an anesthesiologist espe¬ 
cially trained for the purpose. Two veins 
are cannulated, one for the rapid admin¬ 
istration of blood under pressure. We have 
had a limited experience with hypotensive 
anesthesia with the drug arfonad. The 
blood pressure is dropped as the aorta is 
cross-clamped. This seems to lessen the 
tendency of the occlusive clamp to fracture 
the fragile aortic wall. There has been 
some difficulty in getting the patient to 
breathe “on his own" after the use of 
arfonad, but its use has seemed worth 
while. The hypotensive effect is limited to 
a short interval, as it is important that the 
blood pressure be up when the aortic clamp 
is removed and at the close of the oper¬ 
ating procedure. One wishes a vigorous 
flow of blood to pass through the graft. 
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Furthermore, one wishes to detect any 
areas of bleeding temporarily obscured 
while the aorta is cross-clamped and while 
the patient is in the hj^potensive state. 

If a lumbar sjunpathectomy has not 
been performed previously and is planned 
for the present operation, kidney rests are 
placed on either side of the lumbar region 
so that the table can be tilted to facilitate 
the sympathectomy. 

Incision: We prefer a transperitoneal 
approach. A left paramedian incision is 
made from the xj-phoid to the pubis. As in 
most instances, the larger the incision the 
better the exposure, and this is true espe- 
ciallj- in aortic surgical procedures. 

Exploration: A complete exploration of 
the abdominal contents is carried out as 
soon as the abdomen is opened, to discover 
or eliminate other abdominal pathologic 
conditions. In Case 2 a gallbladder filled 
with stones was noted, and a cholecystec¬ 
tomy was carried out in addition to the 
aortectomy and homograft. 

Exposure: The small intestine is packed 
off to the right, the transverse colon supe¬ 
riorly and the sigmoid colon to the left. 
Numerous lap pads are necessary, and 
special attention should be paid to the ce¬ 
cum, the descending colon and the sigmoid 
colon. Denver retractors are most efficient 




1. 2. 3. 

Fir. 1.—Aortectomy and homograft for thrombosis of aorta. 1, thrombosed are.-! 
sectioned above; thromboendartcrectomy of the short occluded upper aortic cull 
homograft inserted; i, aortic and left iliac anastomoses completed and bl 
right iliac anastomosis is begun. 
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Fie. 2.—Aneurysmectomy and homograft. 1, in¬ 
cision of posterior peritoneum to either side of the 
aneurvsm; 2. aorta cross-clamped above and iliac 
arteries below; inferior mesenteric artery ligated 
and divided: 2. anterior aspect of aneurj’sm in¬ 
cised and clotted contents evacuated; 4, anterior 
and lateral walls of aneurysmal sac excised; 5. 
aorta sectioned above and iliacs below; most of 
posterior wall dissected from vena cava and ex¬ 
cised; C. homograft inserted and anastomoses 
begun. 

in maintainingr the lap pads in place. Ad¬ 
ditional surgical assistants help consider¬ 
ably. The time taken for good exposure of 
the posterior peritoneum pays big divi¬ 
dends. When it has been impossible to 
pack on the small bowel and the abdominal 
cavity, we have resorted to the maneuver 
of the late Frank Lahey. e.xteriorizing the 
intestines in a Davol rubber intestinal bag. 


Attention is now turned toward the aneu¬ 
rysm or the thrombotic aorta. A decision 
should not be made at this point against 
resection on the basis of extensive patho¬ 
logic change or extension of the lesion to 
the renal vessel level; for, in almost every 
incidence, by maneuvers to be described, 
such as downward traction of the aneu¬ 
rysm. upper traction on the left renal vein, 
freeing of the short aortic cuff above the 
lesion from the prevertebral fascia or 
thromboendarterectomy of the short aortic 
cuff, sufficient stump can be secured for 
cross-clamping of the aorta. 

Incision of the Posterior Peritoneum: 
This begins in the midline of the pelvic 
cavity, below the aortic bifurcation. In the 
presence of aortic thrombosis it extends 
upward just to the left of the aorta, to and 
through the ligament of Treitz. One can 
usually dissect the peritoneum freely on 
either side, avoiding the ureter on the left 
and hugging the root of the mesentery on 
the right. In aneurysmectomy no attempt 
is made to free the peritoneum from the 
anterior wall of the aneurysm. The in¬ 
cision of the posterior peritoneum in these 
cases consists of two limbs. The left limb 
hugs the border of the aneurysm; the right 
limb ascends from the pelvis along the 
I'ight side of the aneurysm to the root of 
the mesentery, just under the duodenum. 

The Upper Dissection: The upper dis¬ 
section has three purposes: first, to expose 
the aorta below and above the renal ves¬ 
sels: second, to determine whether the le¬ 
sion is resectable, and third, to gain control 
of the aortic flow above the lesion. Expo¬ 
sure of the aorta above the renal vessel 
level may be life-saving. In 1 of our cases 
the Craaford clamp caused a slight rent 
in the aorta immediately below the renal 
vessels. Temporary placement of the clamp 
above the renal vessels permitted suture of 
this rent and saved the situation. The oc¬ 
clusive clamp above the renal vessel was 
in place almost half an hour, but the pa- 
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tient had a relatively uneventful convales¬ 
cence. Postoperatively the nonprotein 
nitrogen level rose considerably, but was 
reduced by intensive medical treatment. 

Exposure of the aorta at the renal level 
is facilitated by free division of the liga¬ 
ment of Treitz, a centimeter or more of 
peritoneal border being left for future 
closure of the posterior peritoneum. By 
reflection of the jejunum and the third 
portion of the duodenum upward and to 
the right, the root of the mesentery and 
the superior mesentery vessels are pushed 
to the right out of the field. 

Freeing the duodenum is a delicate step. 
In 1 of our cases, in which a *‘cutis graft” 
had been done previously, the duodenum 
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was so adherent to the aneurysm that it 
was torn twice during its dissection. As 
soon as possible, blunt dissection is begun 
on the proximal aorta in the correct cleav¬ 
age plane, directly on the aortic wall. This 
is best begun to the left of the aorta or 
over the anterior wall of the aorta, just 
above the upper limit of the lesion. Care¬ 
ful attention is necessary, during this pro¬ 
cedure, to avoid injuring the left renal vein 
as it crosses the aorta. It is obscured by 
a layer of fat and fibrous tissue. The renal 
vein may be freed from the underlying 
aorta and pulled upward with a traction 
tape. In Case 13 the renal vein was torn 
by a Deavor retractor, and considerable 
time was lost in suturing the rent. As the 



Ffp. 3.—Thromboend.nrtercctomy for thrombosis of the aort.n. 1, skin inci.^ion; S, 
ci«ion through posterior peritoneum; J, clnmps placed to control hlood flow; 4, i 
terior wnll of aorta; 5, thromboenflarterectomy; C, suture of anterior aortic 
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dissection continues to the right of the 
upper portion of the aorta, care should 
be taken not to injure the vena cava. 
Fortunately, the greatest point of sepa¬ 
ration of these two vessels is here. 
using the thumb and forefinger and a 
pinching maneuver, it is usually now 
possible to separate the posterior wall 
of the aorta from the prevertebral 
fascia and finally to pass the index finger 
completely around the aorta. A large 
kidne}”^ pedicle clamp is now passed under 
the aorta from right to left in the narrow 
freed zone between the renal vessels above 
and the lesion below. In passing this 
clamp, care is taken to avoid injury to 
the posteriorly placed lumbar veins and 
arteries. An umbilical tape is pulled 
through and around the aorta for control 
of bleeding in case of emergency. Blunt 
dissection of the aorta is continued from 
the level of the renal vessel downward 
toward the lesion in an effort to mobilize 
several additional centimeters of the aorta 
to provide room for the occlusive clamp 
and a cuff for section of the aorta and the 
placement of a graft. A Kit dissector 
works well for this purpose, staying close 
to the aortic wall. Sharp dissection may 
be necessaiy on the vena cava side keep¬ 
ing the wall of the vena cava in view at 
all times. 

A Craaford or Satinsky clamp is now 
placed (but not closed) about the upper 
portion of the aorta from right to left, 
just below the umbilical tape marker. The 
convexity of the clamp is placed cephalad 
so as to curve the clamp below the renal 
vessels. We prefer horizontal placement 
of the occlusive clamps. In 1 of our cases 
the posterior portion of the aortic cuff 
.slipped out of the clamp, and reclamping 
was difficult with the vertically placed 
clamp against the vertebral column. The 
occlusive clamp is not tightened until the 
other steps ancillary to the resection are 
completed. One usually has to be satisfied 


with a miserably short cuff, but if a centi¬ 
meter is available, resection should be con¬ 
sidered feasible. Twice we have felt the 
case was inoperable only to obtain suffi¬ 
cient cuff for resection after further 
dissection. 

Preparation of the Homograft: As soon 
as the upper dissection is completed and 
the decision has been reached to perforin 
aortic resection and graft replacement, 
preparation of the graft is begun. It is 
preferable to have an additional sterile 
table set up for this purpose. Most of our 
grafts have been preserved by quick-freeze 
fi*eeze-drying and arrive in the operating 
room in a large pyrex tube. For aneurys¬ 
mectomy of the aorta a thoracic graft is 
selected, for it is large and is apt to have 
the needed diameter. Otherwise an aor¬ 
tic bifurcation graft is used. The pyrex 
tube containing the graft is placed in a 
solution of aqueous zephirin 1:1,000 for 
thirty minutes. The graft is then removed 
and soaked in a saline-streptomycin-penicil¬ 
lin solution for an hour (1 Gm. of strepto¬ 
mycin and 1,000,000 units of penicillin in 
1 liter of solution). The graft is then 
placed on a towel moistened with saline 
solution, and all the branches are ligated 
with No. 000 silk, flush with the aortic 
wall. This usually involves tying the lum¬ 
bar, the inferior mesenteric and the 
middle sacral arteries. The graft is tested 
carefulh'- for leaks by closing one end and 
forcing saline solution into the other end 
with an aseptosyringe. Leaks may be re¬ 
paired with silk mattress sutures through 
the adventitia or by suturing on a .small 
njdon patch. 

We continue to prefer to replace the 
aorta with a banked homograft rather 
than a cloth prosthesis, although we al¬ 
ways have the latter on hand in case of an 
emergency. The homografts suture well, 
are readily amenable to tailoring and 
bend nicely into the pelvis. 

The Left Lateral Dissection: In cases 
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of thrombosis of the aorta this presents 
no problem. With large aortic aneurysms, 
all exposure may be difficult. The dissec¬ 
tion stays close to the aneurysmal wall 
until the peritoneum is freed from the left 
wall of the mass above and below the 
inferior mesenteric artery. The ureter 
should be early identified and retracted 
with an umbilical tape. Care must be 
taken not to injure the inferior mesenteric 
vein, which courses along the left border 
of the posterior peritoneal flap. In 1 of 
our cases this vessel was divided to gain 
exposure, and it was our subsequent con¬ 
clusion that this led to mesenteric throm¬ 
bosis and delayed gangrene of the sigmoid. 

The inferior mesenteric artery may or 
may not be thrombosed. It is clamped, 
divided and ligated close to the aorta, so 
that the collateral circulation through the 
arcade is not interfered with. The blood 
supply of the sigmoid and descending 
colon is now dependent upon branches 
from the middle colic and internal iliac 
arteries through the middle hemorrhoidal. 
Should the sigmoid and descending colon 
show evidence of disturbed blood supply, 
a loop colostomy, with exteriorization of 
the questionable bowel, or bowel resection 
should be done along with the aortic pro¬ 
cedure, or consideration should be given 
to anastomosing the end of the artery to 
the side of the new aorta. In 1 of our pa¬ 
tients (previously referred to) the sig¬ 
moid colon appeared dark and of question¬ 
able viability. Prior to closure of the ab¬ 
domen, after replacement of the aorta with 
a nylon prosthesis, the bowel continued to 
be dusky, but it was thought that it would 
regain complete viability. The abdomen 
was closed without exteriorization of the 
questionable portion of the sigmoid. Post- 
operatively the patient continued to com¬ 
plain of pain and tenderness in the left 
lower abdominal quadrant. As he had a 
number of stools, however, and had an 
afebrile course except for one spike of 
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temperature to 102 F., reexploration was 
not done. The sutures were removed on 
the eleventh postoperative day, whereupon 
evisceration immediately took place. The 
patient was taken to the operating room. 
A brief exploration of the abdominal con¬ 
tents was made. Feces were present in 
the abdominal cavity. The proximal sig¬ 
moid colon was nonexistent and the de¬ 
scending colon gangrenous. The latter was 
resected and a transverse colostomy done. 
The distal sigmoid was brought out as a 
mucous fistula. The abdomen was resu¬ 
tured with through-and-through inter¬ 
rupted steel wire. The cause of the mesen¬ 
teric thrombosis in this case may have 
well been venous, i.e., due to section of the 
inferior mesenteric vein — for its evolu¬ 
tion was greatly delayed. DeBakey and 
his associates referred to a case of sigmoid 
gangrene attributed to ligation of the in¬ 
ferior mesenteric artery. 

The Lower Dissection: The peritoneal 
flaps are dissected back to expose the 
aortic bifurcation and iliac vessels over the 
entire length. The ureters are reidentified 
on either side. Loose areolar tissue on 
top of the iliac arteries is divided. The 
dissection continues close to the arterial 
wall, to expose the vessels anteriorly; to 
either side and deep into the pelvis until 
relatively normal arteries are encountered. 
The site of the future section of the iliacs 
is chosen. This will depend on the exi.st- 
ing pathologic conditions. A site ju.st 
cephalaci to the iliac bifurcation enable.s 
one to arterialize both external and iliac 
arteries with one anastomosis. The in¬ 
ternal iliacs may be thrombosed and, if 
so, may be disregarded. But if they are 
patent and the common iliac mu.st be sacri¬ 
ficed because of occlusion or dilatation, an 
iliac bifurcation graft should be used and 
a double anastomosis performed at this 
site, one to the e.xtcrnal iliac artery and 
one to the hypogast ’ r " . / 

At least 2 cm. 
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Data in li Cases of Aneurysm of the Abdominal Portion of the Aorta, Treated Stirgically 


Case 

Diagnosis 

Treatment 

Result 

Comment 

1 

Leriche’s sjTidrome 

Aortic and iliac 

thromboendar- 

terectomy 

Lost one limb 

Failure due to peripheral 
rteriosclerosis with ad¬ 
vanced ischemia of the leg 
prior to operation 

2 

Leriche’s syndrome 

Bilateral lumbar 
sympathectomy 

Unimproved 

Another case of peripheral 
arteriosclerosis obliterans 
with advanced peripheral 
ischemia. Thromboendar- 
terectomy was subse¬ 
quently performed at Duke 
Hospital. Patient lost one 
limb and died 6 months 
after second operation 

3 

Leriche’s syndrome 

Bilateral lumbar 
sympathectomy 

SjTnptomatically 

improved 

Patient refuses resection of 
aorta and graft 

4 

Iliac thrombosis 

Left lumbar 
sympathectomy, 
iliac and femoral 
thromboendar- 
terectomy 

Lost one limb 

A long thromboendar- 
terectomy failed as in hind¬ 
sight was to be expected; 
a long graft would have 
been better 

5 

Leriche’s syndrome 

Bilateral high 
lumbar sympa¬ 
thectomy 

Symptomatically 

improved 

Patient living and rela¬ 
tively well 3 years after 
operation 

G 

Leriche’s syndrome 

Bilateral lumbar 
sympathectomy; 
subsequent aortic 
and iliac thrombo- 
endarterectomy 

Marked improve¬ 
ment; has bilateral 
popliteal pulsations 

At work 8 months after 
operation; is on perennial 
anticoagulant therapy 

7 

Leriche’s syndrome 

Lumbar sympa¬ 
thectomy; aortic and 
iliac thromboendar- 
terectomy, 1 stage 

Marked improvement 

At work 8 months after 
operation; has a right 
dorsalis pedis pulsation 
and left popliteal artei’y 
pulsation; is also on peren¬ 
nial anticoagulant therapy 

8 

Leriche’s syndrome 

Lumbar sympa¬ 
thectomy; subsequent 
aortic resection 
and homopraft 

Marked improvement 

Surgery resulted in bi¬ 
lateral dorsalis pedis pul¬ 
sations; patient died of 
cerebral thrombosis G 
months after operation 

'» 

Iliac thrombosis 

Left iliac thrombo- 
endarterectomy 

Marked improvement 

Restoration of left dorsalis 
pedis pulsation; improve¬ 
ment maintained 6 months 
after operation 

10 

Larpe fusiform 
arteriosclerotic 
abdominal aorta 

Resection and resto¬ 
ration with aortic 
homograft 

Marked improvement 

Patient at work and im¬ 
proved mentally and physi¬ 
cally 9 months after 
operation 

11 

Larpe fusiform 
arteriosclerotic 
aneurysm of the 
abdominal aorta 

Resection and 
aortic homopraft 

Marked improvement 

Improvement maintained 8 
months after operation 

12 

Larpe arteriosclerotic 
abdominal aneurysm; 
Ruptured 24 hours 
prior to operation 

Aortic resection 
and nylon praft 

Died 11 days after 
operation 

Gangrene of the sigmoid 
and evisceration 
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13 Large ruptured 
aortic abdominal 
aneurysm; Ruptured 

5 days prior to 
operation 

Resection and 
homograft 

Died immediately 
after operation 

Patient in extremis at 
time of operation; died of 
surgical shock; left renal 
vein injured during 
operation 

14 Secondary dilatation 
of an arterio¬ 
sclerotic aortic 
abdominal aneurysm; 
“cutis grafting” 
done 2 years 
previously 

Resection and 
homograft 

Died 48 hours after 
operation 

Patient died of postoper¬ 
ative hemorrhage from the 
omentum 


of section of the iliac artery, preparations 
are made for the application of an occlu¬ 
sive clamp. The thin fibrous tissue bind¬ 
ing the artery and vein is divided sharply 
at the posterior border of the artery. The 
artery is raised with a smooth forceps or 
Babcock clamp and freed from the under¬ 
lying vein. At the common iliac bifurca¬ 
tion level, it may be advisable to identify 
and divide the iliolumbar artery, which 
binds the vessels to the posterior struc¬ 
tures at this site; othet^vise this vessel 
may be torn as the iliac artery is elevated 
for the anastomosis. An umbilical tape is 
placed about the artery and then a straight 
Potts ductus clamp. 

Freeing of the iliac arteries then pro¬ 
ceeds cautiously. There are two steps in 
the lower dissection in which extreme 
care is necessary to prevent tearing the 
adjacent vein: (1) separation of the left 
common iliac vessels and (2) separation of 
the aortic bifurcation from the under¬ 
lying left common iliac vein. A thorough 
knowledge of the vascular relations of this 
area is essential. The large left common 
iliac vein ascends mesial to the iliac artery 
and practically fills the aortic bifurcation 
space. The actual bifurcation of the vena 
cava is overridden and hidden by the 
upper portion of the right common iliac 
artery. The right external iliac vein is 
mesial to the corresponding artery deep 
in the pelvis. It ascends under the bifur¬ 
cation of the iliac artery to attain a posi¬ 
tion lateral to the artery as it enters the 
vena cava. In our first resection for aortic 


aneurysm a large rent was made in the left 
iliac vein during an attempt to mobilize the 
corresponding artery. It required forty- 
five minutes and 2 additional pints of 
blood to get out of this complication. The 
bleeding was finally controlled only bj’ 
passing two Figure 8 sutures around the 
vein wall and through the pelvic perio¬ 
steum. There was some postoperative leg 
edema, which cleared within a few months 
after the operation. 

The Right Lateral Dissection: This pre¬ 
sents no special problem in cases of aortic 
thrombosis. In these cases the vena cava 
can be well visualized and the cleavage 
plane between it and the aorta developed 
sharply. With large aneurysms the vena 
cava is hidden from view. The right la¬ 
teral dissection is deferred until the aorta 
is cross-clamped above and the iliac vessels 
cross-clamped below. Dissection of the 
aneurysmal wall from the vena cava is 
then done from below upward and from 
above downward, with cautious use of 
sharp dissection and retraction of the 
aneurj^smal sac to the left. When the aneu¬ 
rysm is very large it is incised, its contents 
removed and most of the sac excised in 
order to facilitate exposure of the vena 
cava and its dissection. 

Lumbar Sympathectomii: In our opin¬ 
ion, a lumbar sympathectomy is a valuable 
procedure in aortic surgery. It reduces 
peripheral vascular spasm and increases 
the peripheral vascular bed. If it has not 
been done previously, it may be performed 
at this stage of the operation, particularly 
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if the operation is being performed for 
aortic thi'ombosis. Tilting the table first 
to one side and then the other helps con¬ 
siderably. The left lumbar sympathetic 
chain is readilj* removed under direct 
vision. Removal of the right sympathetic 
chain requires displacement of the vena 
cava to the left. A rapid right lumbar 
sympathectomy through a separate mus¬ 
cle-splitting reti'operitoneal incision at the 
outset of the operation might well be con¬ 
sidered. 

Regional Heparinization: All authors 
refer to the tendency of the blood to clot 
proximal and distal to the occlusive clamp 
on the aorta and iliac arteries. In oper¬ 
ating for aortic thrombosis we have pre¬ 
ferred to insert a polyethylene tube through 
an 18-gauge thin-walled needle into the 
aorta above the occlusive clamp. The plas¬ 
tic tube is connected to an overhead pres¬ 
surized fiask containing 100 mg. of hep¬ 
arin in 500 cc. of o per cent dextrose solu¬ 
tion. This not only permits regional hep¬ 
arinization proximal to the occlusive clamp 
during the operation but provides heparin¬ 
ized blood that Avill descend the vascular 
system after the gi'afting procedure is 
completed and the occlusive clamps 
removed. A similar procedure can be 
used for the iliac arteries, but as a rule 
we simply insert the polyethylene tube 
into the open end of each iliac artery 
and inject heparin solution manually 
from time to time. In aneurysmectomy 
we follow DeBakey and Bahnson’s sug¬ 
gestions. injecting 10 mg. of heparin 
Into each iliac artery and into the 
aneurysmal sac just prior to closing the 
aorta with the occlusive clamp. Heparin 
solution may be used in another manner, 
as suggested by Warren; the graft may be 
filled with heparin solution and the solu¬ 
tion trapped in with bulldog clamps until 
the anastomosis is completed and the oc¬ 
clusive clamps removed. TS e have not em¬ 
ployed regional heparinization postopera¬ 


tively as suggested by Freeman, but in 
cases of aortic thrombosis we have used 
systematic postoperative anticoagulant 
therapy. In fact, in 2 most successful cases 
the patients have now been on dicumarol 
as outpatients for over eight months. 

The Aortic Resection for Thrombosis of 
the Aorta and Its Bifnrcation (Fig. 1.): 
A check is made to be sure that as much 
of the preliminary work has been done as 
possible and that the preparation of the 
graft is well along. The occlusive clamps 
on the aorta above and the iliacs below are 
gi'adually tightened sufficiently to conti'ol 
blood flow. The iliac arteries are sectioned 
obliquely 1 to 2 cm. cephalad to the occlu¬ 
sive clamp, so as to provide a cuff that can 
be tlu'omboendarterectomized if necessary 
and to increase the cross diameter of the 
cuff. If oblique section and thromboendar- 
terectomy fail to pro\-ide wide cuffs the 
iliac vessels may be dilated with Bake’s 
common bile duct dilators. Spasm of these 
vessels may be overcome by the local ap¬ 
plication of 2 per cent papaverine solution. 
Removal of the thrombosed iliac arteries 
and the aortic bifurcation is then contin¬ 
ued from below upward. The middle sacral 
artery, the inferior mesenteric artery and 
the four paired lumbar arteries coming off 
the posterior wall of the aorta are clamped 
and divided as encountered. The aorta is 
sectioned above the thrombosed area, and 
a thromboendarterectomy is performed on 
the cuff if atheromatous thickening is pro¬ 
nounced. Should the aorta be thrombosed 
to the renal level, a maneuver described by 
DeBakey and his co-workers may be util¬ 
ized. With the Craaford clamp in place 
below the renal arteries but not tightened, 
the aorta is compressed manually against 
the vertebral column above the renal ves¬ 
sel level. With the aortic blood flow thus 
temporarib* controlled, the cuff below the 
renal arteries is cleared by the throm¬ 
boendarterectomy technic. The Craaford 
clamp is then tightened and manual com- 
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pression removed.« 

Aneurysmectomy (Fig. 2) : In aneurys¬ 
mectomy one wishes to reduce to a mini¬ 
mum the time required for cross-clamping 
the aorta, although one and one-half or 
two hours may be well tolerated. Some 
time may be gained by resecting the left 
common iliac artery and performing one 
of the bifurcation anastomoses first. The 
competence of this anastomosis is tested 
by injecting saline solution into the graft 
with an asepto syringe. The Craaford 
aortic clamp is then slowly tightened to 
the first notch just below the renal vessels. 
We use gloves in the form of tubular shoe 
laces on the jaws of the clamp to help 
prevent tearing the friable aorta. The 
systolic blood pressure is lowered by use 
of arfonad, for a similar purpose. The 
right iliac clamp is tightened, and all of 
the occlusive clamps are fixed to the drape 
to prevent accidental rotation. The aorta 
is then sectioned below the upper occlusive 
clamp. If the cuff is short it is preferable 
to carry the section through part of the 
aneurysmal sac, so as to leave a cuff that 
can be inspected for atheromatous thick¬ 
ening and so as to prevent slipping of the 
cuff out of the occlusive clamp. It is also 
well in sectioning the vessel to leave the 
posterior wall somewhat longer than the 
anterior, to facilitate suturing. 

The aneurysmal sac is now dissected 
from above downward from the preverte- 
bral fascia posteriorly and the vena cava 
mesially. The lumbar arteries are divided 
and ligated as encountered. If the aneurys¬ 
mal mass is large, obscuring the vena cava, 
it is simply incised widely in the longitu¬ 
dinal aspect and the large contained clot 
evacuated. As much of the sac wall as pos¬ 
sible is then resected. The portion of the 
sac adherent to the vena cava is left in silu. 
The atheromatous intima of this portion 
may be readily peeled off. The orifices of 
the lumbar arteries leaving this portion of 
the sac are sutured over from within. Re¬ 
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section of the aortic bifurcation involves 
ligation and division of the middle sacral 
artery, which comes off the posteidor wall 
of the aorta at this site and passes under 
the vena cava to course on the fioor of the 
pelvis and to anastomose with the iliolum¬ 
bar artery. 

Preliminary Hemostasis: After resec¬ 
tion of the aorta, sites of bleeding must 
be carefully sought for and controlled. A 
vasoconstrictor is added to the infusion to 
raise the blood pressure if it has not come 
up spontaneously with the use of blood 
transfusions and after discontinuing the 
arfonad. Rents in the vena cava are su¬ 
tured within a Satinsky clamp, everting 
mattress sutures of No. 00000 arterial silk 
being used. The operative field should be 
entirely dry before the grafting procedure 
is begun. 

Placement of the Graft: The left iliac 
anastomosis has already been completed. 
The defect to be grafted is measured and 
the graft made to a corresponding length. 
The tendency is always to insert too long 
a graft, and as a result there is consider¬ 
able bowing. Generally speaking, a long 
aortic segment and short iliac segments 
are preferable, being less liable to throm¬ 
bosis. Time is taken to correlate the diam¬ 
eter of the various cuffs to be joined. Some 
tailoring of the graft with sutures may be 
required. The ends may be beveled, dilated 
or plicated to facilitate fitting. A snugly 
fitting cuff of nylon is slipped over the 
homograft. It will be used to reinforce the 
upper suture line. A thoracic artery graft 
is selected if the aorta alone is to be re¬ 
placed, for it provides a larger graft. 
Otherwise, an aortic bifurcation graft is 
used. The aortic cuff is retrimmed. The 
previously fitted graft is now sutured to 
the aorta with weli lubricated arterial silk. 
The homograft is placed in situ with the 
lumbar arteries anteriorly, so that leakage 
from any branches is readily seen. We 
have used two closely d ■ " .n-. " 
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sutui'es of No. 0000 braided arterial silk. 
The sutures are started posteriorly, one 
going clockwise and the other counter¬ 
clockwise. The two sutures meet anteriorly 
and ai*e tied. Hemostasis and exposure 
must be at their best, so that the sutures 
may be placed close together, quickly and 
accurately. Fine dura forceps help in plac¬ 
ing the anastomotic sutures. Just before 
the last sutures are placed, the aortic oc¬ 
clusive clamp is momentarily loosened to 
permit the extrusion of clotted blood. The 
left iliac clamp is removed, then the aortic 
occlusive clamp, and the blood is allowed 
to flow through the graft and through the 
left iliac vessel to the pelvis. Possibly some 
blood will reach the other extremity 
through existing collaterals. The aorta 
where the Ci'aaford clamp has been placed 
is checked for undue necrosis or tearing. 
Small tears or bleeding points at the anas¬ 
tomotic line are controlled with additional 
mattress sutures placed through the ad¬ 
ventitia only. The anastomotic site is fur¬ 
ther reinforced by sliding the nylon cuff 
over the anastomosis as recommended by 
Dubost. If a cloth prosthesis has been 
used, particularly of nylon or vinyon-N, the 
graft will leak badly at first, looking like 
a sieve straining blood. Finger compres¬ 
sion of the aorta for a minute will give the 
blood a chance to clot in the interstices of 
the cloth and produce hemostasis. This 
maneuver may have to be repeated several 
times before active bleeding ceases. If 
oozing continues through the prosthesis, 
an additional layer of nylon may be lightly 
wrapped around the graft. Hypotensive 
anesthesia may offer considerable help 
here. 

The right iliac anastomosis is now com¬ 
pleted, and the intraoperative regional 
heparinization is discontinued. Any bleed¬ 
ing from the lower anastomosis is readily 
controlled with small mattress sutures of 
No. 00000 silk, placed through the adven¬ 
titia only: or a piece of nylon may be laid 


ai’ound the suture line. 

Closiire: The entire grafted area should 
be reexplored for hemostasis. This exam¬ 
ination should include, in addition to the 
anastomoses and the graft, the bowel, the 
omentum and the mesentery. The blood 
pressure should be up during this explora¬ 
tion. One of our patients went into shock 
from omental bleeding postoperatively, al¬ 
though complete hemostasis had seemed to 
be present as the abdomen was closed. 

The posterior abdominal wall and the 
great vessels are covered by resuturing the 
peritoneum with running No. 00 chromic 
catgut. The viability of the sigmoid and 
descending colon is rechecked. Abdominal 
closure is done in the usual manner with 
closely placed No. 00 interrupted silk for 
the anterior fascia and heavy retention 
sutures of silk or wire. These retention 
sutures are tied over gauze to prevent tear¬ 
ing of skin and muscle and to eliminate 
dead space. 

Thromhoendarterectomy for Occhtsive 
Disease of the Aorta (Fig. 3) : For classic 
Leriche’s syndrome, surgical removal of 
the pathologic thrombosed aorta and re¬ 
placement with a graft seems rational. 
The patients are relativeb'^ young, periph¬ 
eral arteriosclerosis is minimal and there 
is a sharp demarcation of the thrombosed 
section of the aorta. Cases will be en¬ 
countered, however, in which the segmen¬ 
tal occlusion involves only one iliac vessel 
or a short segment of the aorta or in which 
aortic or iliac stenosis is present without 
actual occlusion. In such instances we pre¬ 
fer a lesser procedure than resection and 
grafting — thromboendarterectomjL We 
are cognizant of the fact that thrombo- 
endarterectomj'^ used for occlusive disease 
of the smaller femoral artery has fallen 
into disrepute, but no evidence has yet 
been produced to show that an aorta or 
iliac vessel without intima is a less suit¬ 
able conduit for blood and more likely to 
become thrombosed, disrupt or dilate than 
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the inert banked homografts or cloth pros- 
theses. The aorta provides the best assur¬ 
ance against thrombosis — a vigorous flow 
of blood. In our opinion, thromboendar- 
terectomy has a place in the surgical treat¬ 
ment of Leriche’s syndrome, particularly 
for short occlusions and partially occluding 
or stenotic lesions. Some of the advantages 
of thromboendarterectomy on the aorta 
are; 

1. It is quickly and readily performed. 

2. Collateral channels, particularly the 
lumbar arteries, and the inferior mesen¬ 
teric artery are preserved. 

3. Complications incident to removal of 
the aorta from the vena cava and iliac 
veins are avoided. 

4. The period of cross-clamping of the 
aorta is minimal. Aortic occlusion may 
even be accomplished by manual compres¬ 
sion of the aorta against the vertebral 
column. 

5. The procedure is applicable to the 
disease at or above the renal artery level. 

6. It preserves an autogenous conduit of 
the blood, even though it is temporarily 
without intima. 

7. It is applicable to ])artially occlusive 
or stenotic types of disease. 

Proccdiirc; The exposure and prelim¬ 
inary work are as aforedescribed for aortic 
resection. With occlusive clamps tightened 
on the iliac arteries, the thromboendarter¬ 
ectomy begins below. Linear incisions con¬ 
tinue upward to meet at the bifurcation 
and to ascend on the aorta. The intima and 
enclosed thrombus are peeled out with a 
Smithwick dissector. The intima is cut 
across below through an unoccluded area 
of the vessel. Thromboendarterectom.v is 
avoided peripherally. The distal cuffs ma.v 
be dilated with Bake’s dilators. Heparini¬ 
zation in the cuffs is begun as aforede¬ 
scribed. Suture of the arteriotomy inci¬ 
sions is begun below and continueil upward 
as the thromboendarterectomy proceeds, 
with a simple over-and-over continuous 
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No. 0000 braided silk suture. As the upper 
end of the occlusion is reached the aortic 
occlusive clamp is tightened or manual 
compression used. The thromboendarterec¬ 
tomy procedure is completed to above the 
upper limits of the occlusion. A second 
continuous suture is started above and 
continued dowmvard to .join and be tied 
to the first suture. Regional hepariniza¬ 
tion in the upper aorta is discontinued. 
During thromboendarterectomy, bleeding 
from the paired lumbar arteries may be 
controlled by simple manual compression 
of the orifices of these vessels within the 
opened aorta. The inferior mesenteric 
artery is simply occluded temporarily with 
a bulldog clamp. Should bleeding occur 
fi'om the aorta after its suture, it can usu¬ 
ally be controlled with interrupted mat¬ 
tress sutures placed through the adventitia 
only. Small patches of nylon may also be 
overlaid on the suture line. 

Postoperative Care _Care is taken to 

avoid a postoperative drop in pressure. A 
slow neosynephrine drip with 5 per cent 
dextrose in water is continued. Additional 
blood is given ns indicated. Gastric suc¬ 
tion and prostigmine are used to prevent 
the otherwise inevitable abdominal disten¬ 
tion from paralytic ileus. A catheter is 
placed in the bladder and the urinary out¬ 
put watched. Fluid and electrolyte balance 
are carefully studied. Reduced excretion 
of urine due to temporary lower nephron 
nephrosis is expected. Excess parenteral 
fluids are avoided. Potassium is given after 
diuresis begins if there is evidence of hypo¬ 
kalemia. Antibiotics are given to prevent 
infection. The patient is permitted early 
ambulation it at all possible. 

At long last satisfactory surgical pro¬ 
cedures are available for thrombosis and 
aneurysm of the abdominal aorta. Both 
thromboendarterectomy and resection 
have a place in Leriche’s syndrome. Ancu- 
r.vsmectomy with grafting is the operation 
of choice for aneiirvsm, r , hired or un- 



JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


NOVEMBER, 1955 


ruptured. Further research is necessary 
to develop simpler methods of sterilizing 
and preserving homografts. Pliable syn¬ 
thetic aortic prostheses such as vinyon-N, 
nylon or orlon may eventually be prefer¬ 
able to banked homografts, 

SUMMARY 

The authors describe in detail their 
technics of direct operation on the abdom¬ 
inal aorta. The inherent dangers are em¬ 
phasized: They are: (1) slipping of the 
aortic occlusive clamp; (2) fracture of the 
aorta by the occlusive clamp; (3) injury 
to the duodenum; (4) injury to the left 
renal vein, the inferior mesenteric vein or 
^ the vena cava; (5) bleeding from the lum- 
' bar, middle sacral or iliolumbar vessels; 
(6) injury of the ureters; (7) clot forma¬ 
tion above and below the occlusive clamps, 
and (8) hemorrhage from the anastomoses 
and from the graft. 

Their experience with 14 cases is tabu¬ 
lated. 

RIASSUNTO 

Viene descritta in dettaglio una tecnica 
personale per la chirurgia dell’aorta ad- 
dominale, con particolare riguardo ai peri- 
coli relativi. Essi sono rappresentati da 
(1) scivolamento dell’angiostato posto 
sull’aorta; (2) rottura dell’aorta da parte 
dell’angiostato; (3) lesioni al duodeno; 

(4) lesioni alia vena renale di sinistra; 
alia vena mesenterica inferiore o alia cava; 

(5) emorragia dalle arterie lombari, medi- 
osacrali o ileolombari; (6) lesione agli 
ureteri; (7) coagulazione al di sopra o al 
di sotto della zona di compressione; (8) 
emorragia dall’anastomosi o dal trapianto. 

Vengono presentati 14 casi personal!. 

ZUSAM MENFASSUNG 

Die Verfasser geben eine genaue Be- 
schreibung ihrer Technik der direkten 


Operation an der Bauchaorta unter Her- 
vorhebung der dem Eingriff anhaftenden 
Gefahren. Dazu gehoren: (1) Abgleiten 
der die Aorta unterbindenden Klemme, 
(2) Riss der Aorta durch die Klemme, (3) 
Verletzung des Zwolffingerdarmes, (4) 
Verletzung der linken Nierenvene, der un- 
teren Mesenterialvene oder der V. cava, 
(5) Blutungen aus den lumbalen, mittleren 
sakralen oder iliolumbalen Gefassen, (6) 
Verletzung der Harnleiter, (7) Bildung 
von Blutgerinnseln oberhalb oder unter- 
halb der Klemmen und (8) Blutungen von 
der Anastomose oder vom Transplantat. 

Die an vierzehn Fallen gewonnenen 
Erfahrungen der Verfasser sind tabel- 
larisch dargestellt. 

RESUME 

Les auteurs decrivent en detail leur tech¬ 
nique d’operation directe a I’aorte abdomi- 
nale. Les dangers impliques dans la proce¬ 
dure sont mis au point. Ce sont: 

1. Glissement de I’aorte de la pince oc¬ 
clusive. 

2. Rupture de I’aorte par la pince. 

3. Lesion du duodenum. 

4. Lesion de la veine renale gauche, la 
veine mesenterique inferieure, ou la vena 
cava. 

5. Hemorrhagie des vaisseaux lom- 
baires, la sacrale mediale, ou des vaisseaux 
ilio-lombaires. 

6. Lesion des ureteres. 

7. Formation d’un coagulum au dessus 
ou en dessous des pinces occlusives. 

8. Hemorrhagie de I’anastomose et du 
greffon. 

Leur experience avec 14 cas est ex- 
pliquee en table synoptique. 

RESUMEN 

Los autores describen en forma detallada 
su tecnica de operacion directa sobre la 
aorta abdominal. Se sehalan los peligros 
inherentes que son: (1) El deslizamiento 
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! la aorta de la pinza oclusora. (2) La 
actura o ruptura aortica producida por 
pinza. (3) La lesion del duodeno. (4) 
i lesion de la vena renal izquierda, la 
ina mesenterica inferior o la vena cava. 
>) La hemorragia a partir de los vasos 
cros medios o iliolumbares. (6) La le- 
6n de los uerteros, (7) La formacion de 
»agulo por arriba o por debajo de las pin- 
is oclusoras, y (8) la hemorragia a par- 
r de la anastomosis o del injerto. 

Se exponen en un cuadro 14 casos. 
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in Surgery 

ROSS T. McINTIRE, M.D., F.I.C.S. (Hon.) 

CHICAGO, ILLINOIS 


S INCE the beginning of man, blood has 
been recognized as the vital fluid upon 
which life itself depends. The men of 
medicine of antiquity constantly experi¬ 
mented with its clinical use. Much mys- 
tei'y was thrown about it. 

It was not until 1628, when Harve}’^ pub¬ 
lished his treatise on the circulation of 
blood, that progress in life saving in¬ 
creased tremendously. Many attempts 
were made through the ensuing years to 
transfuse blood, animal and human. Fail¬ 
ure and death resulted in all instances. 

In 1900, two hundred and seventy-two 
years after Harvey’s discoverj’-. Dr. Karl 
Landsteiner, a Viennese, published a pa¬ 
per announcing that blood can be classified 
in groups. Thus was unlocked the mystery 
of transfusion failure. Following this, 
Jansky, Moss and others confirmed Land- 
steiner’s work and elaboi'ated on it. 

Even though grouping and matching of 
blood eliminated a great deal of the danger 
of transfusion, the technic of the opera¬ 
tion was difficult due to coagulation of the 
blood. Crile (1907) devised a cannula 
which solved this problem but was so 
technical that the average surgeon found 
it too formidable for practical use. 

Hustin of Belgium, in 1914, made a 
timely and important contribution by his 
description of an indirect blood transfu¬ 
sion using a dextrose-sodium citrate solu¬ 
tion. On Nov. 14, 1914, Agate in Buenos 
Aires described a citrate solution method. 
Lewisohn and Weil, in 1915, each did much 

Read at the Twentieth Anniversarj* Congress of the Inter¬ 
national College of Surgeons, Geneva, Switzerland, May 23-26, 

Submitted for publication March 22, 1955. 


to standardize the citi’ate solution. Sur¬ 
geons in World War I proved the value of 
blood transfusions in the saving of lives 
of men suffering hemorrhage and shock. 

The ensuing years up to World War II 
(1939) found continuing research in the 
field of blood; but even to this day no 
method is known whereby a synthetic sub¬ 
stitute for blood can be manufactured. 
The red blood cell remains a mystery. As 
World War I forced surgeons to find ways 
and means of doing transfusions, so did 
World War II place added demands. Here 
was a global war; blood was needed for 
combat troops all over the world. The so¬ 
dium citrate solution seemed to be the best 
preservative; but because of its short 
preservation qualities, shipment of blood 
over thousands of miles was impracticable. 

It was at this time that the profession 
turned to the use of blood derivatives. 

As Surgeon General of the United States 
Navy, it was my responsibility, together 
with the Surgeon General of the United 
States Army, to develop a realistic pro¬ 
gram that would supply blood and plasma 
in great quantities. The American Na¬ 
tional Red Cross assumed the responsibil¬ 
ity of collecting the blood. Through volun¬ 
tary contribution, 14,000,000 pints of 
whole blood was collected. Some five mil¬ 
lion 500 cc. packages of dried plasma was 
provided for use; and 750,000 100 cc. vials 
of serum albumin were provided for the 
treatment of shock. It was not until 1943, 
when the A.C.D. solution was standard¬ 
ized, that whole-blood shipments over the 
world were possible. 


542 



VOL. XXIV, NO. 5 


McINTIRE: BLOOD FRACTIONS 


Twelve years have passed, and no pre¬ 
servative has been found that will pre¬ 
serve blood for useful transfusion bej'ond 
twenty-one to twenty-eight days. It is esti¬ 
mated that the life of a red blood cell in 
the body is one hundred and twenty days. 
Research says that an artificial means 
should be found to preserve blood cells for 
at least ninety days. With the tremendous 
increases of blood that a third World War 
would demand, all efforts should be made 
to bring this about. 

The surgeon of today expects to have 
sufficient blood for the safety of his pa¬ 
tient. Thoracic and cardiac operations 
make severe demands on blood donors of 
a community. The need can be solved in 
part by careful supervision of the amount 
of blood needed for a given case. Too 
often unnecessary blood is given merely 
because it is available. Then, too, excess 
transfusions can damage the kidney, the 
liver and other vascular structures. 

Plasma can be stored in liquid or frozen 
form. Serum albumin is extremely stable 
and is so prepared that the transmission 
of disease is nil. Fibrinogen can be pre¬ 
pared commercially and is of great value 
to the obstetric and gynecologic surgeon. 

Other fractions soon to be available are 
plasminogen and cerulo plasmin. Anti¬ 
hemophilic globulin is being distributed on 
a modified scale by the Michigan State 
Health Department. The single-donor 
frozen plasma can be processed in 125 ml. 
units. This is an excellent treatment for 
coagulation defects. 

During the past two and one-half years 
the Division of Laboratories of the Michi¬ 
gan Department of Health has prepared 
fibrinogen for intravenous use under a re¬ 
search contract with the American Red 
Cross. A method has been developed which 
yields a stable and satisfactory product. 
The source of the material was fibrinogen 
from the crude Fraction I paste collected 
by the American Red Cross blood pro¬ 
gram. 


Controlled clinical evaluation began on 
May 1952. One hundred and thirty-one 
cases have been reported out of about half 
of those under study. No cases are re¬ 
ported until one hundred and eighty days 
have passed. Anderson, McFall and Her- 
tell, on Sept. 13, 1954, reported as indi¬ 
cated in Table 1. 


Table 1.—Co>irfi'<ioHS Treated Fibniiopcn 


Type of Case No. Deaths 

Abruptio placentae . 64 4 

Miscellaneous postpartum 
conditions . 21 5 

Postsurgical — post-traumatic. 20 8 

Dead fetus ... 8 1 

Transfusion reaction . 6 1 

Congenital hypofibrinogencmia . 4 0 

Post jaundice. 2 1 

Hemophilia . 2 0 

Heat stroke . 1 0 

Purpura haemorrhagica . 1 0 

Miscellaneous . 3 2 

131 ir“ 


These data indicate that almost half of 
the conditions treated were diagnosed as 
abruptio placentae and that almost two- 
thirds were associated with pregnancy. Of 
the 64 patients of abruptio placentae, GO 
responded satisfactorily. Of the 4 deaths 
recorded, only 1 was due to hemorrhage 
that failed to respond to fibrinogen ther¬ 
apy. Of the 21 patients with postpartum 
hemorrhage, 20 responded satisfactorily 
to the administration of fibrinogen. Of the 
5 deaths that occurred in this group, only 
1 was caused by hemorrhage. In the 20 
reported cases of post.surgical and post- 
traumatic hemorrhage with 8 deaths, none 
of the deaths could be ascribed to a failure 
of the clotting mechanism. Those patients 
who died of hemorrhage repre.sented med¬ 
ical problems that probably could not have 
been corrected by injec * f fil on. 
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The cause of the 1 death reported among 
tlie 8 cases of pathologic change resulting 
from long-term dead fetus was general 
sepsis with necrosis of the pelvic colon. 
The cause of the 1 death reported among 
5 cases of transfusion reaction was lower 
nephron nephrosis; death occurred three 
days after the hemorrhage was controlled 
by whole blood and fibrinogen. In the ad¬ 
ditional 13 cases treated, the deaths of 3 
patients were reported; however, one 
would not have expected fibrinogen to have 
been effective in these cases. 

Table 2 indicates the dosage of fibrino¬ 
gen used on the different types of cases. 
It should be pointed out that these dosages 
are likely suboptimal and reflect the lim¬ 
ited supply available rather than a rational 
use based upon laboratory control. 

Whole blood is an important part of 
therapy for most hemorrhagic states. The 
amount required is highly variable and is 
dependent upon many factors, among 
which is the level of fibrinogen. An exam¬ 
ination of the case reports that have been 
received to date suggests that early and 
adequate use of fibrinogen may result in 
large savings of whole blood. The data 
suggest that, in manj" cases, hemorrhagic 
diathesis is accompanied by sharp de¬ 
creases in platelet concentration. Whether 
or not this is due to the intravascular 


changes that have taken place or due to 
the administration of large volumes of 
banked blood cannot be determined at this 
time. Several phj^sicians have observed 
a rise in the platelet count following the 
administration of fibrogen, which may be 
important if confirmed. I should certainly 
like to see more complete laboratory data 
on such cases, because they may point out 
which laboratory tests are most valuable 
as a guide to therapy. 

SUMMARY 

The use of whole blood in surgical pro¬ 
cedures is desirable. In the treatment of 
surgical shock, burns and hemorrhagic 
states, it is imperative. The use of plasma, 
serum albumin, fibrinogen and other de¬ 
rivatives will not only conserve the supply 
of whole blood but can be employed where 
blood transfusion is an impossibility; for 
example, in the treatment of wounded men 
on the battlefield and in mass disaster’s in 
cities. The use of plasma substitutes such 
as Dextran, P.V.P., and other’s will save 
lives in the treatment of shock. 

Research in blood goes forward. A study 
in the genetics of the blood group is under 
way at Harvard University. In the au¬ 
thor’s judgment, exploration in this field 
is extremely important and may answer 


Table 2.— 

-Use of Fibrinogen 



Type of Case 

Cases 

Reported 

Average 

Dose 

Medium 

Dose 

Range* 

Abruptio placentae . 

. 64 

3.7 

3.0 

1.0-12.0 

Postpartum . 

. 21 

3.7 

3.0 

1.3- 9.0 

Postsurgical and post-traumatic conditions. 

. 20 

2.5 

2.4 

1.1- 5.9 

Dead fetus . 

. 8 

3.0 

3.6 

1.5-14.0 

Transfusion reaction . 

. 5 

4.6 

3.0 

1.5- 8.4 

Jaundice . 

. 2 

3.0 

3.0 

3.0- 3.0 

Miscellaneous . 

. 7 

2.7 

3.0 

1.5- 4.5 

All Cases . 

.127 

3.6 

3.0 

1.0-14.0 


medium and 


average doses are similar. 
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some of the secrets locked up in the red 
blood cells. 

Standardization of transfusion equip¬ 
ment is a live subject and should be re¬ 
solved promptly. 

The International Standards Organiza¬ 
tion is considering “functional inter¬ 
changeability of transfusion equipment.” 
The International Congress of Blood 
Transfusion and the International Con¬ 
gress of Hematology should move rapidly 
to consult with the International Stand¬ 
ards Organization on this urgent matter. 

Surgeons are the principal users of 
blood. As such, they should work closely 
with the men involved in blood research. 

In any future war, mass disaster in in¬ 
dustrial areas, as well as in large cities, 
will be commonplace. Atomic bombs and 
guided missiles will bring this about. 
Surgeons all over the civilized world will 
have the responsibility of saving the lives 
of the unfortunate citizens caught in the 
holocaust. Blood and its derivatives will 
be the surgeons’ greatest allies. 

The responsibility in first aid and rescue 
will fall on every citizen; the men of medi¬ 
cine must furnish the leadership. 

ZUSAMMENFASSUNC 

Die Verabreichung von Blut ist bei 
chirurgischen Eingriffen wunsehenswert 
und bei der Behandlung von chirurgischem 
Schock, Verbrennungen und Blutungszu- 
standen unerlasslich. Die Verwendung 
von Plasma, Serumalbumin, Fibrinogen 
und anderen Abkommlingen des Blutes 
triigt nicht nur zu Ersparnissen des Vor- 
rats an Gesamtblut bein, sondern kommt 
auch in Frago, wo Bluttransfusionen un- 
moglich, sind, wie z.B. bei der Behandlung 
von Verwundeten auf dem Schlachtfeld 
und in stadtischen Massenunfallstationen. 
Plasmaersatzstoffe wie Dextran, P.V.P. 
und andere konnen lebensrettend Anwen- 
dung bei der Behandlung des Schocks 
finden. 


Die Untersuchungen auf dem Gebiete 
der Blutforschung machen Fortschritte. 
In der Harvard Universitat ist zur Zeit 
eine Untersuchung der Genetik der Blut- 
gruppen im Gange. Der Verfasser halt die 
Forschung auf diesem Gebiet fiir ausserst 
wichtig und glaubt, dass sich auf diese 
Weise manche der in den roten Blutkor- 
perchen verborgenen Geheimnisse liiften 
lassen. 

Die Standardisierung der Transfusions- 
apparatur ist eine lebenswichtige Aufgabe, 
die unverziiglieh gelost werden sollte. 

Die Internationale Standardisierungs- 
organisation beschaftigt sich mit dem Plan 
eincr “funktionellen Auswechselbarkeit 
von Transfusionsapparaturen.” 

Der Internationale Kongress fiir Blut¬ 
transfusionen und der Internationale Kon¬ 
gress fiir Hiimatologie sollten keine Zeit 
versaumen, diese dringende Angelegenheit 
gcmeinsam mit der Internationalen Stand- 
ardisierungsorganisation zu beraten. 

Die Chirurgen sind die Hauptkonsiimen- 
ten von Blue und sollten als solche mit den 
Blutforschern eng zusammen arbeiten. 

In einem zukUnftigen Kriege werden 
Atombomben und ferngeleitete Geschosse 
dazu fiihren, dass Massenkatastrophen in 
Industriegebieten und in grossen Stiidten 
zur Tagesordnung gehoren. Es wird die 
Verantwortlichkeit der Chirurgen in der 
ganzen Welt sein, das Leben der von der 
Katastrophe Betroffenen zu retten. Bei 
dieser Aufgabe werden das Blut und seine 
Abkommlinge die wichtigsten Hilfsmittel 
des Chirurgen sein. 

Jedem Burger wird eine verantwortliche 
Roile fiir erste Hilfeleistung und Rettung 
zufallen,dieArzte aber niii.s.sen die Fiihrer- 
schaft bei dieser Aufgabe iibernehmcn. 

RfiSUMfi 

L’usage du sang dans la chirurgie est 
desirable. Dans le traitment du choc, bru- 
lurcs et conditions hemorrhagiques c’cst 
indispensable. L’usage de plasma, sfrum, 
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albumine, fibrinogene et d’autres derivees 
lie va pas seulemeiit economiser la provi¬ 
sion de sang, niais on s’en servira sous des 
conditions, ou la transfusion de sang est 
impossible, par exemple dans le traitement 
des blesses sur le champ de bataille et a 
des grands desastres dans les villes. I’usage 
des substitus de plasma, comme Dextran, 
P.V.P. etc. va sauver la vie dans le traite¬ 
ment du choc. 

Le re cherche hematologique progresse. 
A I’universite Harvard on etudie les gene- 
tiques du groupe de sang. Dans I’opinion 
de I’auteur cette sorte de recherche est ex- 
tremement importante et pourra reveler 
quelques secrets enfermes dans les cellules 
rouges du sang. 

La standardisation de I’equipement pour 
la transfusion est un sujet qui devait etre 
realise instamment. L’organisation inter- 
nationale des standards considere “L’e- 
change functionel de I’equipement de 
transfusion.” Le congres international des 
transfusions du sang et le congres inter¬ 
national d’hematologie devaient consulter 
instantanenient I’organisation Internation¬ 
ale des standards sur cette matiere urgente. 

Les chirurgiens sont ceux qui set ser- 
vent le plus du sang. Pour cela ils devaient 
travailler ensemble avec ceux qui travail- 
lent dans les recherches du sang. 

Dans n’imports quelle guerre future il 
faut s’attendre des desastres formidables 
dans les zones industrielles et dans les 
grandes villes, causes par des bombes 
atomiques et des projectiles guides. Les 
chirurgiens dans le monde entier auront 
la responsabilite de sauver la vie des cito- 
yens infortunes quie seront pris dans cet 
enfer. Le sang et ses derivees seront les 
meilleurs allies du chirurgien. 

Touts les citoyens seront responsables 
pour secours et sauvetage. Les hommes 
de medecine doivent etre les guides. 

RIASSUNTO 

L’impiego di sangue in toto in chirurgia 


e noto: nella cura dello shock, delle ustioni, 
delle emorragie e indispensabile. II plas¬ 
ma, le sieroalbumine, il fibrinogeno e gli 
altri derivati del sangue trovano impiego 
quando la ti'asfusione di sangue intero e 
impossibile, per esempio nella cui'a di 
feriti di guerra o nelle catastrofi del tempo 
di pace. Con i derivati del plasma, uqali 
il Dextran e il P.V.P. e simili si possono 
salvare i malati in shock. Gli studi prose- 
guono; sono in corso, alia Hai'vard Uni¬ 
versity, ricerche sui problemi genetici del 
sangue. Secondo I’opinione dell’autore 
tali studi sono di grande importanza e pos¬ 
sono portare alia chiarificazione di prob¬ 
lemi ancor a insoluti dei Iggobuli rossi. 
L’organizzazione dei centri trasfusionali e 
materia d’importanza vitale e deve essere 
attuata prontamente. La International 
Standards Organization sta studiando uno 
strumentario per strasfusione intercambi- 
abile. E’ opportune che il Congx’esso Inter- 
nazionale sulla Trasfusione di Sangue 
interpelli I’International Standards Or¬ 
ganization su questo argomento. I chirur- 
ghi sono quelli che adoperano maggior- 
mente il sangue. Come tail essidevono 
lavorare in collaborazione con gli spe- 
cialisti della trasfusione. In ogni guerra 
futura le grand! catastrofi nelle zone indus- 
triali e nelle grand! citta saranno all’ordine 
del giorno a causa delle bombe atomiche e 
dei missili radiocomandati. I chirurghi di 
tutto il mondo avranno la responsabilita 
delle vite umane e trovei'anno nel sangue 
il miglior alleato. Ogni cittadino avra il 
compito dei soccorsi di urgenza e i sanitari 
sarrano la guida. 

RESUMEN 

Es deseable el uso de sangre total en 
cirurgia, siendo imperativa en el trata- 
miento del cheque quirurgico, quemaduras 
y estados de hemorragia. En donde no es 
posible administrar una transfusion .san¬ 
guines puede emplearse plasma, seroal- 
bumina, fibrinogeno y otros derivados, 
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como por ejemplo en las heridas en campo 
de batalla o en los accidentes en masa en 
las ciudades. El uso de los substitutes del 
plasma como el Dextran, la P. V. P. y otros, 
salvara muchas vidas como tratamiento 
del cheque. 

La investigacion hematica continiia pro- 
gresando; en la Universidad de Harvard 
se desarrolla un estudio genetico de los 
grupos sanguineos; segun el juicio del au- 
tor la exploracion en est ecampo es extre- 
madamente importance y puede resolver 
muchas incognitas acerca de los eritro- 
citos. La estandarizacion del equipo de 
transfusion es un tema vital y debe resol- 
verse rapidamente. 

La International Standards Organiza¬ 
tion esta considerando “la funcidn inter- 
cambiable del equipo de transfusion.” 

El congreso internacional de transfusidn 
sanguinea y el congreso internacional de 
hematologia debe consultar rapidamente a 
la organizacion mencionada acerca de este 
tema urgente. 

Los cirujanos son los que usan mas san- 
gre, por lo que deben trabajar relacionados 
con los hombres dedicados a la investiga- 
ci6n hematica. 

En cualquier guerra futura, accidente 
masivo en area industrial, asi como en las 
grandes ciudades, la sangre sera utilizada 
grandemente; lo mismo acontece con las 
bombas atomicas y proyectiles dirigidos. 
Los cirujanos de todo el mundo civilizado 
tendran la responsabilidad de salvar las 
vidas de los ciudadanos desafortunados 
que caigan en el holocausto. Los cirujanos 
tendran sus mejores aliados en la sangre 
y sus derivados. 

La responsabilidad de primeros auxilios 
reacera en todo ciudadano, por lo cual los 
cirujanos deben proporcionarle el liderato. 

SUMARIO 

fi aconselhavel o uso de sangue total em 
processes ciriirgicos. Notratamento do 
cheque cirurgico, queimaduras e estados 


hemornigicos, sen uso e imperativo. 0 uso 
de plasma, albumina, fibrinogenio e outros 
derivados nao apenas conserva o contin- 
gente de sangue total, como tern indicaqao 
nos cases em que ha impossibilidade de 
transfusao sanguinea, como p. ex. no trata- 
mento de feridos de guerra e nos desastres 
em massa nas cidades. 0 uso de substitu¬ 
tes de plasma tais como Dextran, P.V.P. 
e outros, salvara vidas no tratamento do 
cheque. 

A pasquiza sobre o sangue prossegue. 
Esta em andamento na Universidade de 
Harvard um estudo sobre a genetica do 
grupo sanguineo. Na opiniao do autor e 
extremamente importante a exploraqao 
neste campo e pode dar a resposta a alguns 
dos segredos presos nos globules vermel- 
hos. 

A padronizaqao do equipamento de 
transfusao constitui assunto que deve ser 
resolvido prontamente. 

A Organizasao Internacional d Padroni- 
za 9 ao esta considerando a “troca reciproca 
funcional dos equipamentos de transfu¬ 
sao.” 0 Congresso Internacional de Trans- 
flusao de Sangue e o Congresso Interna¬ 
tional de Hematologia devem tomar 
rapidas providencias no sentido de consul¬ 
tar a Organizafao Internacional de Padro- 
niza^ao sobre este assunto. 

0 sangue e principalmente usado pelos 
cirurgioes, os quais devem trabalhar em 
intima relagao com os que se dedicam a 
pesquizas sobre o sangue. 

Em qualquer guerra futura, catastrofes 
em massa em areas industriais, bem como 
em grandes cidades serao comuns. Bom¬ 
bas atomicas e proteteis guiados trarao 
tais efeitos. Os cirurgioes em todo o mundo 
terao a responsabilidade de salvar as vidas 
dos infelizes cidadaos vitimiados. O san¬ 
gue e seus derivados serao os maiores alia¬ 
dos dos cirurgioes. 

A responsabilidade dos primeiros cuida- 
dos caira sobre todos os cid.adans: .nns 
m’dicos cabe a lideranga. 



The Modem Surgical Treatment 
of Renal Tuberculosis 

ROBERT GUTIERREZ, M.D., D.A.B., F.A.C.S., F.I.C.S * 

NEW YORK CITY, NEW YORK 


T he subject of renal, ureteral and 
vesical tuberculosis has always ap¬ 
peared to me a most challenging one, 
with an equally challenging problem. One 
must approach this problem as an entity, 
from the clinical and pathologic as well 
as the urographic, pyelographic and surgi¬ 
cal points of view. 

The problems posed by tuberculosis of 
the urinaiy tract have multiplied since 
the introduction of the antibiotics and 
chemotherapy, for the latter have changed 
not only its pathologic picture but its prog¬ 
nosis and surgical treatment. Nevertheless, 
all the hopes raised by this new treatment 
in the past years have unfortunately 
not been realized. Certainly the advent 
of the new method has led to great 
progress in the treatment of renal tuber¬ 
culosis. Nevertheless, the classic concept 
of early diagnosis followed b}' nephrec¬ 
tomy as recommended by Albarran still 
pi-evails, because it was and still is right. 
But today it is imperative to distinguish 
between the medical or so-called “closed 
cases” and the surgical or “open cases” of 
renal tuberculosis. 

It is known, of course, that marked im¬ 
provement has been recorded as a result 
of streptomycin therapy, and even cure in 
some cases in which there are minor, 
isolated lesions. It has also been observed 
that after a few days of streptomycin 
therapy the bacilli disappear from the 
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urine. Experience has shown, however, 
that the treatment of renal tuberculosis 
wdth antibiotics will not always check the 
progress of the disease, and in those cases 
in which urograms or ureteropyelograms 
reveal failure of cicatrization of the tuber¬ 
culous lesions, the disease becomes surgi¬ 
cal. It then becomes necessaiy to re¬ 
move the kidney — and the ureter as well 
if it is tuberculous—and to continue anti¬ 
biotic treatment after the operation. Con¬ 
sequently, I consider nephrectomy indi¬ 
cated in all cases of unilateral renal 
tuberculosis. 

The surgical procedure is determined 
by the pathologic chai’acter of the lesion 
in the kidney and ureter as diagnosed pre- 
operativelj’^ by radiographic, urographic 
or ureteropyelography. If the tuberculous 
lesion is unilateral and located in a portion 
of the kidne}"^ that can be removed, or if 
it is limited to a calix or is an anomaly, 
such as double kidney, a partial nephrec¬ 
tomy’- is indicated; also, in certain cases of 
pyeloureteral tuberculosis a conservative 
operation may be indicated. 

It is therefore necessary in determin¬ 
ing a course of procedure in renal tuber¬ 
culosis, both from a clinical and a thera¬ 
peutic standpoint, to consider treatment 
in relation to three distinct phases: (a) 
before nephrectomy; (b) after nephrec¬ 
tomy, and (c) in the single kidney. 

To begin with, it is most important, be¬ 
fore deciding which surgical procedure is 
to be used, to keep in mind the diversity 
of the surgical pathologic conditions that 
may be encountered today’ in cases of 
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renal tuberculosis; for, in spite of the con¬ 
servative treatments made possible by the 
numerous antibiotics, some operations are 
definitely indicated even in cases of single 
kidney and ureter, as I shall presently 
explain. 

I shall not discuss primary isolated 
tuberculosis of the ureter, because in my 
opinion, this is extremely rare; however, 
as is well known, the ureter frequently be¬ 
comes tuberculous at a time when the kid¬ 
ney, bladder and genital organs, male or 
female, are already invaded by the tuber¬ 
culous disease. 

It is difficult, within the compass of an 
article, to discuss all these problems as 
fully as would be desirable. For the sake 
of brevity, therefore, I have arranged the 
salient point in tabular form (Tables 1 
and 2). In Table 1 will be found a 
classification based on the clinical, ana¬ 
tomic, pathologic, urographic and surgical 
study of renal tuberculosis, indicating 
“what to do” before nephrectomy, after 
nephrectomy and in the case of the single 
tuberculous kidney. 

Table 2 indicates the various types of 
operation I have performed in cases of 
renal tuberculosis. This table supplies 
some idea of the diversity and complexity 
of the problems presented by tuberculous 
lesions encountered in approximately 450 
cases. 

Tuberculosis of the urinary tract, 
which is unilateral in 80 to 90 per cent of 
cases, is always secondary to tuberculosis 
elsewhere in the body, whether in the 
lungs, the lymphatics or the skeleton, and 
reaches the kidney by way of the blood 
stream. The pulmonary or other primary 
foci may have become quiescent by the 
time symptoms develop in the genitouri¬ 
nary tract or the kidneys. Renal tuber¬ 
culosis includes the so-called “closed 
cases” in which the condition is amenable 
to medical treatment, and the “open 
cases” in which surgical treatment is re¬ 


quired. In the “closed cases” are in¬ 
cluded cases of miliary tuberculosis and 
tuberculous nephritis, in both of which 
Koch bacilli appear in the urine. As long 
as the lesions remain within the renal 
parenchyma, with bacilluria as the sole 
symptom, they may heal without surgical 
treatment; but once the excretory tract 


Table 1. —Treatment of Renal Tuberculosis 
Administer Before Nephrectomy 

1. Medical treatment with antibiotics. 

2. For tuberculous kidney with a normal ureter, 
perform nephr-ectomy. 

3. For tuberculous kidney and ureter demon¬ 
strated by ureteropyelographic study, do a 
ureteronephrectomy or a nephro-ui’eteiectomy. 

4. In cases of tuberculous reno-ureteral anomaly, 
or isolated lesions of the calices, do a partial 
nephrectomy. 

5. In some cases of far advanced tuberculous 
pyeonephrosis, do a nephrostomy followed by 
secondary nephrectomy (nephi’cctomy in two 
stages). 

6. For ureteropyelic or ureterovesical stenosis in 
ureteral tuberculosis, when the kidney is nor¬ 
mal, perform conservative plastic operations 
on extremity of the ureter. 

7. When conservative operations on the tuber¬ 
culous kidney and ureter aie unsuccessful, do 
a nephrectomy or a ncphro-urcteiectomy. 

A fter Ncphi'cctoyny _ 

For the closed or open tuberculous ureteral stump, 
do a secondary ureterectomy. 

For draining the tubei'culous ureteral stump, use 
various conservative treatments^ (cystoscopy, 
fulguration, mcatotomy, catheterization, etc.). 

Implant the tuberculous ureteral stump into the 
skin. 

When tuberculo‘«is has invaded the ureter and 
bladder, and does not respond to simple cysto- 
scopic fulguration or antibiotics, remove the 
ureteral stump and the intravesical portion of 
the ureter. 

Perfonn endoscopic resection of the tuberculous 
vesical neck. 


Table 2.— Ttentmcnt of the Siuyle 7vrV/«c;/ 

1. Plastic uretcropolvic procedures (for hydro¬ 
nephrosis) 

2. Pyelo-uretcral anastomosis 

3. Nephrostomy 

4. Pyclostomy 

6. Ureterostomy 

G. Uretcrocutaneous implantation 

7. Urctcrointestinal implantation 

8. Intravesical or extravesical plastic operation 
on the lower end of the ureter 

9. Urctcrointestinal implantation followed by 

total cystectomy_ 
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has been invaded the classification must 
be changed to “open” tuberculosis, and 
nephrectomy becomes imperative. In such 
cases the tuberculous process is well es¬ 
tablished and has invaded the renal paren¬ 
chyma, forming caverns like those ob¬ 
served in cases of pyeonephi'osis. The 
kidney expels its caseous contents into the 
calices, renal pelvis and ureter, producing 
pyuria, hematuria and vesical symptoms 
that require urologic examination. 

The various phases of symptoms and 
diagnosis have been discussed in vaxdous 
contributions, which make repetition 
superfluous.^ 

In modern urologj% however, when dif¬ 
ferential diagnosis has definitely estab¬ 
lished the existence of tuberculosis of the 
urinary tract, the essential problem is 
how to proceed. 

Table 1 indicates the clinical, therapeu¬ 
tic and anatomopathologic classification of 
medical and surgical treatments that I 
consider most appropriate for the indi¬ 
cated conditions. 

TREATJIENT OF RENAL TUBERCULOSIS 

Before Nephrectomy. — Antibiotics: The 
progress achieved in medical treatment 
with antibiotics, and in particular with 
streptomycin, has been remarkable both 
from a clinical and a surgical point of 
view. Prognosis, diagnosis and therapeu¬ 
tic methods have been revolutionized. 

Streptomycin has definitely ameliorated 
and controlled the disease; it has healed 
some early tuberculous lesions of the renal 
parenchyma, of a calix of a papilla or of 
the pyeloureteral excretory tract; it has 
likewise cured tuberculous pyelonephritis 
due to excretory bacilluria. 

The treatment was usually begun with 1 
Gm. of streptomycin and 1 cc. of chaul- 
moogra oil, with surprising results: dis¬ 
appearance of the Koch bacilli from the 
urine in eight days and, amazingly, con¬ 
trol of all the .symptoms. But when pyelo- 


graphic study has revealed the existence 
of tuberculous cavities or tuberculous py- 
elonephrosis, it becomes necessary to con¬ 
tinue the combined treatment with anti¬ 
biotics and other drugs in order to prepare 
the patient for surgical intervention. At 
present, in all cases of renal tuberculosis, 
the medical treatment is administered for 
two to three weeks before operation and 
is continued for two to three weeks after 
operation. 

With this preoperative and postopera¬ 
tive treatment, fever is absent and the 
postoperative sequelae are minimized. The 
wounds heal rapidly without drainage. 
One may state, therefore, that the clinical 
results and actual cures are truly remark¬ 
able. For this reason, the administration 
of antibiotics and chemotherapy is for¬ 
mally indicated in all cases, before and 
after operation on the urinary tract. 

At present I am prescribing a new prep¬ 
aration, a “combiotic,” 2 cc. of which con¬ 
tains 0.5 Gm. of dihydro-streptomycin and 
400,000 units of crystalline penicillin (the 
dose is 2 cc. twice daily for one or two 
weeks before operation and two to three 
weeks after operation). 

This treatment is completed, after oper¬ 
ation, by administration four times daily 
of either a combination of three sulfamides 
(sulfadiazine, sulfathiazole, sulfamera- 
zine) or indifferently of aureomycin, ter- 
ramycin or achromycin. The surgically 
treated patients leave the hospital with 
clear urine, without symptoms of cystitis, 
with a healed wound and in a very satis¬ 
factory general condition. 

This combination of chemotherapy and 
antibiotics gives good results. Its efficacy 
is limited, however, owing to the toxicity 
of the products involved and their tend¬ 
ency to produce intolerance. 

■^^Tien the patient has left the hospital 
I prescribe an intermittent treatment un¬ 
der clinical, urographic and bacteriologic 
supervision, for six months to a year, with 
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streptomycin, 1 Gm. twice weekly, para- 
aminosalicylate of soda, 3 gr. four times 
daily, and isoniazid (hydrazide of isonico- 
tinic acid), 160 mg. twice daily. This last 
combination is very well tolerated by the 
organism in the majority of eases, but, if 
pyuria persists after one year, treatment 
should be prolonged until there is com¬ 
plete microscopic disappearance of bacilli, 
pus cells and red blood cells from the urine. 

The same treatment is imposed in all 
cases of surgical intervention for renal 
tuberculosis, as in all cases of inoperable 
bilateral renal tuberculosis. 

To this treatment I add vitamin ther¬ 
apy, heliotherapy, dietary measures, com¬ 
plete rest, and preferably a prolonged stay 
in a sanatorium. 

It seems beyond doubt that antibiotics 
and chemotherapy have an important fu¬ 
ture, not only as a basis for curative med¬ 
ical treatment but as urinary antiseptics, 
and in all preoperative and postoperative 
treatments for renal and ureteral tubercu¬ 
losis. 

For Renal Tuberculosis with a Normal 
Ureter. Nephrectomy is indicated. In 
cases of unilateral renal tuberculosis, in 
which urographic, cystoscopic and uretero- 
pyelographic studies reveal the presence 
of open destructive tuberculous lesions or 
advanced tuberculous cavities, with a nor¬ 
mal bladder and ureter, a simple nephrec¬ 
tomy should be done immediately after 
preoperative medical treatment with the 
new antibiotics.^ 

Since the introduction of the antibiot¬ 
ics, cases of renal and ureteral tubercu¬ 
losis necessitating nephrectomy have be¬ 
come less numerous. This result has been 
observed in all urologic services in the 
hospitals of New York City, in which the 
number of nephrectomies performed for 
renal tuberculosis has dwindled consider¬ 
ably; but it remains true that when open 
tuberculous lesions are discovered in the 
renal parenchyma or excretory tract, the 


only curative treatment is still nephrec¬ 
tomy. This is as true today as it was in 
the time of Albarran, in spite of all mod¬ 
ern methods of exploration, antibiotic 
treatments and chemotherapy. 

It is quite true that antibiotics control 
the minimal lesions of the renal paren¬ 
chyma in cases of "closed” renal tubercu¬ 
losis, but they will not cure a destructive 
renal lesion with advanced ulcerocaseous 
or ulcerocavernous lesions. 

In the latter instance, prolonged anti¬ 
biotic treatment will only delay surgical 
intervention, and late nephrectomy yields 
less satisfactory clinical results than does 
immediate nephrectomy. 

When both kidney and ureter are tubcr- 
ctdous as revealed by tiretero-pyelographic 
study, ureteronephrectomy or nephro-ure- 
tereetomy is indicated. 

In the majority of cases in which intra¬ 
venous urographic or retrograde uretero- 
pyelographic study has revealed advanced 
renal and ureteral lesions, as in hydro¬ 
nephrosis or pyelonephrosis, with infiltra¬ 
tion of the ureter, hydroureter, or tuber¬ 
culous megalo-ureter, ureteronephrectomy 
is inevitable. If an accurate diagnosis has 
been established before operation and it 
appears necessary to remove the entire 
tuberculous ureter, one may begin with a 
low lateral abdominal incision for extra- 
peritoneal exposure of the ureter, which 
is then divided and ligated between two 
forceps behind the bladder; this first stage 
of combined ureteronephrectomy, which is 
performed in two stages, as afore- 
described, is followed by a lumbar incision 
to complete the operation.’ I believe that 
these two separate incisions are prefer¬ 
able to the enormous, more traumatizing 
incision required for nephro-ureterectom.v. 

In some cases of tuberculous ureteritis 
with tuberculous ulcers of the bladder in¬ 
vading the ureteral orifice, .'ome surgeons 
prefer to do a simple nephrectomy with 
subtotal ureterectomy, followed by cuta- 
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neous implantation of the ureteral stump, 
in oi'der to permit drainage and comple¬ 
mentary treatments of the ureteral stump. 
I do not recommend this procedure; expe¬ 
rience has shown that actually, in a very 
large number of cases, it becomes neces¬ 
sary to do a secondary ureterectomy to 
cure a lumbar urinary fistula and to re¬ 
lieve incurable persisting tuberculous 
cystitis, especially in cases of vesico-ure- 
teral refiux. On the contrary, it is recom¬ 
mended that the tuberculous portion of 
the vesical trigone be removed at the same 
time as the tuberculous ureter which has 
infiltrated this portion of the bladder. 

Cystoscopic fulguration of a tuberculous 
ulcer of the bladder and the corresponding 
ureteral orifice should be done before or, 
preferably, after the nephrectomj’-; this 
yields remarkable results in curing the 
tuberculous cystitis and permits release of 
the mechanical obstruction due to hydro¬ 
ureter or hydronephrosis. It will also, in 
some cases, cure the pyelic dilatations of 
the whole pyelo-ureteral system. 

This simple fulguration or cystoscopic 
meatotomy of the intravesical portion of 
the ureter, particularly after nephrectomj', 
facilitates not only drainage of the ureter 
but cicatrization of the tuberculous ulcers 
of the bladder, and releases the stenoses 
and constrictions that are the direct cause 
of obstruction and urinary stasis, as a 
source of infection. 

hi cases of tuberculous rcno-ureteral 
anomalies or isolated lesions of the calices, 
partial nephrcctomij is recommended. 

In the domain of renal anomalies, pj-e- 
lographic studj* has revealed some cases 
of reno-ureteral tuberculosis: for instance, 
in cases of double kidnej' or horseshoe 
kidney, in which partial nephrectomj' or 
hemi-uretero-nephrectomj" are indicated.^ 

Three types of double kidnej' were en¬ 
countered: (1) a double kidnej' with two 
ureters fusing before reaching the blad¬ 
der: (2) a double kidnej' with two inde¬ 


pendent ureters opening into the bladder, 
and (3) a double kidnej' with two ureters, 
one being ectopic, corresponding to the 
upper role of the tuberculous double kidney 
and opening outside the bladder, which 
causes incontinence.^ 

For these forms of tuberculous double 
kidnej', as I have already stated in earlier 
contributions, partial nephrectomy or par¬ 
tial nephrectomy with ureterectomy is 
done. 

Partial nephrectomj' maj' also be indi¬ 
cated in cases of simple tuberculous kid¬ 
nej' with destructive papillary or caliceal 
lesions responsible for hydrocalyx or par¬ 
tial hj'dronephrosis, but always on condi¬ 
tion that not more than half of the renal 
parenchyma is involved in the tubercu¬ 
lous process, which should be confirmed 
functionally, pyelographically and at the 
time of operation. 

I would also emphasize the advantages 
of partial nephrectomy in all cases in 
which the tuberculous lesion is confined to 
one of the two poles of the kidney. In these 
cases, however, it is necessary to ascertain 
beforehand whether the position of the 
renal and vascular pedicle will permit this 
conservative procedure.® 

In some cases of far advanced tubercu¬ 
losis pyelonephrosis, nephrostomy followed 
by secondary nephrectomy is indicated 
{the nephrectomy in two stages). 

In certain cases of advanced tuberculous 
pj'elonephrosis, when the patient shows 
marked toxicity, fever and poor general 
condition, it is preferable to do an opera¬ 
tion in two stages, beginning with a neph¬ 
rostomy to permit drainage not only of 
the multiple pj'elonephrotic cavities, but 
of the perinephritic and paranephritic or 
subdiaphragmatic abscesses that are often 
present. Nephrostomj' permits drainage 
of pus from the cavities, reduction of the 
pj'onephrotic sacs and immunization of the 
patient against infection, thus raising his 
phj'sical resistance and simplitying the 
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technic of the second stage of the opera¬ 
tion. After two or three weeks of drain¬ 
age, following this preliminary procedure, 
during which the general condition of the 
patient should improve, a secondarj' neph¬ 
rectomy is performed, or a nephro-ure- 
terectomy, if the ureter has been invaded 
by the tuberculous process. Many lives 
have been saved and definite cure has been 
obtained with this two-stage procedure.'^ 

Conservative plastic operations on the 
end of the ureter may he vcnformed for 
iireteropyelic or ureterovesical stenosis in 
cases of ureteral tuberculosis when the 
kidney is normal. 

Two groups of conservative plastic ure¬ 
teral operations, on the ureter, designed 
to conserve the kidney, must be consid¬ 
ered: (a) those of the tipper etid of the 
ureter for stenoses, or for intrinsic or ex¬ 
trinsic ureteropyelic obstructions, and (b) 
those of the lotvcr end of the intravesical 
or extravesical portion of the ureter, for 
stenosing constrictions of the terminal 
portion of the tuberculous ureter. 

With regard to the first group (a), con¬ 
servative plastic operations on the upper 
end of the ureter for pyelocaliceal dilata¬ 
tions or tuberculous hydronephrosis, with 
good renal function and ureteropyelic con¬ 
strictions, the kidney is exposed by the 
lumbar route, and nephrolysis and ure- 
terolysis are performed to permit a plastic 
procedure or resection of the pelvis and 
to eliminate all ureteropyelic obstructive 
factors, as currently practiced in nontu- 
berculous hydronephrosis.® 

In some cases it will be necessary also 
to resect the ureter and transplant it to 
another and more dependent portion of 
the pelvis and to do a temporary nephros¬ 
tomy. 

In the second group (b) one must con¬ 
sider the different types of possible 
surgical intervention to save a kidney 
threatened by hydroureter and tubercu¬ 
lous hydronephrosis of moderate degree. 


but still with good function and without 
pyelographic evidence of destructive le¬ 
sions or tuberculous cavities. The purpose 
of these operations on the lower end of the 
ureter is to eliminate factors causing ure¬ 
teral obstruction, to restore the excretory 
function of the kidney and to obtain sat¬ 
isfactory renopj'eloureterovesical drain¬ 
age, in order to preserve the functional 
integrity of the excretory apparatus. 

Operations on the lower end of the ure¬ 
ter may be classified in four categories: 

1. The extravesical operations on the 
lower end of the ureter now in vogue, 
which I have often performed in cases of 
stenosing constrictions of the lower end of 
the ureter, involving extravesical or intra¬ 
vesical lesions, when the inflammatory 
processes of the male or female genital 
organs have invaded the terminal portion 
of the ureter. 

2. Operations designed to relieve steno¬ 
sing constrictions due to extraureteral 
compression of the iliac lymphatic glands, 
or to liberate fibrous adhesions produced 
by a pelvic or appendiceal abscess that 
would retard ureteral dynamism. 

3. Operations performed for the two 
types of tuberculous ureteritis, with steno¬ 
sing infiltration of the wall of the ureter 
in rosary shape, and in cases of hydro¬ 
ureter. 

4. Partial resection of the ureter with 
terminoterminal anastomosis may be done 
in cases of isolated surgical pathologic 
constriction of the median portion of the 
ureter. 

Before resorting to conservative plastic 
operations, however, it is necos.'?ary to de¬ 
termine, ureteropyclographically or ure- 
throcystographically, the degree of vesico¬ 
ureteral tuberculous involvement and the 
presence or absence of a vesico-urcteral 
roflu.x. After examining the difTerentinl 
renal function by excretory pyelographic 
study or by ureteral catheterization, it is 
necessary to ascertain whether the kid cy 


553 



JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


NOVEMBER. 1953 


still functions satisfactorily, and whether 
a sufficient amount of intact renal paren¬ 
chyma remains to justify an attempt to 
preserve the kidney. If the kidney shows 
tuberculous cavities or advanced hydro- 
ureteronephrosis, it is futile to perform a 
conservative operation, for this would al¬ 
ways necessitate a second intervention, 
since the plastic procedure has no cura¬ 
tive effect. 

If the bladder is tuberculous, as in the 
case of the small “tuberculous trigonal 
bladder” with a vesico-ureteral reflux, one 
must choose the surgical method veiy 
carefully, especially in cases of single kid¬ 
ney, taking into consideration the inherent 
conditions existing in the individual case. 

In some cases of stenosing constrictions 
of the lower end of the ureter, I resect the 
ureter and transplant it to another part 
of the bladder, utilizing a vesical flap when 
the tract is too short. In a ureter with 
stricture, permitting resection of 4 to 6 
cm., it is possible to do a ureteroneocj^stos- 
tomy with temporary drainage of the 
bladder. 

In the presence of stenosing constric¬ 
tions of the lower end of the ureter, and 
when the pathologic lesion is intramural 
or trigonal, a conservative operation by 
the intravesical route is recommended. 
This operation, which consists of removing 
the stenosing and infiltrating intramural 
portion of the ureter, is followed by im¬ 
plantation of the remaining portion of the 
ureter directly into the bladder, or to an¬ 
other part of the bladder, with a combined 
extravesical or intravesical technic. This 
is an operation that I have performed with 
satisfactory results for many years, the 
first being in 1929, in a case of tuberculous 
vesico-ureteral reflux with hydro-ureter 
and hydronephrosis. 

But it is desirable, in certain cases of 
stenosing constrictions of the terminal 
portion of the ureter, to operate cystoscop- 
ically. performing a simple meatotomy 


with the electric bistoury or by simple ful- 
guration, as I have done in some such 
cases. 

Before concluding this part of the arti¬ 
cle, I wish to draw attention to the fact 
that these plastic operations on the lower 
end of the ureter are not alwaj^s, in my 
opinion, satisfactoiy; as a matter of fact, 
in some cases, after these plastic opera¬ 
tions, we have observed a vesico-uretero- 
renal reflux and the formation of a hydro¬ 
ureter and hydronephrosis, occasionally 
necessitating nephrectomy or nephro- 
ureterectomjL 

When conservative operations on the 
tuberculous kidney and ureter prove un¬ 
successful, a nephro-^ireterectomy is indi¬ 
cated. 

As I have stated, when conservative 
operations on the tuberculous kidney and 
ureter prove unsuccessful, and uretero- 
pyelograms reveal a hydronephrotic kid¬ 
ney, with persisting pyelo-ureteral infec¬ 
tion that fails to respond to appropriate 
medical and urologic treatment, it will be 
necessary to perform nephro-ureterec- 
tomy, always on condition, however, that 
the lesion is unilateral and that the oppo¬ 
site kidnej’’ is intact. 

After Nephrectomy. — After nephrec¬ 
tomy it is essential to take into considera¬ 
tion anj’’ remaining pathologic condition 
of the tuberculous urinary tract, whether 
attributable to errors in preoperative or 
postoperative diagnosis, as well as any 
concomitant tuberculous lesions in the 
ureteral stump or bladder or in the re¬ 
maining kidney and ureter of the opposite 
side. 

In cases of closed or open tubercidous 
ureteral .stump, a secondary iireterectomy 
is indicated. 

When the ureteral stump left in situ 
after nephrectomy is the direct cause of a 
lumbar fistula, and cystitis and pyuria 
persist owing to tuberculous ureteritis and 
periureteritis, a secondary ureterectomy 
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will be required to remove the entire re¬ 
maining ureteral stump. 

Complications occurring as a result of 
failure to remove a septic tuberculous 
ureteral stump are of two types: (a) those 
occurring in cases of closed tuberculous 
ureteral stump and (b) those occurring in 
cases of open tuberculous ureteral stump. 

In cases of closed tuberculous ureteral 
stump, the symptoms of pyuria and cysti¬ 
tis persist after nephrectomy; they are 
accompanied by tuberculous vesical ulcers 
with insufficient drainage of the tubercu¬ 
lous ureteral stump into the bladder; 
since there is no vesico-ureteral reflux, the 
upper end of the ureteral stump is closed 
and the presence of a stenosing obstruc¬ 
tion in the intravesical portion is respon¬ 
sible for defective drainage, which occurs 
only into the bladder; under these condi¬ 
tions a simple fulguration is indicated, 
with catheterization and irrigation of the 
ureter. If retrograde ureterographic study 
reveals tuberculous ureteritis or hydro¬ 
ureter of the stump, a secondary ureterec¬ 
tomy will relieve suffering and protect the 
opposite kidney from infection. 

In cases of open ureteral stump after 
nephrectomy, two aspects must be consid¬ 
ered: 

Some surgeons, after a simple nephrec¬ 
tomy, implant the ureteral stump in the 
skin, in order to facilitate drainage and 
irrigations in the hope of final cicatriza¬ 
tion; this procedure of subtotal ureterec- 
tomj% however, presents certain dangers. 
It leaves in situ a tuberculous ureteral 
stump; it is quite evident that, in spite of 
all possible treatment, the tuberculosis in 
the ureter has no chance of cure, so that 
sooner or later the ureter must be re¬ 
moved. 

In the second instance of open ureteral 
stump, cystoscopic study will reveal the 
presence of a gaping orifice, and the cys- 
togram shows the vesico-ureteral reflux, 
which is responsible for a lumbar fistula 


following nephrectomy. To avoid this 
postoperative complication it is essential, 
in my opinion, to do a secondary ureterec¬ 
tomy, as I have already indicated. 

In certain cases of tuberculous ulcers of 
the bladder, with tuberculous infiltration 
of the vesical trigone, ureterectomy with 
partial cystectomy may be indicated in 
order to remove the infiltrating uretero- 
trigonal portion, with temporary drainage 
of the bladder. 

VaHoits conservative procedures may 
be employed for draining the tuberculous 
ureteral stump {cystoscopy, fulguration, 
meatotomy, cathetenzation, etc .). 

As I have repeatedly emphasized, it is 
always necessary to consider possible uro- 
logic conservative measures for draining 
the ureteral stump before doing a second¬ 
ary ureterectomy. Such measures include 
cystoscopy, fulguration, meatotomy and 
ureteral catheterization with ureteral in¬ 
stillations, in the hope of sterilizing the 
remaining portion of the ureter, obtaining 
adequate drainage, dilating any stenosing 
constrictions present, and encouraging 
cicatrization of the tract. 

I shall not discuss cutaneous implanta¬ 
tion of the ureteral tuberculous stump, 
since, as I have stated, I would not recom¬ 
mend it. After its use, in the majority of 
cases, it becomes eventually necessary to 
do a secondary ureterectomy. 

When tuberculosis has invaded both the 
ureter ami the bladder and does not re¬ 
spond to simple cystoscopic fulguration or 
to medical and urologic treatment, the 
ureteral stump and the intravesical por¬ 
tion of the ureter should be removed. 

In cases of post-nephrectomy uretero¬ 
vesical tuberculosis in which the condition 
fails to respond to conventional conserva¬ 
tive procedures, simple cystoscopic ful¬ 
guration or antibiotic treatment, when 
ureteral catheterization is impossible and 
the suffering of the patient persists, it be¬ 
comes necessary, in order to avoid . * s- 
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ico-ureterorenal reflux in the opposite 
kidney, to do a secondary ureterectomy 
and, in certain cases, to remove the ure- 
terotrigonal portion of the bladder, in the 
hope of arresting progress of the disease. 

In certain cases of tuberculosis of the 
bladder, with vesical retention, it is essen¬ 
tial to perform an endoscopic resection of 
the vesical neck, in order to eliminate the 
residual urine and the ascending infection 
of the opposite kidney due to a vesico-ure- 
terorenal reflux. The different types of 
obstructive pathologic lesions of the blad¬ 
der neck are well known, and the trans¬ 
urethral operation is recommended in all 
cases of sclerosis and hypertrophy of all 
elements of the bladder neck, as well as in 
cases of multiple cysts and polyps or hj’'- 
pertrophy of the prostate gland causing 
urethrovesical obstruction. 

This conservative operation eliminates 
obstruction of the bladder neck, permits 
better drainage and precludes the possi¬ 
bility of a vesico-ureterorenal reflux on 
the opposite side. 

The conservative operations used in 
cases in which there are two kidneys and 
unilateral tuberculosis may likewise be 
considered for the treatment of patients 
with a single kidney and pyelo-ureteroves- 
ical tuberculosis, or in cases of tuberculo¬ 
sis of a congenital single kidney. However, 
the most scrupulous attention to the path¬ 
ologic condition of the kidney, renal pelvis, 
ureter and bladder will be necessaiy. A 
complete examination must be made of 
the entire urinary tract in order to reeval¬ 
uate renal function and to determine the 
degree of renal destruction. The presence 
of any obstructive lesions causing hydro¬ 
nephrosis. hydro-ureter, or extravesical or 
intravesical stenosing constrictions of the 
terminal portion of the ureter due to the 
small tuberculous trigonal bladder, fre¬ 
quently responsible for the vesico-uretero¬ 
renal reflux, must be determined. 

In order to avoid a repeated description 


of the operations mentioned in preceding 
paragraphs, which may also be performed 
in cases of single kidnej^ I shall discuss 
only the most important and up-to-date 
operations in this category. They should, 
however, never be attempted until the 
pathologic lesion has been definitely es¬ 
tablished by cystoradiopyelographic and 
cj'^stographic diagnosis, which will indi¬ 
cate the operative procedure suitable for 
each individual case. 

The plastic conservative operations 
most commonly used are those designed 
to relieve hydronephrosis and are always 
accompanied by nephrostomy or pyelos- 
tomy. 

Nephrostomy is likewise considered in 
cases of advanced tuberculous pyeonephro- 
sis, in the hope of prolonging the life of 
the patient. Nephrostomy is also resorted 
to for temporary derivation of the urine 
before one proceeds with plastic opera¬ 
tions on the lower end of the ureter. If, 
on the other hand, the condition of the pa¬ 
tient is favorable and the lower end of the 
ureter and the condition of the bladder 
permit, a conservative plastic operation 
may be performed for intravesical or ex¬ 
travesical removal of the portion of the 
ureter involved in the stenosing constric¬ 
tions. 

In the presence of a small tuberculous 
trigonal bladder with diminished vesical 
capacity the plastic conservative opera¬ 
tions are much more delicate and difflcult, 
even if performed by the extraperitoneal 
route. In these circumstances it is prefer¬ 
able to perform a cutaneous or rectal im¬ 
plantation of the ureter and to do a total 
cystectomy; I have successfully accom¬ 
plished this in some cases. In the single 
kidney, however, when all conservative 
procedures fail, there may be an obvious 
indication for transplantation of the ure¬ 
ter to the skin or to the bowel for tem¬ 
porary or permanent drainage, particu¬ 
larly ureterocutaneous implantation in 
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advanced cases of hydro-ureter and hydro¬ 
nephrosis. 

I -would mention also the cysto-ilioplas- 
tic operation recently described by Pro¬ 
fessor Cibert in the Journal d*Urologie. 
This consists in creating an artificial blad¬ 
der, a sort of large vesical diverticulum, 
to retain the infected urine. I have no per¬ 
sonal experience "with this operation, 
having had no occasion to use it. But as 
long as one has to deal with a bladder in¬ 
volved in advanced and incurable tuber¬ 
culosis, it is always preferable, in my 
opinion, to implant the ureter in the intes¬ 
tine and perform a total cystectomy, in 
order to get rid of an organ that has be¬ 
come a veritable focus for reinfection and 
to eliminate all pathologic factors from 
the organism. 

Eleven years ago I performed a total 
cystectomy with uretero-intestinal anasto¬ 
mosis for tuberculous bladder. The pa¬ 
tient’s condition today is satisfactory, and 
she lives a regular and comfortable life; 
intravenous urographic study reveals a 
practically normal kidney and ureter. It 
appears, therefore, that the intestinal mu¬ 
cosa accommodates itself nicely to the 
presence of the Koch bacillus. 

Finally, one must not lose sight of the 
fact that surgical treatment is only the 
first step toward cure of reno-ureteral and 
vesical tuberculosis. After operation, pa¬ 
tients are preferably sent to a sanatorium 
for all postoperative treatments with anti¬ 
biotics, chemotherapy, heliotherapy, die¬ 
tary regimes, appropriate hygiene and 
rest. In spite of all treatments, however, 
some patients will suffer a recurrence of 
the disease, with the symptom.s of pyuria, 
cystitis, vesical tenesmus and renal pains. 
These are the result of urinary stasis or 
cysto-ureteropyelic reflux, which will re¬ 
quire further urologic, urographic and 
surgical treatment. 

In conclusion, I would state that since 
the introduction of the antibiotics and new 


chemotherapy the death rate for renal ti 
berculosis has dropped considerably; hov 
ever, tuberculosis still makes considerabl 
ravages. In the majority of fatalitie; 
however, death is attributable to genera 
ized tuberculosis and only rarely to tubei 
culosis of the organs of the urinary trac 

SUMMARY AND CONCLUSIONS 

In reviewing the present status of th 
surgical treatment of renal tuberculosi 
as affected by modern medical advancef 
one is confronted bj' a complete chang 
not onl}' in the pathologic conditions o 
the urinary tract to be corrected but in th 
type of surgical intervention indicatec 
Both conservative and radical operation 
that could not be attempted formerly ar 
now possible and are performed succe.s.e 
fully, with good results, under the protec 
tion afforded by the new drugs and anti 
biotics. Under the influence of the latter 
toxic, infected, feverish patients present 
ing a grave risk for any operative proce 
dure improve to such a degree that tlv 
necessary operation can be performe( 
more safely. Also, conservative operatioi 
to prevent complications and secure bette; 
drainage is possible. Since many hitherh 
inoperable patients have been brough 
into the operable category, numerous pa 
tients with tuberculosis of the kidneys 
who would otherwise have died, are alivj 
today. The antibiotics and chemotherapj 
have led to cure of large numbers of pa^ 
tients with early pulmonary tuberculosis 
which is responsible for involvement oj 
the kidneys in the largest proportion ol 
cases of renal tuberculosis. The BCG vac¬ 
cine is becoming increasingly popular a.* 
a preventive of pulmonary tuberculosis 
thus suggesting that the number of casoF 
of pulmonary tuberculosis will become 
progressively lower, and like -ise, of 
course, renal tuberc ns .'f f itT 

sequelae, will bee p 
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The dangei* of leaning too heavily on 
the aid proffered by the antibiotics and 
chemotherapj^ can not be too stronglj’^ 
emphasized. The prompt disappearance 
of symptoms of urinary tubercle bacilli 
frequently offers a false sense of security. 
Even when the patient appears cured, 
latent foci of the disease may persist, and 
may become active months or 3’^ears later. 
Patients must be told of the vital impor¬ 
tance of continuing medical treatment for 
at least six months to a year after opera¬ 
tion, and should be directed to return for 
complete urologic and urographic check¬ 
ups upon the slightest recurrence of symp¬ 
toms. If, on such examination following 
medical treatment before or after opera- 
d tion, it is found that the renal function is 
diminished and urinary symptoms per¬ 
sist, and if urographic and cystoscopic 
data indicate that the destructive process 
of tuberculosis of the kidneys is progress¬ 
ing, operation should not be delayed, be¬ 
cause in many such cases nephrectomy 
may yield permanent cure. 

RESUME 

En parcourant I’etat present du traite- 
ment de la tuberculose, comme influe par 
les avances modernes en medecine, on est 
confronte d’un changement total, pas seu- 
lement dans les conditions pathologiques 
des voies urinaires atteintes, mais dans le 
choix de ITntervention chirurgicale in- 
diquee. Des operations conservatives et 
radicales qui autrefois ne pouvaient pas 
etre executees avec succes, sont executees 
maintenant avec bon resultats sous la pro¬ 
tection donnee par les nouveaux medica¬ 
ments et antibiotiques. Sous I’influence de 
ces derniers des malades toxiques, infectes, 
fievreux presentant un probleme serieux 
jiour n’importe quelle procedure operative, 
.•j’ameliorent maintenant tellement que les 
operations necessaires peuvent etre execu¬ 
tees avec plus de surete. Aussi I’operation 


conservative pour prevenir des complica¬ 
tions et assurer un meilleur drainage est 
possible. Puisque beaucoiip de malades 
jusqu’a present inoperables sont mainte¬ 
nant dans la categorie des operables, beau- 
coup de patients atteints de tuberculose 
renale, qui autrefois seraient morts, main- 
tenant sont en vie. Les antibiotiques et la 
chemotherapie ont reussi de guerir de 
grands nombres de malades avec tubercu¬ 
lose pulmonaire au commencement, qui est 
responsable pour atteindre les reins dans 
la plus grande proportion des cas de tu¬ 
berculose renale. L’usage du vaccin B.C.G. 
devient de plus en plus populaire comme 
preventif de la tuberculose pulmonaire ce 
qui fait presumer, que le nombre des cas 
de tuberculose pulmonaire diminuera de 
plus en plus, et naturellement, de meme 
tuberculose renale, comme une de ses con¬ 
sequences, sera moins prevalante, 

Le danger de se fier trop a I’aide offert 
par les antibiotiques et chemotherapie ne 
pent pas etre accentue assez fort. La 
prompte desapparence des symptomes et 
des bacilles du tuberculose souvant offre 
un faux sentiment de securite. Meme que 
le malade parait etre gueri, des foj'-es dor- 
mants de la maladie peuvent exister et 
devenir actifs apres des mois ou annees. 
II faut instruire les malades de I’impor- 
tance vitale de continuer le traitement 
medical au moins pendant 6 mois a une 
annee apres I’operation et les diriger de 
retourner pour un examen complet uro- 
logique et urographique a la moindre re- 
apparence des synptomes. Si a un tel ex¬ 
amen suivant le traitment medical avant 
ou apres I’operation on trouve que la fonc- 
tion renale a diminuee et que les sj'mp- 
tomes urinaires continuent, et si les resul¬ 
tats urographiques et cysto.scopiques 
indiquent que la destruction tuberculose 
dans les reins est en progres, I’operation 
ne devait pas etre reculee, parceque sou- 
vent dans de tels cas la nephrectomie donne 
une cure permanente. 
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EUSAMMENFASSUNG 

Eine Betrachtung des heutigen Standes 
der chirurgischen Behandlung der Tuber- 
kulose unter dem Einfluss neuer medizini- 
scher Fortschritte fiihrt zu der Erkennt- 
nis einer vblligen Veranderung nicht nur 
des pathologischen Materials, das zur Be¬ 
handlung urologischer VerSnderungen 
kommt, sondern auch der Art chirurgi- 
scher Eingriffe, die angezeigt sind. Sowohl 
konservative als auch radikale Opera- 
tionen, die friiher unausfiihrbar waren, 
sind heute unter dem Schutze der neuen 
Medikamente und Antibiotika moglich 
und erfolgreich. Unter dem Einfluss der 
Antibiotika verbessert sich der Zustand 
toxischer, infizierter, fiebernder Kranker, 
die ein grosses Risiko bei jedem chirurgi- 
schen Eingriff tragen, in einem solchen 
Masse, dass die notwendigen Operationen 
mit grbsserer Sicherheit ausgefUhrt wer- 
den konnen. Ferner lassen sich konserva¬ 
tive Operationen zur Verhlitung von Kora- 
plikationen und zur Sicherung besser 
Dranierung ausfUhren, Viele bisher nicht 
operierbare Kranke konnen heute der 
Chirurgie zugefuhrt werdcn, und infolge- 
dessen befinden sich zurzeit zahlreiche 
Patienten mit Nierentuberkulose am Le- 
ben, die sonst schon gestorben waren. Die 
Antibiotika und die chemotherapeutischen 
Mittel haben zur Heilung einer grossen 
Anzahl von Kranken mit fruhzeitiger 
Lungentuberkulose, die fur die grosse 
Mehrzahl der Beteiligung der Nieren ver- 
antwortlich, ist, gefuhrt. Die BCG-Vak- 
zine erf rent sich einer wachsenden 
Beliebtheit als Vorbeugungsmittel der 
Lungentuberkulose, sodass man ein all- 
mahliches Abnehmen der Zahl der Falle 
von Lungentuberkulose und infolgedessen 
auch der Zahl einer ihrer Folgeerschei- 
nungen, der Nierentuberkulose, erwarten 
kann. 

Die Gefahr, die darin Hegt, sich allzu 
bchr auf die Wirkung der Antibiotik«a und 


der chemotherapeutischen Mittel zu ver- 
lassen, kann nicht geniigend hervorgeho- 
ben werden. Das rasche Verschwinden 
der Symptome und der Tuberkalbazillen 
im Urin gibt haufig ein falsches Geftihl 
der Sicherheit. Selbst wenn der Kranke 
geheilt scheint, konnen verborgene Herde 
der Krankheit bestehen, die noch nach 
Monaten oder Jahren aktiviert werden 
konnen. Die Kranken miissen auf die 
lebenswichtige Bedeutung der Fortsetzung 
medikamentoser Behandlung fur minde- 
stens 6 bis 12 Monate nach der Operation 
aufmerksam gemacht werden und miissen 
beim leisesten Auftreten von Ruckfalls- 
erscheinungen einer vdlUgen urologischen 
und urographischen Nachuntersuchung 
imterzogen werden. Wenn derartige Un- 
tersuchungen nach medikamentdser Be¬ 
handlung vor Oder nach der Operation ein 
Nachlassen der Nierenfunktion ergeben, 
und wenn urologische Symptome bestehen 
bleiben, wenn ferner urographische und 
zystoskopische Untersuchungsergebnisse 
andeuten, dass ein fortschreitender tuber- 
kuloser Zerstorungsprozess in den Nieren 
vorliegt, sollte die Operation nicht hinalis- 
geschoben werden, weil in vielen derarti- 
gen Fallen die Nierenresektion eine end- 
gultige Heilung herbeifuhren kann. 

RIASSUNTO 

Quando si esamini lo state attuale della 
cura chirurgica della tubercolosi renale ci 
si rende conto che non solo sono cambiate 
le lesioni ma anche gli interventi chirur- 
gici necessari. Interventi radicali e con- 
servativi, che un tempo non erano per- 
messi, ora sono possibili e vengono e.seguiti 
con successo grazie alia protezione dei 
nuovi farmaci. Con gli antibiotic! si ot- 
tiene che pazienti febbrili, intossicati, in- 
fetti, in gravi condizioni, migliorino a tal 
punto da consentirc Tintervento nece.ssario 
con tutta si curezza; divengono po.ssibili 
anche gli interventi co tiv* re-' 
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venire le complicazioni e assicurare il niig- 
lior scarico. E poiche molti malati, fino 
ad ora giudicati inoperabili, possono essere 
sottoposti ad intervento chirurgico, molti 
di quelli che sarebbero morti oggi vivono. 
Gli antibiotici ed i chemioterapici hanno 
consentito di curare e guarire un gran 
numero di forme tubercolari precoci del 
polmone, di quelle che sono responsabili 
della secondaria infezione renale. II BCG 
sta entrando nell’uso corrente cosicche si 
puo sperare che il numero dei casi di tu- 
bercolosi diminuisca ancora, cosi da 
ridurre, di conseguenza. anche i casi di tu- 
bercolosi renale. 

Non bisogna esagerare il rischio di ri- 
'■porre eccessiva fiducia negli antibiotici e 
’nei chemioterapici. La rapida scomparsa 
dei sintomi e del bacillo dall’urina spesso 
induce un senso di falsa sicurezza; ma 
anche se il paziente puo apparire guarito, 
possono persistere dei focolai latenti di 
malattia che possono riaccendersi sopo 
mesi od anche anni. Il paziente deve es¬ 
sere istruito sulla necessita imprescindi- 
bile di continuare la cura me dica per 
almeno 6 mesi o un anno dopo I’intervento 
e di ripresentarsi immediatamente alia 
visita non appena compaiono segni anche 
minimi i recidiva. Se, in questa occasione. 
gli esami dimostreranno che la funzione 
renale non e perfetta e che persistono 
segni urinarii, e I’urografia e la cistoscopia 
indicheranno che il processo distruttivo 
persiste, si dovra ricorrere all’intervento 
perche, in casi simili. la nefrectomia puo 
portare alia guarigione definitiva. 

RESUMEN 

Revisando el estado actual del trata- 
miento quirurgico de la tuberculosis en 
relacion al progreso medico, se confronta 
con un cambio completo no linicamente en 
la patologia sino en el tipo de la interven- 
cion quiriirgica indicada. Las opei-aciones 
conservadoras y radicales que antes no— 


podian efectuarse se hacen actualmente 
con exito, con buenos resultados y bajo la 
proteccion de nuevas drogas y antibioticos. 
Baja la influencia de estos liltimos, se me- 
jora el estado de los pacientes infectados 
e intoxicados, para cualquier procedi- 
miento quirurgico. Las operaciones con¬ 
servadoras previenen las complicaciones y 
aseguran la mejor canalizacion posible. Ya 
que los pacientes antiguamente inopera- 
bles, son operables, numerosos pacientes 
con tuberculosis del rinon que hubieran 
muerto, viven actualmente. Los antibioti¬ 
cos y quimioterapicos han dado la curacion 
a gran numero de pacientes con tubercu¬ 
losis pulmonar temprana, lo que es respon- 
sable de una complicacion renal mayor. La 
vacuna BCG se ha hecho mas popular como 
pi’eventiva de la tuberculosis pulmonar, lo 
que sugiere que cierto numero de casos de 
tuberculosis pulmonar se han hecho mas 
lentos, dando como secuela tuberculosis 
renal. 

El peligro del abuso de los antibioticos 
y quimoterapicos no puede senalarse sufi- 
cientemente; frecuentemente se obtiene 
un falso sentido de seguridad por la desa- 
paricion rapida de los sintomas y delbacilo 
tuberculoso de la orina; aun cuando el pa- 
ciente parezca curado pueden persistir 
focos latentes que pueden volverse activos 
algunos meses o anos despues. Debe de- 
cirse al paciente la importancia vital cle 
continual* el tratamiento medico al menos 
seis meses a un ano despues de la opera- 
cion ; debe volver para controles urologicos 
y urograficos al presentar el menor sin- 
toma de recidiva. Si se hacedicho examen 
seguido de tratamiento medico antes y 
despues de la operacion y se encuentra que 
la funcion renal disminuye y los sintomas 
urinarios persisten, y si los datos urografi¬ 
cos y cistoscopicos indican que el proceso 
tuberculoso renal continua preogresando, 
no debe demorarse la operacion, en much- 
os casos la nefrectomia proporciona la 
cura permanente. 
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SU MARIO 

Ao se rever o estado atual do tratamento 
cirurgico da tuberculose, conforme influ- 
enciado pelas recentes aquisi^oes medicas, 
confronta-se com uma mudan^a completa 
nao apenas nas condicoes patologicas do 
tracto urinario a ser corrigidas, como tam- 
bem no tipo de interven§ao cirurgica indi- 
cada. Tanto as operagoes conservadoras 
como radicals que nao podiam ser tenta- 
das primitivamente sao agora possiveis e 
executadas com sucesso, sob a protecao 
conferida pelas novas drogas e antibioti- 
cos. Sob sua influencia os pacientes intoxi- 
cados, infectados e febris que apresentam 
grave risco para qualquer intervengao 
cirurgica, melhoram a tal ponto que as 
operagoea necessarias podem ser executa¬ 
das com mais seguranga. Ainda mais, e 
possivel a operagao conservadora para 
evitar complicagoes e assegurar melhor 
drenagem. Visto que muitos pacientes at4 
entao inoperaveis foram levados a cate- 
goria de operaveis, numerosos pacientes 
com tuberculose renal, que teriam morrido, 
estao vivos hoje. Os antibioticos e a qui- 
moterapia conduziram grande nCimero de 
pacientes com tuberculose pulmonar ini- 
cial a cura, sendo aquele responsavel pelo 
comprometimento dos rins em grau de 
proporgao de casos de tuberculose renal. 
A vacina BCG esta ganhando populari- 
dade cresente como preventive da tubercu¬ 
lose pulmonar, sugerindo assim que o 
numero de casos de tuberculose pulmonar 
tornar-se-a progressivamente menor e 
igualmente, portanto, a tuberculose renal, 
uma de suas sequelas, tornar-se-a menos 
freqiiente. 

0 perigo de se apoiar demasiadamente 
no auxilio dado pelos antibioticos e quimo- 
terapicos nao deve ser esquecido. 0 rapido 
desaparecimento dos sintomas e dos ba- 
cilos na urina frequentemente dao uma 


falsa seguranga. I»Iesmo quando o paciente 
parece curado podem persistir focos laten- 
tes da molestia, que podem se ativar meses 
ou anos mais tarde. Os pacientes devem 
ser avisados quanto a importancia vital da 
continuagao do tratamento medico durante 
pelo menos 6 meses a um ano apos a opera¬ 
gao e devem voltar a completa revisao 
urologica e urografica desde que haja o 
menor reaparecimento de sintomas. Se, 
em tal exame apos tratamento medico an¬ 
terior ou posterior a operagao, verificar-se 
que a fungao renal esta diminuida e os 
sintomas urinarios persistem e se os da¬ 
dos urograficos e cistoscopicos indicam que 
o processo destrutivo tuberculoso dos rins 
progride, a operagao nao deve ser adiada, 
porque em muitos desses casos a nefrec- 
tomia pode trazer uma permanente cura. 
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T he role of trauma in the production 
of cancer has always been a moot 
subject. Too many “traumatic can¬ 
cers” have recently appeared in medico¬ 
legal literature, despite the fact that there 
is no association between a single trauma 
and the development of cancer. The rela¬ 
tion of trauma and cancer in most litigated 
, cases has been overshadowed by the im- 
' portance placed on the theoi\v that aggra¬ 
vation of an e.visting tumor may occur as 
a result of trauma. 

The industrial specialist, like the indus¬ 
trial physician, is well aware that the aver¬ 
age person is prone to blame his present 
affliction upon an alleged accident or so- 
called occupational disease. No matter 
how intelligently one may approach the 
problem, there is often great difficulty in 
determining just what is to be regarded 
as cause and what may be attributed to 
mere coincidence. The differentiation be¬ 
comes even more difficult because of the 
fact that deeply embedded in human think¬ 
ing is the habit of drawing false conclu¬ 
sions, a habit well described by the Latin 
phrase post hoc; ergo propter hoc (after 
it: therefore because of it). This is so 
especially with regard to the causal rela¬ 
tionship of a tumor and trauma, in which 
the patient was not aware of having a tu¬ 
mor prior to the alleged injury. 

Once it is established that an accident 
has occurred “as a result of” or “arising 
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out of” employment, it becomes necessary 
to consider whether the accident, injury or 
disease would have happened to the patient 
on the street, at home or anywhere outside 
his occupational environment. In other 
words, a causal relation must be estab¬ 
lished or ruled out. To evaluate causal re¬ 
lationship properly, it is well to bear in 
mind that the question of causation auto¬ 
matically arises when, as a result of the 
claimant’s testimony, he alleges that the 
accident or exposure caused the present 
affliction and complaint. He also claims 
that prior to the alleged injury, he had no 
symptoms nor had he any disease process. 
Obviously, in a case of cancel', the injured 
person honestly believes that it would be 
impossible for the disease to have existed 
prior to the alleged accident or injury. 

Frequently in attempting to evaluate 
causal relationship the decision is influ¬ 
enced b}'^ one of the tenets of the law, lu 
dnbio pro laeso, which means “In doubt, 
always favor the injured.” This attitude 
is unjust and in no way aids in the solu¬ 
tion of this universal problem. It is not 
fair for any verdict to be given on a basis 
of s.vmpath 3 % and such a decision should 
never be tolerated. 

To evaluate the causal relation of 
trauma to a malignant tumor claimed to 
be associated therewith, certain postulates 
must be fulfilled. No possible relation of 
injury to the development of cancer can 
be fulfilled in anj-- hypothetical case with¬ 
out such an evaluation. The following cri¬ 
teria have been established for evaluating 
the possible relation of an injury to the 
development of cancer: 
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1, Authenticity and Adequacy of the 
Trauma .—This means actual proof of the 
injury, and for legal purposes there should 
be demonstrable evidence, such as a bruise, 
a swelling or an actual laceration. Al¬ 
though the statement of the patient is usu¬ 
ally accepted in court, it is well to question 
him as to whether or not professional 
treatment was given and, if so, when, in 
respect to the time of the accident. It is 
best to rely upon the results of the first 
medical examination for this information, 
at which time a careful investigation 
should have been made of the circum¬ 
stances of the injury, the terrain, the ob¬ 
jects alleged to have been concerned, the 
exact sequence of events, and the question 
whether the incidents described could have 
occurred or resulted in the alleged injury. 

In all reported cases of trauma it is im¬ 
portant to determine whether the trauma 
was sufficient to produce some alteration 
in the structure of the tissue, for the least 
effect it can have is rupture of small blood 
vessels, with subsequent extravasation and 
discoloration of the skin. The character of 
the wound, as well as the type of instru¬ 
ment producing it, is important; for a 
clean, well-healed incision would theoret¬ 
ically be less hazardous than a bruised, 
irregular, jagged, suppurative laceration 
or a hematoma under constant pressure. 
When foreign bodies or irritating chemi¬ 
cals, such as acids, tar (cancer of scro¬ 
tum) and wood are carried in a wound, 
healing is delayed, and atypical and un¬ 
expected results are prone to occur. There 
are many reports of cancers of the skin 
following such accidents, and it is well al¬ 
ways to inquire whether the patient has 
been exposed to tar or other petroleum 
products. 

2. Previous Integrity of the Wounded 
Part. — Proof of the previou.s integrity 
of the site or wounded part, as indicated 
by a competent medical examination prior 
to the date of the alleged injur.v, is impor¬ 
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tant. If this is not available, courts and 
juries usually accept the patient’s state¬ 
ment that the injured tissue was formerly 
entirely normal, but the positive demon¬ 
stration that a tumor was caused by 
trauma requires proof rather than as¬ 
sumption. The patient, in his honest ig¬ 
norance, may not have been aware of any 
preexisting lesion. With the occurrence of 
an injury—even a mild one and only tem¬ 
porarily disabling — combined with the 
ultimate recognition of such a serious dis¬ 
ease as cancer, it is only natural that the 
injured person should state truthfully that 
he was well before the accident and has 
been continuously ill since it occurred. 

Assuming that there is no deliberate at¬ 
tempt at deception, it is well to keep in 
mind that tumors are often present for 
years before they are recognized. Further, 
even though the injured person was exam¬ 
ined at the time of the alleged injury with¬ 
out a tumor’s having been detected, the pos¬ 
sibility of its having been present cannot 
be excluded. Of even greater significance 
is the fact that certain tumors are prone 
to remain latent and unrecognized. In 
fact, the primary site of such a tumor can 
often be determined only by postmortem 
examination. This is especially true of 
tumors (carcinoma) of the thyroid, the 
male breast, the prostate, the kidney and 
the testicle. Such tumors metastasize in a 
bizarre fashion, remote from the primary 
growth, and frequently involve the skele¬ 
ton. I have observed several cases in 
which metastases from such tumors were 
erroneously accepted as a primary growth 
and, combined with a history of .super¬ 
imposed trauma, confused the issue and 
made it difficult to determine whether the 
tumor had been present before the alleged 
injury or developed ns a result of the in¬ 
jury. 

It ha.s often been noted that a person 

with a silent or unnoticed tui- 

cially a testicular tu 
liable to injury at the 
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tion to the tendency of injuries to occur 
in the tumor-bearing area, there seems to 
be intensification of the subjective symp¬ 
toms and local effects of the injury. Such 
tumors, e. g., tumors of the testicle, pro¬ 
duce such local conditions as increased 
bulk, fixation in the organ, adherence to 
the skin and deep structures, and often 
some inflammatory reaction. Under these 
circumstances a simple blow, twist or pres¬ 
sure is often capable of injuring the tis¬ 
sues and causing pain and hemorrhage, 
whereas under normal circumstances the 
effect of the same simple blow, twist or 
pressure on normal tissues would have 
been nil. This predisposition is called 
“traumatic determination.” Ewing once 
,said, “Traumas reveal more malignant tu¬ 
mors than they cause.” Pack described 
this phenomenon as “a strange paradox 
that injury to a part of the body contain¬ 
ing an unknown tumor may be an accident 
beneficial to the patient, as it sometimes 
leads to the discovery of the tumor at a 
time when cure is still possible.” Because 
of such pheuonieua, if is ahcai/s well to 
rouemhcy that u'hcnei'cr an apparoithi 
trivial injurp is said to have pi-oduccd 
some peculiar and e.ra(jpcrated effect, and 
a tumor is later discovered, the tumor 
probahlp antedated the injurij. 

o. Origin of Tumor at E.vacf Point of 
Iniurij. — Before any reasonable theory, 
however reasonable, of the traumatic ori¬ 
gin of a tumor can be accepted, the tumor 
must be proved to have arisen at the point 
of injury. On this assumption, it follows 
that the tumor developed in tissues altered 
in structure by the trauma. Such altera¬ 
tion in normal architecture occurs only at 
the exact point of injury or within nar¬ 
row limits. 

Although proof that a diseased condition 
has been made worse by a mechanical in¬ 
jury has been accepted as sufficient cause 
for compensation, it does not follow that 
growth of a tumor can be accelerated or 


aggravated by the mechanical violence of 
a single trauma. The law requires that 
proof be presented to show that the injury 
resulted in premature disability or death. 
Too often it is contended that if no injury 
had taken place the tumor might have un¬ 
dergone spontaneous resolution and cure. 
This is pure speculation. As has been 
pointed out, the injury is actually a bene¬ 
ficial thing, for (1) it draws attention to 
the tumor, and (2) treatment is started 
sooner than if there had been no accident 
or trauma. 

4. Reasonable Time Lapse Between In- 
jury and Appearance of the Tumor .—This 
is actually an estimate of the amount of 
time elapsing between the date of the in¬ 
jury and the appearance of the tumor. 
This should be compatible with a causal 
relation. No one can deny that it is diffi¬ 
cult to establish any definite limits of time 
within which a tumor may be reasonably 
said to be due to trauma. All are agreed, 
however, that the type of tumor may be 
the detei-mining factor in deciding whether 
it could have developed within a certain 
period. The latent period should be neither 
too short nor too long, and the longer the 
interval the less certainly may the tumor 
be attributed to the trauma. Pack reported 
the case history of “a child whose abdomen 
was run over by a light horse-drawn ve¬ 
hicle. On admission to the hospital, per¬ 
sistent hematuria was diagnosed as due to 
a ruptured kidney. At operation a Wilms 
embryonal adenomyosarcoma was found 
and removed. Had the hematuria occurred 
six to eight weeks after the injury.” stated 
Pack, “and the tumor discovered then, the 
etiologic postulates would have been ful¬ 
filled and judgment probably rendered in 
favor of the injured party.” 

5. Positive Diagnosis of Presence and 
Type of Tumor .—This criterion is obvious, 
yet microscopic examination will often re¬ 
veal that what was thought to be a neo¬ 
plasm is really tuberculosis or syphilis, or 
perhaps lymphogranuloma or some form 
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of metastatic cancer. Further, microscopic 
analysis may reveal the tumor to be a slow- 
growing process, the genesis of which 
antedates the injury. A decision regard¬ 
ing a neoplastic growth can only be made 
on careful microscopic examination. 

The aforementioned criteria or postu¬ 
lates are the basic factors in establishing 
and assessing the possible responsibility of 
an injury for the development of cancer. 
Yet frequently, as a result of an inadequate 
history, inadequate medical records, faulty 
examination, faulty microscopic interpre¬ 
tation or illogical evaluation of causal re¬ 
lations, a neoplastic disease may be inter¬ 
preted as causally related to trauma. This 
is well demonstrated in the following case, 
which could easily have been interpreted 
as meeting all the requirements here 
postulated and erroneously interpreted as 
causally related to the alleged injury: 

REPORT OF CASE 

A 21-year-old white man was referred to 
me because of pain and swelling in the left 
testicle. He worked for an electric power 
company, and he stated that, as he approached 
a home in which the meter was to be read, a 
collie darted out from the house and jumped 
up at him, striking his left testicle. The tes¬ 
ticle became swollen, hard and painful, and 
there was a progressive increase in pain. He 
consulted his physician, who made a diagnosis 
of traumatic epididjino-orchitis. He was sub¬ 
sequently referred to me. 

At this time, careful questioning revealed 
the fact that one year prior to the date of the 
alleged injury the patient had been examined 
for induction into the Army. He had been 
classified 4-F on a basis of a tumor of the left 
testicle. He had been told by the examining 
physician to consult his physician. Unfortu- 
nateiy he ignored the advice, since there had 
been no pain or discomfort. A diagnosis of 
tumor of the left testicle was made, and ex¬ 
ploration of the scrotal sac revealed a tumor 
mass subsequently diagnosed as embrj-onal 
carcinoma. 

In this case many of the original postu¬ 
lates already mentioned were well estab¬ 
lished. The one important postulate. 
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however, namely the previous integrity of 
the injured part, was determined, by 
means of a careful history, not to have 
been normal prior to the date of the acci¬ 
dent. Had this history not been obtained 
and had the trauma been accepted as 
causally related to the tumor, no explana¬ 
tion could have been given other than ori¬ 
gin of the tumor at the site of injury. 
There was, however, one fallacy; the time 
between the injury and the appearance of 
the tumor was too short to account for the 
pathologic process. 

My opinion is that, as was pointed out 
by Mock and Ellis, in any case in which 
cancer is claimed to have been caused by 
an accidental injury or trauma, the fol¬ 
lowing postulates be answered: (1) a 
definite description by the reporting sur¬ 
geon of the trauma at the time it was sus¬ 
tained; (2) definite proof, by every pos¬ 
sible means of examination at the time the 
injury was sustained, that no tumor al¬ 
ready existed at the site of the trauma, 
and (3) definite signs and symptoms of a 
pathologic process continuing at the site 
of the trauma until a malignant tumor 
appeared and was positively diagnosed. 

Aggravation of a tumor by trauma is 
always a much discussed subject in com¬ 
pensation cases. The granting of an award 
in such instances seems reasonable when 
there is no doubt that the trauma acceler¬ 
ates the pathologic process, or when cer¬ 
tain complications have arisen that would 
not have occurred in the progress of the 
disease had not the alleged injury been 
sustained. At no time was the law intended 
to protect or insure workers against cancer 
that is not the result of causes in his occu¬ 
pational environment. Yet the factor of 
aggravation constantly confuses the issue, 
in cases of cancer as well as of other dis¬ 
eases. For this reason it is well to be 
familiar with exactl.v what is me.ant bj' 
nggravation. Ewing stated that aggrava¬ 
tion exists when “an injur.v hastens the 
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death of a patient. . . but when, however, 
the trauma merely leads somewhat prema¬ 
turely to complications which are inevita¬ 
ble in the coui'se of the disease and which 
are about to occur in the normal course, 
it seems inequitable to assume that any 
aggravation has occurred . . . unless the 
trauma introduces into the course of the 
disease something which does not belong 
there and which woi'ks to the disadvan¬ 
tage of the patient, aggravation may not 
properly be assumed.” 

SUMMARY 

The author offers postulates which he 
hopes will help to evaluate the role of 
trauma in neoplastic disease. In all cases 
of ti'auma, careful study is indicated in 
order to establish, as far as possible, a 
causative relation to the occupational en¬ 
vironment. 

RfiSUME 

L’auteur etabli des reglesqui devaient, 
(comme il espere) aider a revaluation de 
I’origine traumatique du cancer. Dans 
touts les cas d’un traumatisme des re- 
cherches exactes sont indiquees, pour etab- 
lir aussi bien que possible une relation 


causative entre la maladie et le milieu pro- 
fessionnel du patient. 

ZUSAMMENFASSUNG 

Der Verfasser macht Vorschlage, die 
zur Abschatzung der Bedeutuiig von Ver- 
letzungen bei neoplastischen Erkrankung- 
en beitragen sollen. In alien Fallen von 
Verletzungen ist eine sorgfaltige Unter- 
suchung notwendig, um so weit wie mog- 
lich die ursachlichen Beziehungen zum 
Arbeitsmilieu festzustellen. 

RIASSUNTO 

L’autore espone degli elementi con i 
quali si puo valutare I’importanza del 
trauma nella genesi dei tumori. In ogni 
caso di tumore e necessario uno studio ac- 
curato, diretto a stabilire eventuali rap- 
porti causali con I’ambiente di lavorro. 

RESUMEN 

El autor presenta postulados que con- 
sidera ayudaran a valorizar el papel del 
trauma en la enfermedad neoplasica. En 
todos los casos de trauma se encuentra in- 
dicado un estudio cuidadoso con el objeto 
de establecer, hasta donde sea posible, la 
relacion causal del factor ocupacional. 


It if the studying that you do after your school days that really counts. Otherwise 
vou know only that which everyone else knows. 


—Doherty 
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Obligations in 

the Consideration of Meloplasties 

ALBERT D, DAVIS, M,D.. F.A.C.S.. F.I.C.S. 

SAN FRANCISCO, CALIFORNIA 


T he art and practice of plastic sur¬ 
gery should, by this time, have 
reached a stage in which it can now 
stand on its own merits and make no 
apologies for its existence as a specialty. 
Yet there remain Puritans in the profes¬ 
sion whose opinion is that the healing art 
should never be associated with beautifica¬ 
tion. These same dissenters will spend 
many extra hours in placing fine sutures, 
using small hooks instead of heavy-toothed 
forceps, and other atraumatic technics, to 
obtain a fine scar when, so far as healing 
goes, less delicate measures could be em¬ 
ployed. The fear of criticism by contem¬ 
porary authors, departmental heads and 
editors of various journals has prevented 
much discussion and publication of many 
articles on cosmetic surgery. 

The increased interest and the Justice of 
the demand made by those who refuse to 
tolerate disfigurement from age lines and 
wrinkles at a time in their lives when they 
can afford some of the luxuries denied 
them in earlier years places obligations 
directly upon the surgeon to consider their 
problems, as well as those of patients 
whose unsightly features may arise from 
other causes. Those who consider them¬ 
selves above beautification in any form 
may find that there is no great dissimilar¬ 
ity between the one and the other and that 
the patients in the two categorie.s are 
equally grateful. 

Cosmetic metoplasty ciinnot be justified 

Ri-ad at (he T^^enlitth Annivt-rsary Consrc^s uf the Inter¬ 
national Cotlecc of Surtreont. Geneva, Switzerland, Mnjr S3-Sfi. 

Rubmltle«l for pulilieation July 1. 195S. 


by pure vanity alone. It must have its 
place, however, in the busy practice of the 
plastic surgeon; otherwise patients will 
seek the services of the sjunpathetic char¬ 
latan, whose sole claim to specialization 
and training usually is his license to prac¬ 
tice. Every resident or preceptee should 
have a proper foundation in this field. This 
end may be met in a lesser degree by a 
thorough understanding of the technic of 
multiple excisions as advocated by Ur. 
Ferris Smith, but he should also have the 
advantage of further training in cosmetic 
meloplasty. 

Selection of Casec. — Each case shouici 
he judged thoroughly upon its merits. 
Vanity alone should be critically demar¬ 
cated from social or economic obligations. 
The psychic factors involved should be 
carefully weighed, estimated and observed, 
lest the repercussions be detrimental 
rather than beneficial. Too much must not 
be promised, and a frank discussion of the 
probable recurrence of the condition 
should he held, with explanation of the 
reasons. Nothing can prevent loss of the 
elasticity of the skin and scalp and gradual 
recurrence of the redundant tissue. The 
older the patient, the more startling the 
result will be, hut, also, the less lasting. 
Deeply crossed lines, or those of extreme 
age, are those in which the elastic fibers 
have lost their tone and will quickly recur 
and, when oh.served in examination, should 
be pointed out to the patient and explained. 

The ability of the patient to with.ri^nd 
the lengthy procedure sk 
surgeon 
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cases. The greater the understanding es¬ 
tablished prior to the operation, the less 
misunderstanding there will be afterward. 

Anatomic considerations are important 
from the standpoint of both the surgeon 
and the patient. The skin texture should 
be carefully scrutinized from the stand¬ 
point of thickness, mobility, previous ir¬ 
radiation or “peeling,” tension lines, fa¬ 
milial characteristics, assjunetry, former 
scarification and hair-bearing areas. 

The direction of “pull” should be 
watched vigilantly in order to prevent any 
distortion of the mouth or eyelids or dis¬ 
placement of the normal hair-bearing 
areas: the problem of the submental fat 
pad must be solved and the amount of 
undercutting necessary to produce the 
desired result estimated. 

Prcopcrath'c Preparation .—First of all, 
this type of operation, properly done, must 
never be considei'ed an office procedure. 
Its accomplishment demands the utmost 
care in planning, technic and understand¬ 
ing of the problems involved. The same 
preoperative care must be given as for any 
other major surgical procedure. 

On the day before the operation the pa¬ 
tient is advised to have a thorough sham¬ 
poo with soap and water, with no attempt 
made toward style, curling or other means 
of beautification. Rinses and dyes are to 
be avoided. 

Preoperative medication consists of 
morphine, gr. with scopolanine, gr. 
1 150. The patient .should be rela.xed and 
drow.sy when brought to the operating 
room. The entire face, scalp and neck are 
thoroughly scrubbed with phisoderm for 
at least six minutes, just prior to the 
operation. The skin and hair are dried 
with sterile towels and the entire area 
carefully draped. 

The next step is marking out the pre¬ 
viously planned areas, using Berwick’s 
dye. brilliant green or other marking ma¬ 
terial. These marks should include the in¬ 


cisional lines and should be equalized on 
the two sides, in order that the finished 
product maj-^ not be distorted. The normal 
lines of the face and neck should be clearly 
marked in order that the flaps, when ad¬ 
vanced, may be so placed that these lines 
may retain their position. Stretching small 
elevated areas without proper undercut¬ 
ting and advancement is to be condemned, 
and the limit of the deformity must be 
reached if a long-lasting and satisfactory 
result is to be obtained. 

Procaine with epinephrine is the anes¬ 
thetic of choice, and no closure should be 
made until an entirely dry field is ob¬ 
tained. This prevents hematoma, diffuse 
swelling and displacement of flaps. 

The incision begins at the top and in 
fi-ont of the helix, curves slightly around 
the rim and thence proceeds downward, 
following the natural lines (some authors 
advise going posterior to the helix to the 
bottom of the external auditory meatus 
and thence outward and downward) 
around and under the lobe, thence upward 
and backward behind the ear to a level 
with the upper border of the tragus, across 
the postauricular area and thence down¬ 
ward into the hairline, where the scar will 
be concealed. 

The upper paxT of the incision is carried 
around the hair-bearing area in fi'ont of 
the ear and curves upward into the tem¬ 
poral area of hair-bearing skin, in order 
to avoid unsightly bald spots and unsightly 
scars. 

The tissues are undercut at the proper 
level for avoidance of both the fifth and 
the seventh nerve branches. The skin is 
elevated completely except around the 
angles of the mouth, where the fifth and 
seventh nerves emerge superficialljL The 
neck is treated likewise. The most difficult 
part of the dissection is freeing the skin 
from the sternoma.stoid muscle, whose fi¬ 
bers are attached. This includes the area 
posterior to the muscle, if there is any re- 
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dundant tissue at this point. When this 
large flap has been completely freed from 
attachments, traction is made in an up¬ 
ward and backward direction until the 
overlapping may be marked out at the 
front and back of the ear without produc¬ 
ing distortion around the mouth and nose, 
which may destroy the natural facial ex¬ 
pression. After the excess has been 
trimmed, anchor sutures are placed at the 
top of the ear. beneath the lobe, behind the 
ear and in the curved temporal area. The 
lobe is corrected so that the scar is con¬ 
cealed beneath, and the wounds are closed 
subcutaneously with No. 0000 plain catgut 
and at the skin level with No. 00000 der- 
malon in front of the ear and 36-gaugc 
wire elsewhere, if desired. Other means of 
closure are permissible at the discretion 
of the surgeon. 

The double chin (or fat pad) is treated 
by making a small incision (about 1 cm. 
long) beneath the chin, curetting out the 
fat, which is easily extruded, and the skin 
traction will take care of the redundancy. 

Hooding of the upper eyelids and cor¬ 
rection of wrinkles (crow’s feet) about 
the lower lids are done as a separate pro¬ 
cedure and vary according to the deform¬ 
ity. 

Postoperative Care. — This consists of 
moderate pressure bandaging with fluffs 
and brain rolls, so that the flaps are held 
in their new position and in close contact 
with the underlying raw areas, to prevent 
edema and serum collection. The usual 
postoperative orders are carried out. 

The sutures in front of the ear are re¬ 
moved early, and the incisional area is 
covered with fine mesh gauze dipped in 
collodion. The sutures in the temporal re¬ 
gion and the hairline are left for ten days 
to insure healing and to prevent spreading 
of the scars. 

The patient is allowed to wash the hair 
on the twelfth postoperative day and to 
have a soap shampoo on the fifteenth. 


Face cream, gently patted into the tis¬ 
sues, is allowed as soon as the edema sub¬ 
sides and may be augmented by carefully 
applying iced gauze to the face afterward 
to remove the cream. The suture line is 
not included. This is kept dry, and all 
crusts and scabs are removed gradually. 
Careful massage with oil is instituted 
when complete healing has taken place. 

To be assured of success, one must avoid 
making the skin flaps of varying thickness. 
The elevated skin should be dissected com¬ 
pletely free from the underl.ving tissues, 
so that it may be moved “en masse” to its 
new position without excess tension. Slight 
overcorrection is better than too little; one 
should allow for a certain degree of re¬ 
laxation from the scalp. 

Undercutting around the commissures 
of the mouth must be avoided, as must the 
superficial nerves crossing the anterior 
surface of the sternomastoid. An atrau- 
m.atic technic should be rigidly followed. 
Some slight secondary corrections maj’ be 
necessary. 

SUMMARY 

The author establishes the need for a 
better understanding of the increasing in¬ 
terest in cosmetic meloplast.v and the 
training for its use by specialists. Fear of 
criticism by colleagues and others has cre¬ 
ated a barrier to the dissemination of 
knowledge and exchange of ideas by cer¬ 
tified surgeons. 

The patient who seeks this type of serv¬ 
ice too often is turned away with the ad¬ 
monition to "grow old gracefully.” Usu¬ 
ally these patients find sympathy and 
understanding in the charl.atans, whose 
entire competence lies in the fact that they 
have licenses to practice. The result is 
further misunderstanding, and the doctor- 
patient relation is di.sturbed, whether the 
patient obtains good, bad or indifferent 
services. 

Stre.ssing the ' ■■■ nee "^ .the . 
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tion of cases, the anatomic considerations 
and the preoperative and postoperative 
care, the author points out some of the 
pitfalls to be avoided and outlines a plan 
for the operative procedure which has 
proved its value over many years. 

RESUME 

L’auteur met au point la necessite d’une 
meileure entente dans I’interet croissant 
pour la meloplastique cosmetique et I’en- 
trainement des specialistes dans son usage. 
Une peur de criticiame par des collegues 
et d’autres gans a cree une barriere centre 
la dissemination de la connaissance et de 
I’echange d’idees par les cliirurgiens cer¬ 
tifies. 

- Le patient qui cherche cette sorte de 
traitement est trop souvent renvoye avec 
la remarque “de vieillir avec grace.” En 
general ces patients trouvent de la sym- 
pathie et de I’interet chez les chaidatans, 
qui sont competents seulement, qu’ils ont 
un permis de pratiquer. Le resultat est 
plus de malentendu et la relation entre 
docteur et malade est derangee, soit que 
le tratement etait bon, mauvais ou indif¬ 
ferent. 

L’auteur en accentuant I’importance de 
la selection des cas, les considerations 
anatomiques et le soin pre-et postoperatif, 
e.xplique. comment quelques insucces peu- 
vent etre evites et construit un plan de la 
jirocedure operative, qui a prouve sa valeur 
pendant beaucoup d’annees. 

ZUSA.M .MENFASSUNG 

Der Verfasser weist auf die Notwendig- 
keit grosseren Verstiindnisses fiir das 
wachsende Interesse an kosmetischer 
Wangenplastik und auf die Wichtigkeit 
spezialistischer Ausbildung zur Ausfiih- 
rung der Operation hin. Aus Furcht voi¬ 
der Kritik seiten.-^ der Kollegen und ande- 
rer sind Schwierigkeiten en.^tanden. die 
einer Verbreitung der Kenntnisse auf 


diesem Gebiet und dem Gedankenaustausch 
unter anerkannten Chirurgen im Wege 
stehen. 

Allzu oft werden Patienten, die eine der- 
artige chirurgische Hilfe suchen, mit dem 
Rat “in Wiirde alt zu werden,” nachhause 
geschickt. Sie finden dann gewohnlich 
Mitgefiihl und Verstandnis bei Schar- 
latanen, die ausser ihrer arztlichen Appro¬ 
bation keinerlei Qualifikationen besitzen. 
Dies fiihrt zu weiteren Missverstandnisseii 
und Storungen der Beziehung zwischen 
Arzt und Patienten, gleichgiiltig ob der 
Patient nun gute, schlechte oder indiffe- 
rente Behandlung erfahrt. 

Der Verfasser betont die Wichtigkeit 
sorgfaltiger Auswahl der Falle und weist 
auf anatomische Gesichtspunkte und auf 
die Bedeutung praventiver und postopera¬ 
tive!* Massnahmen hin. Er macht ferner 
auf gewisse Gefahren der Operation auf- 
merksam, die vermieden werden miissen, 
und entwirft einen Plan des chirurgischen 
Vorgehens, der sich ihm viele Jahre lang 
als wertvoll erwiesen hat. 

RIASSUNTO 

L’autore auspica una maggior compren- 
sione nei confront! della meloplastica cos- 
metica e si augura che il problema venga 
affrontato da specialist!. II timore di cri- 
tiche da parte dei colleghi o di estranei ha 
create molte difficolta in questo campo; i 
pazienti che intendono servirsi di questo 
mezzo di cura troppo spesso vengono sco- 
raggiati e trovano comprensione soltanto 
da parte di empiric! la cui unica compe- 
tenza e rappresentata dall’autorizzazione 
ad esercitare. II risultato e I’incompren- 
sione e un ulteriore peggioramento dei 
rapporti fra malato e medico. 

L’opportuna scelta dei casi, le studio 
anatomico, le cure pre- e postoperatorie, la 
conoscenza degli error! da evitare, e un 
piano chirurgico prestabilito possono por- 
tare a buoni risultati. 
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RESUMEN 

El autor senala la necesidad de un mejor 
entendimiento y mayor interes en la melo- 
plastia cosm^tica, asi como un entrena- 
miento para su uso por especialistas. El 
temor a la critica por colegas y por otras 
personas ha creado una barrera a la di- 
seminacion del conocimiento y al intercam- 
bio de ideas por cirujanos reconocidos. 

El paciente que busca este tipo de ser- 
vicio frecuentemente es rechazado. Gene- 
ralmente estos pacientes encuentran sim- 
patia y comprension en los charlatanes 
cuya competencia reside en el hecho de que 


poseen una licencia para ejercer. El resul- 
tado es una mayor confusion que produce 
una perturbacion mayor de la relacion 
doctor-paciente, independientemente de 
que el paciente reciba un servicio bueno, 
malo 0 indiferente. 

Senalando la importancia de la selec- 
cion de los casos, las consideraciones ana- 
tomicas y el cuidado preventivo y post- 
operatorio, el autor trata algunos de los 
factores de fracaso que deben ser evitados, 
delineando un plan para el procedimiento 
operatorio que durante muchos anos ha 
mostrado ser de valor. 


.., Once and for all the truth is best. The truth does not ultimately harm. Tlic 
truth is healing when accepted, deep down, and the truth is that the world was not 
made to be an easy place to live In. Tliere arc some, many, no one bnows how many, 
who are healthy, and a great many appear so who are not. But there are others uho 
carry some horrible disease, some bodily aflliction, about with them. What shall 
they do? Shall they gird at the healthy? There are some who have happy house¬ 
holds, and others who endure the misery of perpetual strains between the housemates. 
Tliere are some who have unbroken tics, and others who are bereft, afflicted. We 
ought to try to conquer disease, and to make homes happier, to make Iiomcs more 
harmonious, to postpone death. But in the meantime there are those who have to 
suffer, who have to bear what seems intolerable, and yet can be made tolerable. 
And is it not true also tliat when you look upon the people of this country jou will 
see that llie great majority of them have to struggle for their very existence, and 
that wealth is unequally divided, and you admit that it ought not to be so? And 
yet you warn, and rightly warn, against revolt. You say that the greater number 
of mankind must be patient until the social order can be changed. It ought to be 
clianged, but in the meantime they ought to he patient. And sliall wc not also endure 
patiently such injustice as may fall to our lot, and bear our share of tliat world 
suffering which in one form or another, material or spiritual, is llie price to be paid 
for world redemption? 


—Adler 



The Present Status of the Treatment 
of Peptic Ulcer 

ULYSSES GRANT DAILEY, M.D.. Sc.D., F.A.C.S., F.I.C.S. 

CHICAGO, ILLINOIS 


S UIULTANEOUSLY with the develop¬ 
ment of the fundamental knowledge 
of the gross pathologic picture and 
pathogenesis of the ulcer lesion in connec¬ 
tion with clinical signs, clinicians and 
pathologists alike were theorizing as to 
the etilologic factors. Thus Virchow in 
.‘■1853 offered the earliest plausible hypoth- 
' esis as to the cause, beyond obscure refer¬ 
ences to the acid factor. His theory was 
that the ulcer process “results from the 
plugging of the nutrient artery of the part 
by embolus or tlirombus, and the infarct 
so produced is destroyed by the digestive 
action of the gastric juices.” 

In the absence of a clear concept of the 
nature of the ulcer process, treatment was 
chaotic. In fact, a medical treatment 
scarcely could be said to have existed until 
after the beginning of the era of surgeiy 
which gave impetus to the study and 
knowledge of the disease. Up to that time, 
treatment was largely symptomatic and 
directed toward “dyspepsia,” “gastralgia,” 
“gastrorrhagia,” etc. Clinical differentia¬ 
tion between gallbladder disease, disease of 
the pancreas, ulcer and other diseases of 
the upper part of the abdomen could not 
be made with any degree of consistency. 
Actually, in addition to dyspepsia, the 
medical profession was dealing chiefly 
with such complications as hemorrhage, 
obstruction and perforation. The latter 
group of lesions obviously could be ration- 
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ally attacked onlj' by surgical means; thus, 
the possibilities of surgical treatment as 
initiated by the work of Billroth and his 
co-workers were hopefull}’- hailed. Yet 
during the infancy of gastric surgery the 
postoperative complications, the recurrent 
operative morbidity and the operative 
mortality rates were frightfully high. The 
death rate for so simple a procedure as 
gastroenterostomy from 1881 to 1885 was 
recorded by Mayo-Robson as 65 per cent. 
In the meanwhile, and to a large extent 
because of surgical shortcomings, noted 
gastrologists such as Kussmaiil, von Leube, 
Ewald and Einhorn were developing non- 
surgical methods. Lavage was empha¬ 
sized, and there were heated controversies 
concerning its indications and contraindi¬ 
cations, especially as to the danger of em- 
plojdng the stomach tube in the presence 
of bleeding or other signs of ulcer activa¬ 
tion. With the principle of gastric rest, as 
exemplified by the substitution of rectal 
for oral feeding, the use of sedative drugs 
enjoyed quite a vogue. In the early 1930’s 
IMeulengracht published his new plan of 
treatment, contributing the principle of 
feeding during the active state of ulcer as 
opposed to the orthodox rest (starvation) 
principle. Although the Meulengracht 
methods were not universally accepted in 
all details, the principle involved mate¬ 
rially influenced medical practice. Rest, as 
spoken of in this paragi'aph, is related to 
the idea of cessation of gastroduodenal 
function by depriving the organs of food 
to digest. Much of the reasoning with re¬ 
spect to it is fallacious. The medical man 
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of today has a much broader concept of 
rest in relation to the ulcer patient, empha¬ 
sis being placed upon the mental and emo¬ 
tional repose of the whole man rather than 
upon functional rest of the individual 
organ. 

Thirty years ago, such discussions as 
“Medical vs. Surgical Treatment of Ulcer” 
were not infrequent in the medical world. 
Many will remember that a minority group 
of surgeons, led by the noted John B. 
Deaver in the United States and by Sir 
Berkeley Moynihan in England, held that 
peptic ulcer was a surgical disease in some¬ 
what the same sense as appendicitis. On 
the other hand, many medical men were 
procrastinating in cases which properly 
demanded operation. This resulted in a 
needlessly high mortality rate. 

It would be interesting to trace the mod¬ 
ern development of surgical procedures. 
Briefly, it may be mentioned that after the 
Billroth era many gastric operations were 
devised. Some had good physiologic bases; 
others were quite irrational. Such proce¬ 
dures as sleeve resection, knife or cautery 
excision, the Devine resection and the 
Jaboulay gastroduodenostomy have largely 
been abandoned. 

Etiologic Considerations, — By 1930- 
1940, clinioopathologic observation and 
physiologic experiment were combining to 
promote a better understanding of the 
“ulcer phenomenon” (Necheles), as a re¬ 
sult of which certain rather generally ac¬ 
cepted assumptions could be formulated: 

I. The predominance of excess acid gas- 
trie juice as a causative /actor. Although 
this had been dimly recognized by clini¬ 
cians, perhaps for ages, it remained for 
B. W. Sippy of Chicago to prove by an 
unparalleled series of clinical observations 
that, once the influence of excess gastric 
secretion is neutralized or removed, peptic 
ulcers will heal. Today all methods of 
treatment are predicated on this basic 


concept. Miscellaneous accessonj factors 
may be listed as follows: 

1. Psychic influences. The effects of 
such influences on the digestive mechanism 
have been known to observant physicians 
from time immemorial. Pavlov’s classic 
experiments on conditioned reflexes pro¬ 
vided the first laboratory confirmation. 
Development of the knowledge of hor¬ 
monal and cephalic phases of digestive 
activity has further clarified the question 
of central nervous influences. The psycho¬ 
neurotic background and the evil effects 
upon the ulcer patient of emotional stress, 
as noted on clinical observation, are too 
well known to require elaboration. 

2. Chronic fatigue. 

3. Poor hygiene. 

4. The use of tobacco. 

5. Hypovitaminosis. 

6. The use of alcohol.* 

7. External physical trauma. Many au¬ 
thors have considered this a possible cause, 
but I have never encountered a case in 
which physical violence seemed to be an 
etiologic factor. 

8. Extensive skin burns (Curling’s ul¬ 
cer). Such burns are known to be asso¬ 
ciated at times with duodenal ulcer, but 
they play an insignificant role in the causa¬ 
tion of peptic ulcer as encountered in 
everyday practice. 

9. A focus in the central nervous system 
(Cushing's ulcer). This was foreseen 
many years ago by Brown-Sequard, bril¬ 
liant French-African philosopher-physiol¬ 
ogist who discovered that he could produce 
ulcer in animals by destroying the corpora 
quadrigemina. This cause of ulcer is of 
academic rather than practical interest. 

10. Adrenal influence. The theory of the 
late George W. Crile, concerning the 
adrenal influence, and his clinical series of 
suprarenal denervations on ulcer patients 


•The two factors last me 
slirnificance in dilTercnt pa 
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may be remembered. His observations 
were not taken seriously by other clinical 
workers at the time. This phase of gastric 
physiopathology, however, is being re¬ 
vived, and a principle of therapy U]5on an 
adrenal physiologic basis is being studied. 

11. Lowered tissue resistance. Meyer’s 
(New York) work with lysozyme has not 
clarified this problem. 

12. Ischemia of terminal arteries. The 
theory that this plays a part in the locali¬ 
zation of ulcer has not been substantiated 
by anatomic studies. 

II. Gcor/yaphic Disiribiitiou. In the course 
of two recent winter tours in India, Pakis¬ 
tan and Ceylon, I was struck by the 
marked variation in the regional incidence 
of ulcer. In the larger clinics at Lahore it 
was relatively rare, although gallstones 
were common. The same was true, rela¬ 
tively speaking, at Delhi, Jaipur and Luck¬ 
now (North India). In South India (cen¬ 
tering at Madras) the frequency of 
operations for ulcer was astoundingly high. 
The same is true in the Bengal Province, 
especially East Bengal. Ulcer is common 
in some ])arts of China. Years ago. Osier 
noted that the disease “is much less com¬ 
mon in some countries than in others, and 
in some parts of this country.” He con¬ 
tinued, "It is certainly less frequently seen 
in Baltimore than in ^Massachusetts or in 
Canada” (Osier. Practice of I\Iedicine, 
Fifth Edition, D. Appleton and Company, 
New York. 1002). Although the disease is 
universal as to occuiiation. race and site, 
there is significant variation in the geo- 
grajihic incidence. There is frequent ref¬ 
erence to this in the literature, yet com¬ 
prehensive and reliable statistical studies 
are not available. Careful investigation of 
this ])hase of the ulcer problem, correlated 
with the habits and diet and geologic char¬ 
acter of the regions involved would help 
:•) throw light on the involved etiologic 
I'ackground of the (iisease. 

III. f'i'j off I. ?/■).<•* >'x (f)> X irJur}'. 


eludes detection, wherefore the basic cause 
of ulcer remains an unsolved problem. 

IV. Corollary to what has been said, the 
natural tendency of all ulcers is to heal 
and failure to do so completely bespeaks 
the existence of an array of factors un¬ 
favorable to this outcome. With present 
methods it is generally accepted that SO 
to 85 per cent of all ulcers may heal or be 
caused to heal without surgical interven¬ 
tion. The percentage of nonsurgical cures 
may be slightly increased by the use of 
new cholinergic drugs. There is a group 
of cases in which the condition is suscep¬ 
tible of relief under ideal conservative 
management, yet in which economic con¬ 
siderations dictate operation rather than 
long-drawn-out, imperfectly executed med¬ 
ical measures. There is another (not in¬ 
considerable) group of cases in which 
neither operation nor medicine will pro¬ 
vide a remedy unless elimination of emo¬ 
tional stress and frustration (and cigar¬ 
ette smoking) is possible. 

Advances in Drug Therapy .—It is not 
within the scope of this paper to go into 
the details of the chemotherapeutic man¬ 
agement of ulcer, yet the topic must not 
be disregarded, since research in this field 
is directed toward reducing the number of 
cases in which surgical intervention will 
be required. 

Let us trace briefly the use of drugs in 
the treatment of this disease in the last 
one hundred years. The acid factor and 
the necessity for its neutralization were 
early recognized. Thus sodium bicarbo¬ 
nate, sodium sulfate and sodium mixtures 
(artificial Carlsbad salts) and bismuth 
salts in doses of 30 to 60 gr. three times a 
day were favorite remedies at the turn of 
the century. IMany elderly practitioners 
are still employing the bismuth salts in the 
form of bismuth subnitrate or milk of bis¬ 
muth, with confidence in its efficacy. Ce¬ 
rium oxalate was used extensively, and 
often the two were administered in com- 
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bination in so-called demulcent mixtures, 
with the idea of coating the active ulcer. 
Another favorite practice was the use of 
silver nitrate solutions. Medical men of a 
generation ago were still using acetate of 
lead, gallic acid and tannic acid in attempts 
to overcome ulcer bleeding by the local 
astringent properties of these drugs. Er- 
gotine was used for this purpose for a 
time. The majority of careful observers 
have concluded that practically all of these 
remedies were ineffectual. Osier, as far 
back as 1902, in the Fifth Edition of his 
Practice of Medicine, made the following 
statement: ^‘Medicinal measures are of lit¬ 
tle value in ulcer and the remedies applied 
do not probably benefit the ulcer, but the 
gastric catarrh.” Naturally, relief of pain 
was a major consideration; hence, opiates 
were freely recommended, although cau¬ 
tion against their abuse was learned early. 
The knowledge of the potent influence of 
antispasmodics in the reduction of pain 
has largely overcome the need for narcot¬ 
ics in all but acute emergencies. With the 
development in late years of the parenteral 
route for the introduction of therapeutic 
agents, a host of drugs and foreign pro¬ 
tein substances have been administered by 
injection. Bacterial vaccines, autoly.sotes, 
milk proteins, pepsins and various hor¬ 
mones have all had a vogue, but by now 
they all have been practically abandoned. 
The use of antibiotics is rational in those 
cases in which infection is present. Such 
cases are represented by those with distant 
focal infection, or with slow penetration 
of the ulcer and the development of in¬ 
fected pockets (periduodenal or peripy¬ 
loric abscess). 

Drugs have always been more or le.ss 
secondary to other measures, even to re.st 
and diet. The new cholinergic drugs prom¬ 
ise to accomplish some reduction in the 
number of cases demanding surgical treat¬ 
ment. In addition, studies are being made 
of pyrogen drugs that stimulate healing. 


Before leaving the subject of nonsur- 
gical treatment, it must be mentioned that 
roentgen rays have been used with benefit 
in certain cases (W. L. Palmer) as a 
means of reducing hyperchlorhydria. 
Despite highly rated sponsorship, the 
method has not gained general acceptance. 

Vagotomy. — Di*agstedt’s announcement 
in 1943 that favorable results in peptic 
ulcer followed division of the vagus nerves 
opened a new vista in the surgical treat¬ 
ment of this disease. The procedure had 
been tried and abandoned by an earlier 
generation of surgeons. With admirable 
persistence, Dragstedt continued his ex¬ 
perimental and clinical observations and 
became convinced of the efficiency of the 
method. Yet, despite the optimistic reports 
of Dragstedt and others, it is still a con¬ 
troversial procedure. It has not stood the 
test of time, although early results in cer¬ 
tain cases are brilliant. Aside from the 
failures recorded against it, one of the 
chief handicaps is the characteristic po.st- 
operative triad of bloating, nausea and 
diarrhea in spite of an inlying nasogastric 
tube. 

Operations for Peptic Ulcer .—At pres¬ 
ent the following operations are available 
to the surgeon in the treatment of peptic 
ulcer: vagotomy, gastrojejunostomy (or 
gastroduodenostomy) and subtotal gas¬ 
trectomy. Around these basic procedures 
surgeons will never cease to improvise im¬ 
promptu technics to meet individual cir¬ 
cumstances. 

Vagotomy unsupplemented has been 
practically abandoned. Most surgeons now 
add gastroenterostomy whenever vagot¬ 
omy has been performed, thus mitigating 
some of the aforementioned untoward ef¬ 
fects. As I have stated elsewhere, in addi¬ 
tion to its corrective influence in connec¬ 
tion with vagotomy, gastroenterostomy 
brings in an additional therapeutic factor, 
to which at least part of the ere 
be given for benefits olio 
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billed procedures. Occasionally total gas¬ 
trectomy has been done accidentally or on 
purpose for ulcer, a procedure which, of 
course, cannot be recommended. However, 
in 1 of my patients, whose case was re¬ 
ported elsewhere, total resection was done 
under the supposition that cancer existed, 
and the patient shows a favorable outcome 
after five years. 

Dragstedt has recently reviewed the va¬ 
gotomy question at the 1954 annual meet¬ 
ing of the Illinois State IMedical Society at 
Chicago. Admitting that the present sta¬ 
tus of the operation is controversial, he 
said nevertheless that “vagotomy com¬ 
bined with gastroenterostomy has prac¬ 
tically replaced subtotal gastrectomy in 
the treatment of duodenal ulcer” at the 
University of Chicago Clinics, of which he 
is the head. On the basis of an experience 
with 870 cases the mortality is one-tenth 
that of subtotal gastrectomy, and the per¬ 
centage of failures is about the same. 
Dragstedt emphasized what is known to 
surgeons who have favored the employ¬ 
ment of vagotomy in selected cases—that 
the nerves should be sectioned above the 
diaphragm, that is, supradiaphragmatic- 
ally, but transabdominally. This is accom¬ 
plished by making an incision in the dia¬ 
phragm above the anterior rim of the hia¬ 
tus. freeing the esophagus bluntly with the 
fingers and carefully drawing it 5 or 6 cm. 
into the abdomen. ^Maximal exposure is 
gained through a midline left paramedian 
incision, extending high in the epigas¬ 
trium. with excision of the .xiphoid carti¬ 
lage (Saint) when necessary. Division of 
the vagus nerves at lower levels will usu¬ 
ally be followed by incomplete operation, 
which accounts for many of the unsatis¬ 
factory results. 

Substantially I have followed Drag- 
Siedfs teachings, and. though not as opti¬ 
mistic as he. I am of the opinion that va¬ 
gotomy may be substituted for subtotal 
w.istrectomy, in many cases of duodenal 


ulcer without major complications. It is 
often the procedure of choice for “poor 
risks.” It is not used for gastric ulcer. 
High gastric acidity as determined by 
studies of night secretion is one of the 
practical criteria in the selection of vagot¬ 
omy. Vagotomy is a relatively simple pro¬ 
cedure in the hands of a skillful surgeon, 
but it is a fallacy to consider it a minor 
operation. 

Plirenicovagal Interruptioii. — For the 
purpose of reducing the unpleasant post¬ 
vagotomy symptoms and increasing the 
efficacy of vagotomy, I have suggested the 
addition of phrenic nerve crush (phrenem- 
phraxis) to the operation. Phrenicovagal 
interruption is practiced and recommended 
for employment whenever vagotomy is 
deemed indicated. A full discussion of the 
indications for vagotomy in ulcer therapy 
is not within the scope of this paper, but 
a statement concerning its application ap¬ 
pears in a later paragraph. 

The idea of adding the phrenic proce¬ 
dure to vagotomy is based on an observa¬ 
tion made by Jefferson and Phillips of this 
clinic: that when this nerve is cut simul¬ 
taneously with vagotomy in dogs, the usual 
postoperative atony and distention do not 
occur. Phrenicovagal interruption has 
been applied to a small number of patients 
with duodenal ulcer, with the view of in¬ 
creasing the efficiency of vagotomy in suit¬ 
able cases. All of the patients on whom 
vagotomj' plus phrenic nerve crush has 
been performed have had u n u s u a 11 y 
smooth convalescences. The procedure is 
undergoing further .study. 

The rationale of supplementary phrenic 
nerve crush is as follows: The temporary 
paralysis of the left side of the diaphragm, 
with its resultant ascension into the thorax 
produced by crushing its motor nerve, am¬ 
plifies the intra-abdominal space required 
for the di.stended stomach after section of 
the vagus. Furthermore, the elevation of 
the gastric fundus permitted by the high- 
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lying left side of the diaphragm tends to 
make the stomach vertical and thus con¬ 
duces to better drainage of this organ. 
Finally, relaxation of the phrenic muscu¬ 
lature around the esophageal hiatus and 
relief of cardiospasm further contribute 
to mitigate the disagreeable effects of gas¬ 
tric dilatation. In my opinion, reduction of 
the vomiting reflex consequent upon 
phrenic interruption* also adds to the 
postoperative comfort of the patient. 

Phrenic nerve crush in the left side of 
the neck is carried out by an assistant dur¬ 
ing the main procedure, thus entailing no 
increase in the total operating time. It is 
obvious that in a transthoracic vagotomy 
the phrenic nerve ma 3 ’ be crushed with 
hemostatic clamps as it courses along the 
pleuropericardium. 

liSsume of Surgical Indications ,—Most 
duodenal ulcers (85 per cent) are "medi¬ 
cal.” Most gastric ulcers are “surgical." 
Many ulcers regarded as medically cured 
come late to surgery (perforation, reacti¬ 
vation, recurrence of bleeding). Most large 
gastric ulcers with deeply punched-out 
bases, ulcers that bleed, and ulcers that 
penetrate with periduodenal or perigastric 
pocketing are potentia'ly or actually sur¬ 
gical, even though susceptible of relief b\’ 
medical means. Likewise, of course, sur¬ 
gical failures come to medical treatment. 
However, the vast majority of surgical 
failures must come back to operation, and 
under modern conditions can be remedied 
bj’ tbe surgeon e.xperienced in this tj-pe of 
work. 

Choice of Operation. — 1. Vagotomj’ is 
indicated for duodenal ulcer if, as usually 
is the case, the level of free hj'drochloric 
acid in the gastric contents is high. If 
obstruction is present, supplementarj' gas¬ 
trojejunostomy is obligatorj’. 


*A compr«h«nsivr studr by th« culhor ot the phrenFe nerre 
In its hlatorleAl, phyaloloetc and etinUal aspects is In 
aratlon. (See aL*o. “I-a Phrenicectomte." lterar<1*Diin>are«t« 
De-Jaeijties. Masium et Cie. Pan*. lUtl ) 


2. Vagotomy is indicated for earl.v 
anastomotic ulcers. It is contraindicated 
for chronic stomach ulcers. 

3. In the treatment of some eases of 
ulcer, gastroenterostomj' maj- be the better 
choice if the risk of gastric resection is 
deemed excessive, Gastroenterostomj' 
should always be supplemented with va¬ 
gotomy. As has been mentioned, the most 
striking benefits of gastroenterostomj- are 
observed when it is applied for high-grade 
pj'loric stenosis. Gastroenterostomj- also 
serves a useful purpose when, in closing 
off perforating ulcers, there is doubt as to 
the patencj- of the pj-lorus. 

4. High subtotal gastrectomy* remains 
the overall standard procedure for peptic 
ulcers that require surgical intervention. 
It is the operation of choice for gastric 
ulcer. It is often the best operation for 
complicated duodenal ulcer, but here it 
shares indications with vagotomy and gas¬ 
troenterostomy, as has been mentioned. 
Three-fourths of the stomach must be re¬ 
moved. Resective procedures may be con¬ 
traindicated because of poor risk, age, 
hypertension, cardiorenal disease or other 
serious conditions. Here a gastrojejunos- 
tomj- may be the J\-ise alternative, as has 
been mentioned in discussing the indica¬ 
tions for that operation. With the safe¬ 
guards now available, however, and with 
a well-practiced technic, it is only rarely 
that gastrectomj- cannot be done with rea¬ 
sonable safetj'. 

In certain instances, because of periduo¬ 
denal adhesions, if it seems hazardous to 
include the pj-loric ring in the removed 
specimen, a cuff of the pyloric wall mmy 
be left, from which the remnant of antral 
mucosa may be reamed out (Bancroft, 
Rothenbert). This is essentiallj- a modifi¬ 
cation of the sleeve operation, now largely 
abandoned. 


•In lh'» cJinlr m«j»t acutp fcrr trrot«l by 

lubtrta] {:«.«< rrTt< iniy if rTKTi'intefrvI within rtsrht hnnr*. 
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SUMMARY 

The author reviews the history of peptic 
ulcer as a clinical entity and discusses va¬ 
rious etiolog^ic theories, includincr the 
much-talked-of psychic influences. The 
jreogrraphical incidence of peptic ulcer is 
considered in this connection, but in the 
author's opinion the basic cause of the 
lesion is still unknown. Advances in drug 
therapy, an evaluation of vagotomy, and 
an exposition of the various surgical pro¬ 
cedures in current use are included, and 
the indications for surgical intervention 
are summarized, ^'agotom.v. gastroenter- 
ostom.v and high subtotal gastrectomy are 
to bo considered in making the choice of 
an operative procedure. 

ZUSAM MF.NKASSUNG 

Der Verfassor gibt einen Uberblick iiber 
die Geschichte des Magengeschwiirs als 
klinische Einheit und erortert die ver- 
schiedenen iitiologiscben Theorien einsch- 
liesslich der vielbesprochenen seelischen 
Einfliisse. In diesem Zusammenhang wird 
aucb die geographische Verteilung des 
i^Iagongeschwiirs in Betracht gezogen; der 
^’erfasser glaubt .iedoch. dass die tiefere 
Ursache der Erkrankung noch immer um- 
bekannt ist. Die Arbeit geht auf die Fort- 
schrilte der medikamentbden Behandlung 
cin. gibt ein Urteil iiber den Wert der Va- 
gotomie und stellt die verschiedenen heute 
r.ur Anwendung gelangenden chirurgis- 
c'nen Verfahren dar. Die Indikationen zum 
chirur.eisfhcn Eingriff werden zusammen- 
.i:ef.as«t. Der Verfasser glaubt. dass die 
chirurgische Behandlung zwischen der Va- 
g.'tomie. der Gastroenterostomie und der 
ia'h.en sutitotalen Mageiiresektion zu v.-iih- 



L'aatf.ar r-jViiit I'h.istoire de I'ulcer i)e]>- 
c.-r:':::':-.- ur.e unitf- clir.inue et discutc 


xovEMnEu. 

les differentes theories etiologiques, inclu 
I’influence psychique souvent discuteo. 
L'influance geographique de I'lilcor pep- 
tique est consideree en cette connection, 
mais dans I’opinion de I’auteur la cause 
basique de la lesion est encore inconnue. 
Les avances en therapie medicale. une 
evaluation de la vagotomie et un expose 
des procedures chirurgicales differentes, 
maintenant en usage, sont inclus et les 
indications pour I’intervention chirurgi- 
cale sont enumerees. Vagotomie. gastro¬ 
enterostomie et gastrectomie subtotale 
doivent etre considerees en choisissant une 
procedure operative. 

RIASSUKTO 

L’autore fa la storia dellTilcera come 
entita clinica e ne discute le varie teorie 
etioiogiche. sopratutto quella psichica. La 
distribuzione geografica dell’ulcera e un 
elemento di importanza, ma la causa vera 
del I’affezione e ancora sconosciuta. Ven- 
gono elencati i nuovi metodi di cura medica 
e chirurgica. con particolar riguardo alia 
vagotomia e ai metodi moderni di rese- 
zione. La scelta del metodo operatorio 
deve essere fatta fra la vagotomia, la gas- 
tro-enterostomia e la resezione sub-totale. 

RESUM EX 

El autor revisa la historia de la ulcera 
peptica como entidad climica y discute las 
diver.'as teorias etiologicas, incluyendo la 
tan mencionada influencia psiquica. En 
ej:te sentido se considera la incidencia geo¬ 
grafica de la ulcera peptica; segun la opin¬ 
ion del autor la causa biisica de la lesion 
se desconoce. Se inclu.ven los progresos en 
la terapeutica medica, la valoracion de la 
vagotomia y la exposicion de los divorsos 
procedimientos quirurgicos que se usan 
comunmente. Se resumen las indicaciones 
para la intervencion quirurgnea. Se con- 
sideran como metodos de eleccidn en un 
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procedimiento quirurgico la vagotomia, la 
gastroenteroanastomosis y la reseccion 
subtotal alta. 

SUMARIO 

0 autor faz a revisao da historia da 
lilcera peptica como entidade clinica e dis¬ 
cute varias teorias etiologicas, inclusive a 
muito comentada influencia psiquica. A 
incidencia geografica de ulcera peptica 
e considerada neste sentido, mas na opin- 


iao do autor a causa basica da lesao con- 
tinua desconhecida. Os progresses no tra- 
tamento por drogas sao apresentados 
resumidamente, bem como uma avaliagao 
da vagotomia, uma exposigao dos varies 
processes cirurgicos de uso corrente e ih- 
dicagoes para a intervengao cirurgica. Na 
escolha do processo operatorio devem ser 
consideradas a vagotomia, a gastroentero- 
stomia e a gastrectomia sub-total. 


Wayward chromosomes cause numberless comical results. They sometimes produce 
doubled legs on frogs and doubled feelers on insects. They have been known to 
sprinkle extra fins at random on fishes and to pul a perfect right leg on the left 
side of a fowl. They may plant several extra spurs on a gamecock’s leg, or wing- 
feathers on a leg, or membranes between the toes. A ram ivith a whole crowd of 
little horns on his head suggests that some chromosome was disordered and tried to 
do ten times too much. Sometimes it would appear that two chromosomes are tangled, 
with tlie result that an animal has one of its sides male and the other female. 

Wayward chromosomes are sometimes beneficent, building better than tbeir norm 
and producing an individual whose new characteristics are inherited by his descend¬ 
ants. In 1791, on a Massachusetts farm, was born a ram whose legs ^\■e^e so sliort 
and body so long that he was nicknamed the “otter”; he was valuable because he 
could not jump fences, and he became the founder of a new breed of sheep called the 
“ancon.” Forty years later the same sort of thing happened on a farm in France. 
A ram was born with a large head, long neck and legs, covered with .smooth silk) 
wool; he ivas the forefather of a new and valuable kind of sheep. Such sudden cre¬ 
ations, or “sports,” are decided alterations that chromosomes make in the pattern 
they are supposed to follow—“happy mistakes” we might call them. Such a mistake 
certainly brought joy to a Kansas farmer in 1889, who one day found that a young 
calf in his herd of Hereford cattle had no horns; it founded the race of “polled 
Herefords.” 

These great variations in animals are celebrated because the) were so useful to 
man and were as romantic as the discovery of a new diamond mine. Sj)orts in plants 
have been more numerous. For one example, there was once a set of chromosomes 
in an orange that did not put in any seed-making apparatus, and that ornamented 
the base of their work with a queer whirl. An orange-grower noticed this sport and 
liked it; since then the “na\cl” orange lias been on all our fruit stands. 

— W'ard 
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Ground Substance and Surgical Diseases of 

Connective Tissue 


SIDNEY VERNON, M.D., F.A.C.S., F.I.C.S. 

WILLIMANTIC, CONNECTICUT 


C onnective tissue pervades the en¬ 
tire living body. The ground sub¬ 
stance of connective tissue functions 
in a manner parallel to the function of 
plasma in the circulation. Ground sub¬ 
stance, recently discovered to hold the 
key to urolithiasis; ma 3 '' also be involved 
in calcification of the supraspinatus ten¬ 
don and the calcification associated with 
chronic relapsing pancreatitis. Other con¬ 
ditions, such as myositis ossificans, Volk- 
man’s contracture, frozen shoulder, radi- 
ohumeral bursitis and De Quervains dis¬ 
ease may also be involved with ground 
substance.. 

Baker demonstrated that when kidney 
stones form the original locus of deposi¬ 
tion is in the ground substance of the 
renal medulla. Thus the breakdown of 
calcium balance shows up in an area that 
has hitherto commanded little attention, 
the interstitial tissue. It suggests that 
ground substance may function impor¬ 
tantly and may be the physiologic con¬ 
nector between the circulation and the 
cells. The interstitial space, comprising 
about 11 per cent of the body, is known 
to be important in fluid and electrolyte 
balance. Connective tissue is a part of 
all anatomic components, appearing as 
fasciae and ligaments near muscles, bones 
and tendons, adventitiae near blood ves¬ 
sels, and a supporting reticulum and 
fibrous structure in and about parenchj’^- 
matous organs. 


Read at the Twentieth Anniversary Congr^s of the Inter¬ 
national College of Surpeons, Geneva, Switzerland, May 23-26, 
1955. 

Submitted for publication Feb. 20, 1955. 


Connective tissue consists of fibro¬ 
blasts, fibers and ground substance. 
Ground substance is a hydrated gel and is 
abundant and continuous in the tissues of 
infants; in senile tissue it is at a minimum. 
The gelatinous content of a ganglion cyst 
may represent an abnormal accumulation 
of ground substance. Recent study of the 
collagen diseases has placed emphasis on 
the importance of the ground substance. 
Collagen diseases, as a group are respon¬ 
sive to ACTH and cortisone; they include 
rheumatic fever, rheumatoid arthritis, 
and disseminated lupus erythematosus, 
among others. In surgical conditions 
there may be failure of the ground sub¬ 
stance to adapt itself to local tissue dam¬ 
age, whether mechanical or chemical. The 
function of the fibroblast and its com¬ 
ponents is more than structural; it has an 
everyday function of delivering to the cell 
the chemical components of the circula¬ 
tion. These components include hormones 
and corticosteroids; vitamins and other 
nutritional elements; oxygen; carbon di¬ 
oxide, and ions of the body elements. In 
addition, it functions actively in repair. 
The massive response of tissue repair to 
gross injury of bone, tendon or other tis¬ 
sue indicates that the mesenchymal sys¬ 
tem has an active and continuous func¬ 
tion. Quantitative control of this response 
is desirable, as in the case of massive 
plastic exudate response to tendon injury 
and repair. 

Connective tissue fibers are collagenous, 
reticular and elastic; reticulum fibers 
stain with silver salts, while elastic fibers 
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require a special stain. Hyaluronic acid 
and chondroitin sulfate, observed in fi¬ 
bers and ground substance, are proteins 
known as mucopolysaccharides. Three 
other mucopolysaccharides have been dem¬ 
onstrated in varying amounts, depending 
on whether the tissue studied is cartilage 
or cornea, heart valves or tendons, vitre¬ 
ous humor or umbilical cord. In the pres¬ 
ence of myxedema, a shift from hya¬ 
luronic acid to chondroitin sulfate pro¬ 
duces more collagen. 

Fibroblasts secrete mucopolysaccharides 
and also aid in formation of collagen 
fibers in the ground substance. Enzymes, 
vitamins and hormones also regulate the 
connective tissue. Enzymes that break 
down the mucopolysaccharides are the 
hyaluronidases, several varieties of which 
occur in man and nature. Antihyaluroni- 
dases (antienzymes) are heparin and 
antibodies derived from gamma globulin 
of the blood serum. 

Vitamin C is needed by fibroblasts to 
form collagen and maintain phosphatase 
activity. Stress releases ascorbic acid 
from the adrenal glands, and both ascor¬ 
bic acid and cortisone have five membered 
rings in their molecular structure. Vita¬ 
min E also must play a part in connective 
tissue conditions, as is shown by clinical 
experience; its empirical use in cases of 
Dupuytren’s contracture and of chronic 
induration of the penis (Peyrones’s dis¬ 
ease) has relieved symptoms. Empiricism 
prevails because of the successes obtained 
by trial and error, but research should 
lead to surer methods of therapy. 

Thyroidectomized guinea pigs acquire 
exophthalmos when given thyrotropic hor¬ 
mone, because ground substance increases 
in the retrobulbar tissues. Adrenal corti¬ 
costeroids increase the rate of flow of 
electrolytes through the ground substance, 
just as hyaluronidase does; cortisone de¬ 
creases it. The gamma globulins contain 
antibodies (or antienz.xunes) that resist 


pathologic change in the ground substance 
and appear to come from plasma cells. 

Tissue calcification has been discovered 
to be related to the collagen diseases. Nor¬ 
mally calcium and phosphorus blood levels 
are maintained in equilibrium, with ab¬ 
sorption from the intestine, resorption 
from and deposition in bone and excretion 
by the bowel and kidney. Lowering the 
carbon dioxide tension precipitates cal¬ 
cium and phosphates, and in the lung, 
stomach and kidney the normal level of 
carbon dioxide tension is lower than else¬ 
where. Vitamin D and parathyroid hor¬ 
mone influence the blood concentration of 
these ions. 

Osteoid tissue contains enzymes that re¬ 
lease phosphate ions. The local increase 
raises the product of calcium and phos¬ 
phate ions beyond the level of solubility, 
and precipitation of calcium phosphate 
occurs. Injured tissue helps to form the 
phosphate-releasing enzyme to increase 
the tendency toward calcification. The salt 
deposited in calcified areas is the same as 
the natural mineral apatite, and the par¬ 
ticular apatite of bone is dahlite. Normal 
and pathologic calcium deposits are there¬ 
fore similar in appearance. Calcification 
in the supraspinatus tendon may represent 
a failure of the tissue to adapt to local 
mechanical stress, the locus of defect be¬ 
ing the ground substance. The supra- 
spinatus muscle is subjected to multiple 
stresses, since there is a backward pull by 
the subscapularis muscle, a forward pull 
by the infraspinatus muscle, an upward 
pull by the supraspinatus itself and a 
downward pull by the weight of the hu¬ 
merus. This arrangement makes for sta¬ 
bility of the head of the humeru.s, yet leads 
to wear and tear and tissue breakdown of 
one structure. 

In cases of traumatic ossification a fail¬ 
ure of calcium balance may occur in a 
more acute form, but enforced re^-by im¬ 
mobilization defends 1 ' 'h'ul. 
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mechanism. In cases of toxic injury as¬ 
sociated with the collagen diseases, the 
disorder is a chemical alteration in the 
ground substance. 

Methods of reversing calcification have 
been sought. Responses to Suby’s solutions 
for the dissolution of kidney stones and 
the chloroform and ether technics for gall¬ 
stones are practically in vitro reactions, 
occurring as they do in accessible body 
cavities. The earliest stage of renal cal¬ 
cification occurs because of depolymeriza¬ 
tion of the mucopolysaccharides in the 
ground substance. Possibly the breakdown 
of polymers leaves molecular bonds open 
for the attachment of calcium ions. Knowl¬ 
edge of this process may lead to under¬ 
standing of the “milk of calcium gallblad¬ 
der.” In the presence of this condition, 
lime salts are precipitated in the biliai'y 
tract, resulting in a permanent cholecysto- 
gram and also in persistent pain for the 
patient. Cholecystectomy and prolonged 
T-tube drainage do not bring relief. The 
calcification associated with chronic relaps¬ 
ing pancreatitis is also a pain problem, 
and the surgical operations described for 
this condition are not satisfactory. Again, 
knowledge of the metabolic alterations, 
especially in the interstitial tissue, may be 
clinically productive. 

Immobilization of the elbow or thigh 
after injury and hematoma prevents my¬ 
ositis ossificans, since the production of 
phosphate-releasing enzyme is thereby di¬ 
minished. Knowledge of pharmaceutical 
methods of controlling such a process also 
may help to prevent this crippling calci¬ 
fication. Volkman’s contracture may fol¬ 
low destruction and resorption of ground 
substance. It is possible that an acute rise 
or fall in carbon dioxide tension may selec¬ 
tively damage fibroblasts and the sur¬ 
rounding ground substance. Hj'^aluroni- 
dase has been used for prevention of 
Volknian’s contractui'e. 

It is probable that the increased deposi¬ 


tion of calcium that results in hypertrophic 
pulmonary osteoarthropathy may be 
caused by changes in oxygen and cai'bon 
dioxide tension as well as lowered tempera¬ 
ture. In this condition a pulmonary lesion 
leads to clubbing of the fingers, owing to 
the increased size of the distal phalanges. 
Eradication of the pulmonary lesion leads 
to x*estoration of the normal size of the 
phalanges. One may speculate about these 
phenomena — the pulmonary lesion must 
cause a deficit in oxygen and carbon diox¬ 
ide change. This change is not critical, but 
mai'ginal; yet it alters the balance of cal¬ 
cium deposition and resorption in the 
extremity, where the temperature is prob¬ 
ably lower than in the central area of the 
body. 

The question of calcification in relation 
to roentgen irradiation is of interest. One 
may observe abnormal calcification in tis¬ 
sue after treatment for cancer; yet, with 
the use of irradiation for a painful shoul¬ 
der with a calcified supraspinatus tendon, 
one often observes clearing of the calcium 
deposit after treatment. The painful dis¬ 
abling frozen shoulder, radiohumeral bur¬ 
sitis, stenosing paratendonitis and even 
chronic sprains and fibrositis may have a 
common denominator in ground substance. 
Progressive changes in the anterior carpal 
ligament of the wrist may lead to com¬ 
pression of the median nerve and disabling 
causalgia. Incision of the ligament and 
decompression are needed to produce re¬ 
lief. Incision also offers dramatic relief 
of radiohumeral bursitis, and surgical ex¬ 
ploration of the shoulder in the presence 
of the supraspinatus syndrome may pro¬ 
duce relief without altering the structure. 
One might speculate as to whether local 
metabolism, stimulated by the surgical 
maneuvers, leads to repair or better “adap¬ 
tation.” Relief from incision of the fascia 
in cases of radiohumeral bursitis is also 
dramatic, and is another example of relief 
of pain by mere incision of a fibrous struc- 
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ture. Incision relieves the pain of De Quer- 
vains disease by obvious decompression, 
but alteration of local metabolic biochem¬ 
ical factors may enter into the improved 
results. 

Tissue alternatives available today are 
heparin, hyaluronidase and hydrocortone. 
Heparin, used for postoperative thrombo¬ 
embolic disease, leads to prompt disap¬ 
pearance of pain. Such relief may come 
from action on the connective tissue. Hep¬ 
arin is a mucopolysaccharide and competes 
with compounds occurring naturally in the 
ground substance. The polysaccharides of 
heparin are potent hyaluronidase inhibi¬ 
tors, and they may achieve their effect by 
inhibiting the breakdown of hyaluronic 
acid. An antiarthritic drug (butazolidin) 
has also proved beneficial in cases of super¬ 
ficial thrombophlebitis. The problems of 
blood coagulation and of arthritis may 
have a common biochemical background. 

A knowledge of the physiologic nature 
of ground substance may lead to a better 
understanding of shock. It is known that 
shock may follow trauma, hemorrhage or 
infection and that blood transfusion usu¬ 
ally prevents or cures it. It is also known 
that shock may become irreversible and 
that transfusion does not invariably cure 
it. Studies show that the interstitial fluid 
may vary widely in volume. Since ground 
substance is the hydrated gel in which the 
interstitial fluid is held, the chemical con¬ 
tent of ground substance may hold the key 
to shock; the loss of vascular volume asso¬ 
ciated with shock may result from mass 
migration of fluid into the interstitial 
space, an effect mediated by the pituitary- 
adrenal axis. A regulatory mechanism of 
the body operates when circulating adren¬ 
ocortical hormone inhibits the pituitary, 
preventing excessive production of (en¬ 
dogenous) ACTH. A regulating factor that 
controls the flow of fluid from circulation 
space to interstitial space must di.sappear 
to permit the development of shock. 


When symptoms are relieved by ther¬ 
apy, the disease process itself or an un¬ 
toward response of the organism to the 
disease may have been inhibited. The liv¬ 
ing organism requires "feedbacks,” and 
the road by which chemical informants 
travel must be the interstitial area be¬ 
tween the cell and the circulation. The 
harmful possible responses to stress and 
injury are demonstrable by the clinical 
application of Laborit’s "cocktail.” By 
blocking certain corticoid responses to in¬ 
jury, Laborit's mixture is said to protect 
the subject against shock. Blocking un¬ 
toward responses to injury is important 
therapy. The same effect is obtained by 
the use of cold compresses for a sprained 
ankle. 

Sprained ankle taxes one’s clinical skill. 
It is often said that a sprained ankle is 
more uncomfortable than a broken one. 
With a fracture, immobilization in a plas¬ 
ter cast and non-weight bearing proceed 
without question, and comfortable healing 
follows. With the "roentgen-negative” 
sprain, tissue rest is often denied, and 
chronic discomfort and prolonged disabil¬ 
ity may result. Injection of procaine hy¬ 
drochloride, a supportive dressing and a 
period of rest are assumed to avert the 
causalgic syndrome of chronic sprain. The 
severe pain of Sudeck’s atrophy may be a 
neurotrophic phenomenon, yet is accom¬ 
panied by decalcification and may be an¬ 
other type of mesenchymal disorder. Pain¬ 
ful connective tissue conditions may 
involve the sympathetic nervous system, 
but changes in the ground substance may 
be the crux of the problem. In cases of 
acute sprain the addition of hj’aluroni- 
dase to the procaine gives added relief. 

Mild sprains may go untreated. When 
the duration of disability exceeds expec¬ 
tation, anxietj’ develops. It has become my 
practice in su( 
procaine hydi 
dase and hydi 
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effect of the procaine wears off there may 
be increased local discomfort for twelve 
to eighteen hours, after which the im¬ 
provement is dramatic. Pain goes, protec¬ 
tive spasm disappears and function re¬ 
turns. This treatment is also used for 
radiohumeral bursitis and for shoulder 
conditions. 

For chronic sprain in elderly persons 
the use of androgenestrogen hormone has 
been effective. It is known that ground 
substance is scant in the elderly. One may 
speculate as to whether these hormones 
help the fibroblast to secrete ground sub¬ 
stance. Androgen-estrogen hormones have 
been used to aid union of bone fractures 
in elderly persons. Its effectiveness in the 
treatment of senility has been demon¬ 
strated. Perhaps solving the problems of 
ground substance may lead to solving the 
problems of aging and degeneration. 

The treatment of metastatic cancer of 
the breast involves the use of hormones. 
In women over 60, estrogens are effective 
for mammary cancer in the soft tissues. 
For bone-eroding lesions, androgens are 
used with good effect. ^^Tien bilateral 
adrenalectomy is used in cases of advanced 
mammary cancer there is often recalcifica¬ 
tion of bone-eroded areas, as well as pallia¬ 
tion of the symptoms. Hj’'poph 5 '^sectomy 
accomplishes the same result. The relation 
of the pituitaiy adrenal axis to the mesen¬ 
chymal connective tissue system is a fer¬ 
tile ai*ea for research directed toward 
understanding of tissue repair and of can¬ 
cer and other diseases. 

Recognition of the importance of ground 
substance helps to explain untoward re¬ 
sults of surgical treatment in infants. It 
has been established that this gel occurs 
in larger amounts in the connective tissue 
of the young than in persons in middle 
life. It is also known that excessive edema 
at the opei'ative site is more frequent in 
the young, and this is controlled by exqui¬ 
sitely careful handling of tissues and at¬ 


tention to electroljffes. Control should be 
aided bj’- a knowledge of the behavior of 
ground substance. 

Scar hypertrophy may resemble coral 
formation. The skeletons that pile up to 
make coral rock are like the fibroblasts 
that rush into the process of tissue repair. 
Control of the size of the “army of repair” 
is desirable. The growing capillary loop 
and the young fibroblast comprise the 
physiologic repair team. The zeal of the 
young must sometimes be curbed. I have 
used cortisone after electroconization of 
the uterine cervix to diminish the scarring, 
which could produce cervical dystocia in 
subsequent labor. 

Decalcification of deposits in the sub¬ 
deltoid area of the shoulder has been ac¬ 
complished by daily use of diathermy as 
well as by roentgen thei’apy. But current 
knowledge of interstitial calcification is 
sketchy and contradictory. Baker observed 
that, with the use of toluidine blue, a pre¬ 
viously noneffective dose of parahormone 
produced calcification in living mouse tis¬ 
sue. Yet Miller observed that toluidine 
blue retards calcification of rachitic rat 
cartilage in vitro. Toluidine blue has acted 
as an antidote to the action of heparin in 
certain problems of uterine bleeding, based 
on the assumption that the body may pro¬ 
duce excess heparin. Connective tissue re¬ 
search, which may be fruitful in solving 
bleeding and coagulation, may perhaps yet 
reveal who is and who is not a person lia¬ 
ble to embolic disease. 

Consideration of the connective tissue 
as an active functional S 3 '^stem deserves 
much scrutinj’-, but this idea was suggested 
over one hundred and fifty years ago by 
Bichat, whose career ended in 1802 at the 
untimelj" age of 31. The intravascular 
space has been accessible for ready sam¬ 
pling, and with the flame photometer its 
contents are revealed. Some of the dis¬ 
turbances within the cell are revealed 
through morphologic changes, postmortem 
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and perhaps in vivo. The interstitial area 
remains to be explored, and that is the 
challenge to modern research. The diffi¬ 
culty of assaying physiologic changes in 
an amorphous material like ground sub¬ 
stance will require masterful studies, as 
modern as jet propulsion and atomic en¬ 
gines. Perhaps, of the pathologic tumors, 
the myxoma represents the most prodi¬ 
gious amount of ground substance. When 
one describes gel-like masses in tissue as 
resulting from "mucoid” degeneration, it 
may be an example of loose thinking and 
looseness in terminology, which allows one 
to confuse entoderm with mesoderm. When 
the pathologist’s slide has shown that 
“fibrinoid degeneration” has developed in 
the presence of collagen diseases, one must 
search for the altered processes in living 
tissue that led to this altered structure. 


The fibroblastic cell has been taken for 
granted. There are many chronic disordei-s 
of the musculoskeletal system that have 
been poorly undei'stood. The treatment of 
physiotherapy for these conditions has 
now reached ultrasonics. Treatment by 
spine manipulation cultists has been ram¬ 
pant. Hypertrophic arthritis, fibrositis 
and rheumatism are still mysteries. Fruit¬ 
ful knowledge may come when modern 
tissue culture technics such as are used in 
cancer research are used to grow fibro¬ 
blasts taken from embryonic mesenchyme. 

SUMMARY 

The author suggests that the ground 
substance of connective tissue may have 
an important function, possibly as the con¬ 
nector between the circulation and the 
cells. 


In youth you easily fall in love with words, written and spoken. You eonie, like 
Ollier lovers, to feel an unreasoned sensuous thrill of joy at a word because it is 
just what it is—the sound of it and the look of it on a page—as a child’s mind 
thrills at the touch of fur because it is sleek and at that of a file because it is not. 
Apart from the interest of their use in any particular place, such words as “burnish.” 
“crozier,” “luster,” “beatitude,” “dawn” becoming enamoring objects, with glowing 
hearts of their own, like red wine or rubies. 

A scuiplor alone in his studio will fondly stroke a lump of unuorked marble or 
bronze; he can dote on its qualities. A writer or a good reader will do much the 
same: his mind will finger single words and caress them, adoring the mellow fullness 
or granular hardness of their seteral sounds, the balance, undulation or trailing fall 
of their syllables, or the core of sunlike splendor in the broad, warm, central vowel 
of such a word as “auroral.” Each word’s evocative value or virtue, its individual 
power of touching springs in the mind and of initiating visions, becomes a treasure 
to revel in. 

—Montague 
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Primary Cholesteatoma of the Ear 

WALTER H. DANE, M.D., D.A.B., F.I.C.S *t 

ALBUQUERQUE, NEW MEXICO 


T here is probabl 3 '’ no other patho¬ 
logic surgical entity that has raised 
so manj’' diversified opinions as to its 
nature, pathogenesis, classification and 
treatment as has aural cholesteatoma. In¬ 
deed, a real state of chaos and confusion 
still exists in this field. Even the term 
“cholesteatoma” itself has been challenged 
latelj’ bj' such men as Young,^ Tumarkin,- 
Meltzer''“ and others,-^ who have proposed 
to name it cholesteatosis. Some still be¬ 
lieve that aural cholesteatoma is not a 
'] tumor but onl.v a product of infection,’’ 
existing or preexisting chronic otitis me¬ 
dia; thej’’ even go so far as to claim that 
if there is no evidence in the patient’s his- 
torj^ or if no signs of apparent or residual 
infection are observed at operation, the 
patient had otitis neonatorum at the dawn 
of his life, perhaps thirty or forty j'ears 
before, and that a sclerotic mastoid had 
developed- as a result. These otologists are 
blind and deaf to the fact that there are 
manv cholesteatomas, without anj" present 
or past infection, in aged persons with 
wholl.v pneumatized mastoids. Manj'^ gen- 
eralb" accepted textbooks still classity the 
entity on the basis of this false assumption 
and use for aural cholesteatoma the unfor¬ 
tunate term “pseudocholesteatoma,” intro¬ 
duced b.v Korner® in 1899. The prefix 
“pseudo” means falsety resembling; it 
certainl.v is not sj'nonymous with “second- 
ai\v.” It is a well-established fact that no 
pathologist can differentiate histologically 
primar.v cholesteatoma from a secondarj' 
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one.'^ Therefore, in my classification I pro¬ 
pose to abandon altogether the terms 
“pseudocholesteatoma” and “cholesteatoma 
verum,” which only add to the confusion, 
and to content myself with the terms “pri- 
maiy” and “secondary.” True, some otolo¬ 
gists, e. g. McKenzie,® maintain that all 
aural cholesteatomas are primary; others, 
like Biber,^“ declare that all are secondary. 
It is easier to assume that cholesteatoma 
is primary when it is not accompanied by 
infection; there is no mention of it in the 
histoi-y and there is no evidence of it at 
operation or in postoperative laboratory 
studies. It is often much more difficult, in 
the presence of both phenomena, to estab¬ 
lish which of them started first.® 

Aural cholesteatoma, like cholesteatoma 
of the brain, meninges, mandible, breast, 
or any other part of the body is an ecto¬ 
dermal tumor of the cystic type, an inclu¬ 
sion cyst as Fowler Sr.^® maintains, or an 
epidermoid cyst, according to Eggston and 
WolffIt takes its origin either from ecto¬ 
dermal embiTonic rests (anlage),^® from 
aberrant islands of more highlj'- developed 
fiat stratified epithelium,^® or from a fully 
developed squamous epithelium of the 
tympanic membrane bj"- cupping of the 
part of the flaccid membrane,^^ bj’- invasion 
through a perforation in it.^" Cholestea¬ 
toma mas'- also develop from the external 
canal bj"- invasion of epithelium into a pre¬ 
formed cavity due to circumscribed osteitis 
followed bj' sequestration’® or by displace¬ 
ment of epithelium as a result of trauma.” 
It maj"- take its start in keratosis obtui’- 
ans,’® or finallj" from desquamating meta¬ 
plastic flat epithelium developed in course 
of chronic otitis media with perforation.’® 
Aural cholesteatoma displays, independ- 
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ently of where it occurs, all Ziegler’s attri¬ 
butes of a tumor: It is a newly formed 
tissue of atypical structure; it serves no 
useful purpose in the economy of the body; 
its growth has no typical termination, and 
it is destructive to the surrounding healthy 
tissues; its matrix possesses osteoclastic 
ability, as was so ably demonstrated by 
Walsh“° in his cases of marsupialized cho¬ 
lesteatoma. Enough evidence has accu¬ 
mulated to prove that primary aural 
cholesteatoma without present and past 
inflammation of the middle ear, even as 
otitis infantum, does occur. I shall not try 
to enumerate all the authors who have pre¬ 
sented convincing cases to prove this point 
—there are a legion of them. I should like 
only to present one more striking example 
of primary cholesteatoma, which I have 
recently observed and treated. 


REPORT OF CASE 

B. S., a 60-year-oId white man was first ex¬ 
amined by me on Oct. G, 1954. On the pre¬ 
vious day he had suddenly become dizzy; he 
was nauseated and vomited profusely several 
times. The patient, his older sister and his 
wife denied the occurrence of any ear ailment 
in the past; there was some impairment in 
hearing, which they attributed to his age. 
Both ear canals were impacted with dark, 
hard cerumen. It was removed with difficulty 
from the right meatus by irrigation; the tip 
of the plug and its surface were covered with 
scales of keratinized epithelium. The lumen 
of the canal was much wider than the opening 
into it. The eardrum was slightly dim but 
otherwise normal. Because of still persisting 
dizziness and spontaneous nystogmus, mostly 
to the left, I abstained from irrigating the 
left can.al and tried to remove the wax with a 
spatula. After the canal had been'cleaned to 
about the juncture of its cartilaginous^ and 
osseous parts, the appearance of the cerumen 
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Fig. 2. — Roentgenogram taken in the case of 
patient B. S. 

changed; it was mixed with pearly flakes typ¬ 
ical of cholesteatoma. On digging deeper I 
noted that the cerumen had gradually disap- 
peai’ed, and I became aware, because of the 
absence of most of the posterior bony wall of 
the canal, that I was removing cholesteatoma- 
tous masses from the mastoid cavity. When I 
attempted to penetrate farther, the patient 
became dizzy. After cleansing the canal I 
noticed that a small part of the posterior wall 
at the tympanic membrane was intact and 
that the membrane itself, although lustreless, 
showed only a minute, slitlike dry perforation 
in the posterior part of Shrapnell’s membrane, 
just above the middle third of the posterior 
fold and parallel to it. The margins of the 
perforation were thin and smooth. The cho- 
lesteatomatous masses were completely odor¬ 
less, and there was no pus or other discharge. 
The opening to the meatus was quite narrow. 
Audiometric tests revealed slight presbj^csis 
on the right side, the hearing for low tones 
on the left side was almost the same but for 
high tones from 2,048 decibel vibrations up 


was worse than on the right side, and 45 deci¬ 
bels was the greatest loss for 5,792 decibel 
vibrations. 

Bilateral spontaneous horizontal nystagmus 
of the first degree was stronger to the left. 
Response to minimal caloric stimulation on the 
right side was normal; on the left (ice cold 
ethyl alcohol was used) it was much stronger, 
but the fistula test gave negative results. I 
presume that the matrix of the cholesteatoma 
sealed the small fistula thoroughly. The mu¬ 
cous membrane of the nose was pale and 
slightly atrophic. Transillumination of the 
nasal sinuses revealed no abnormality. The 
diagnosis was bilateral keratosis obturans; 
cholesteatoma of the left external canal and 
temporal bone, and labyrinthine fistula. 

The consulting dermatologist. Dr. J. J. Cor¬ 
coran, obseiwed severe sebori’heic desquama¬ 
tive dermatitis of the scalp and ears (pityriasis 
sicca type), without obvious inflammatory 
changes, and mild senile asteatosis of the skin 
of the trunk and extremities. 

The pathologic and chemical diagnosis of the 
masses removed from the left external meatus 
was cholesteatoma mixed with cerumen. 

Roentgen examination of the left mastoid 
revealed that the mastoid had originally been 
pneumatic in type, and a few small air cells 
with well-defined walls were still seen in the 
superoposterior portion of the petrous area. 
In the entire mastoid, however, there was 
complete absence of cells, and the large defect, 
smooth and well rounded, was present in this 
area. This destruction is typical of cholestea¬ 
toma and not due to any surgical exenteration. 
There was no evidence of an infection involv¬ 
ing the left mastoid. A thin wall was observed 
posteriorb^ and inferiorly surrounding the 
lai’ge defect. Anteriorly the destructive proc¬ 
ess encroached on and actually involved the 
posterior wall of the auditory canal. The knee 
of the sinus was well demarcated and intact. 

The impression was that of cholesteatoma 
of the left mastoid process. 

The right mastoid was pneumatic, with 
well-developed medium and small cells and 
well-defined cell walls. The dural plate and 
the knee of the sinus were fairly prominent. 
The impression was that of a normal, fully 
pneumatized right mastoid. 

Examination of the chest showed blunting 
of the left costophrenic angle, indicating some 
residuals of old pleuritis. No active parenchy¬ 
mal lesion was obseiwed in either lung field. 
There were some bilateral emphysematous 
changes. There was no evidence of bronchiec¬ 
tasis. Examination of paranasal sinuses 
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showed no evidence of intrinsic pathologic 
change (H. L. Riner, radiologist). 

On October 11, postauricular radical mas¬ 
toidectomy was performed. Just below the 
suprameatal spine a narrow part of the mas¬ 
toid, together with a major part of the poste¬ 
rior bony wail of the external canal, was 
missing. The rest of the corticalis was thinned 
but not perforated. After removal of the 
whole outer wall of the mastoid to its tip, in¬ 
cluding that of the antrum, a huge cholestea¬ 
toma occupying the whole area was exposed. 
When it was cautiously removed, almost tn 
tofo, a large cavity with smooth walls pre¬ 


sented itself. A very few small pneumatic cells 
in the petrosotemporal angle and behind the 
lower part of the bony plate of the sigmoid 
sinus appeared noi’mal; some of them con¬ 
tained cholesteatomatous lamellae or matrix. 
All were curetted. No perforation was ob- 
ser^’ed either in the tegmen or in the plate 
of the sinus. I intended to preserve the ossicu¬ 
lar chain, but after removal of the outer wall 
of the aditus to the antrum the cholesteatoma 
was observed not only in the aditus but in the 
epitympanum, enveloping the body of the incus 
with its short process and the head of the mal¬ 
leus; they were removed. The malleus seemed 



Fig. 3.—Facsimile of original roentgenograms taken by the VA Recorder Sctwice Center, Columbu.«, 
Ohio. (Rrpioduecd by pcrniissiott.) 
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Figr. 4.—Two views of gross specimen excised 
from mastoid and middle ear. Tissue is com¬ 
patible vuth diagnosis of cholesteatoma. 


grossly normal; the body of the incus had a 
rough surface. Inspection of the area after it 
had been cleaned from the rests of cholestea¬ 
toma revealed flattening of the prominence of 
the horizontal canal and, approximatelj’^ in its 
middle, a very tinj- fistula; the tegmen tym- 
pani was not perforated, and the tympanic 
cavity below appeared normal. During the 
whole operation no inflammatory changes, such 
as granulations, pus or other exudate, or even 
hyperemia, were noticed, and the cholesteatoma 
was odorless. After completion of the opera¬ 


tion the tissues removed from different places 
were sent in separate jars for examination. 

Pathologic Report, First Specimen. — Gross: 
The specimen consisted of rather firm, irregu¬ 
lar tissue and measured 2.5 by 2.5 by 1.5 cm., 
submitted as cholesteatoma. The external sur¬ 
face was rough; some areas were pale pink, 
others greyish with a pearly lustre. Micro¬ 
scopic: Microsections revealed isolated aggre¬ 
gates of squamous epithelial cells, bordered on 
the surface of the flat cells by homogeneous 
collagenoid material within which darker- 
staining concentric lamellae were thickly en¬ 
meshed. Diagnosis: Tissue from middle ear 
and mastoid compatible with cholesteatoma. 

Pathologic Report, Second Specimen. — Gross: 
The specimen consisted of two small bones 
submitted as the incus, measuring 1 by 0.3 by 
0.2 cm., and the malleus, measuring 1 by 0.2 
by 0.15 cm. The external surface of the body 
of the incus appeared to be ei'oded; that of the 
malleus was not remarkable. Microscopic: The 
mici’osections consisted chiefly of decalcified 
osteoid material enmeshing poorly defined 
bony trabeculae; the external surface of the 
body of the incus was rugged, probably as a 
result of erosion. Diagnosis: Malleus showing 
no significant changes; incus with superficial 
erosion. 

Pathologic Report, Third Specimen. — Gross: 
The specimen consisted of numerous hard, 
tannish portions of bone measuring up to 0.5 
by 0.3 by 0.2 cm., submitted as taken from 
the mastoid process, with request for decal¬ 
cification. Microscopic: The microsections 
demonstrated decalcified bony fragments en¬ 
meshed in pink-staining lamella'ted material. 
Within the lamellated material were numer¬ 
ous cleftlike spaces, apparently cholesterol 
crystals. Diagnosis: Mastoid tissue compat¬ 
ible with cholesteatomatous infiltration. 

Comment of Pathologist (Dr. William Hen- 
tel). —There was no evidence of inflammatory 
reaction in any of the specimens. 

Postoperative Course. —The patient’s course 
was entirely satisfactory. His labyi’inthine 
symptoms subsided, his general condition was 
greatly improved, and he gained weight stead¬ 
ily—^20 pounds (9.1 Kg.) within two months 
after the operation. The anemia also sub¬ 
sided ; from a preoperative red blood cell count 
of 3,400,000 per cubic millimeter, with 10.8 
Gm. of hemoglobin, and a hematocrit reading 
of 36 per cent, these values were elevated to 
corresponding levels of 4,810,000, 15.8 Gm. 
and 46 per cent respectively (December 15). 
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Epidermatization of the operative cavity was 
complete at the end of the second postoperative 
month. 

COMMENT 

In view of the patient’s age and a fully 
pneumatized right mastoid, otitis media 
neonatorum or infantum as a causative 
factor is out of question. A very little, in¬ 
significant change in the left tympanic 
membrane, caused by contrapressure from 
both sides by the tumor, and macroscopic- 
ally and microscopically established ab¬ 
sence of an inflammatory process or its 
residuals anywhere in the ear or the tem¬ 
poral bone, exclude inflammation as a pri¬ 
mary or secondary causative factor. 

Undoubtedly this was a case of primary 
cholesteatoma, apparently without second¬ 
ary infection, that started as keratosis 
obturans. After destroying the posterior 
wall of the external canal it expanded into 
the temporal bone, gradually replaced al¬ 
most wholly its pneumatic cellular struc¬ 
ture, and reaching the epitympanum per¬ 
forated the flaccid membrane squeezed 
between two parts of the tumor and, 
finally, the bony horizontal canal. This 
lengthy process, lasting probably several 
years, apparently passed unnoticed until a 
sudden labyrinthine attack took place. 

In the formation of keratosis in this 
case, two factors played an important 
role: one was severe chronic seboiTheic 
desquamative dermatitis without inflam¬ 
matory changes; the other, a developmen¬ 
tal anatomic condition of the external 
meatus, namely, a wide lumen and a nar¬ 
row outer opening, favoring retention of 
cerumen and desquamated epithelium; 
pneumatic cells developed in the wall; atid 
their thin septums facilitated expansion of 
the tumor. 

My case differs in some respects from 
other cases of keratosis obturans hitherto 
reported. In some of those cases the cho¬ 
lesteatoma was smaller, did not penetrate 
into the mastoid, caused perforation in the 


eardrum, and necrosis with sequestration 
of the external canal followed after heal¬ 
ing because of its narrowing or stricture. 
In other reports, when the cholesteatoma 
did invade the temporal bone, infection of 
the latter was always present. In Harp- 
man's case this kind of cholesteatoma de¬ 
veloped insidiously in an 11-year-old boy, 
who was first brought to him with signs 



Fig. 5.—Photographs of malleus and incus. The 
former seemed grossly normal; the surface of 
the latter was roughened. 
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Fig. G.—Photomicrographs of cholesteatomatous 
tissue from middle ear and mastoid. 


of cerebellar abscess. This was evacuated 
at operation, together with much pus from 
all cells of the well-pneumatized mastoid 
process. In addition, the boy had chronic 
nasal sinusitis and bronchiectasis, which. 


in the opinion of Harpman^^"* and others,-' 
occur with unusual frequency in patients 
with aural keratosis. No such changes 
were present in my patient. This fact 
probably prevented infection. 
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SUMMARY 

Problems concerning the pathogenesis, 
nature, terminology and classification of 
aural cholesteatoma are discussed. It is 
suggested that the terms “pseudocholestea¬ 
toma” and “cholesteatoma verum” be 
dropped. 

A case of primary cholesteatoma, de¬ 
rived from keratosis obturans and differ¬ 
ent in some respects from the cases of 
aural keratosis heretofore reported, is re¬ 
ported and discussed. 

RIASSUNTO 

Vengono trattati i problemi relativi alia 
patogenesi, alia natura, alia nomenclatura 
e alia classificazione del colesteatoma dell- 
'orecchio. I due termini di pseudocolestea- 
toma e di colesteatoma vero devono essere 
abbandonati. 

Viene riferito e discusso un caso di co¬ 
lesteatoma primitive deH’orecchio, deri- 
vante da una cheratosi otturante e diverse, 
per certi aspetti, dai casi descritti fino ad 
ora. 

RfiSUMfi 

Les problemes concernant la pathoge- 
nese, nature, terminologie et classification, 
du cholesteatome auralsont discutees. On 
recommande d’eliminer les noms “Pseudo- 
cholesteatome” et “cholesteatoma verum.” 

On reporte et discute un cas de chole¬ 
steatome primaire, origine de keratosis 
obturans et different des cas de keratose 
aurale reportes jusqu’a present. 

RESUMEN 

Se comentan los problemas que se pre- 
sentan en relacion con la etiopatogenesis, 
naturaleza, terminologia y clasificacion del 
colesteatoma de la oreja. Se sugiere que 
se abandone el termino “pseudocole.stea- 
toma” y “colesteatoma verum.” 

Se comunica y comenta un caso de cole¬ 


steatoma primario derivado de una quera- 
tosis obturans, que difiere en algunos 
aspectos de los casos de queratosis aural 
que se han comunicado en otros sitios. 


ZUSAMMENFASSUNG 


Es werden Probleme der Pathogenese, 
der Wesensart, der Terminologie und der 
Klassifizierung des Cholesteatoms des 
Ohrs erortert. Es wird vorgeschlagen die 
Ausdriicke “Pseudo-Cholesteatom” und 
“Cholesteatoma verum” fallen zu lassen. 

Es wird der Fall eines primaren Cho¬ 
lesteatoms, das von einer Keratosis obtur¬ 
ans abstammte und in mancher Hinsicht 
sich von den bisher publizierten Fallen von 
Keratose des Ohres unterscheidet, be- 
richtet und erortert. 
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He who purposely cheats his friend, would cheat his God. 


—Lavater 


He who allows himself to be insulted deserves to be. 


—Corneille 



Additional Original Articles 


Surgical Treatment of Mitral Stenosis 

LAURENCE MISCALL. M.D.. F.A.C.S.. RICHARD B. NOLAN, M.D., 
EMANUEL KALINA, M.D., and KEITH 0. GUTHRIE JR., M.D. 
NEW YORK CITY, NEW YORK 


F urther discussion of this subject 
may appear unnecessarily repetitious. 
Such an attitude, however, implying 
a fixed opinion, seems unwise in view of 
the wide disagreement revealed by a forth¬ 
right appraisal of the situation. Many 
years of meticulous investigation produced 
a mass of information in which relatively 
few were well versed until quite recently. 
The classic clinical picture of mitral steno¬ 
sis, with its many complexities and un¬ 
answered questions, attracted many to 
cardiology. Among surgeons, however, 
this subject aroused little more than spo¬ 
radic interest until Bailey^ and Harken 
almost simultaneously completed success¬ 
ful valvulotomy.- Surgeons desiring to 
operate often encountered hesitancy in 
their medical colleagues, who, contending 
that victims of mitral disease did quite 
well, postponed operation until its efficacy 
had been proved. Soon the roads to two of 
our cities were clogged with patients, 
while a few, probably lost, filtered into 
other hands. The evidence began to 
mount. This invasion of cardiology by a 
group of neophytes, the surgeons, sparked 
a renewed interest. With refined methods 
the investigation of new and old concepts 
has produced an array of new ideas, terms, 
technics, syndromes, classifications and 
the like, which grows daily more impres¬ 
sive. This renewed activity, born of the 
surgical approach, appears to offer much 
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hope for the ultimate answers to many 
problems. Wide disagreements persist, 
however, and are often particularly con¬ 
cerned with the selection of patients for 
surgical treatment and with the results 
thereof. In this report of our first 100 
cases, small indeed compared to other se¬ 
ries, emphasis is placed on these two as¬ 
pects in the hope that it may contribute 
to the resolution of some disagreements. 

Although this paper is not concerned 
primarily with surgical and other techni¬ 
cal details, at least a cursory review of 
procedure and observations forms a suit¬ 
able background for it. 

All patients were studied first by the 
cardiologists. Many lacked a history of 
rheumatic fever, but most had been aware 
of a murmur since early childhood and had 
had early symptoms of undue fatigue. 
Progressive orthopnea and dyspnea fre¬ 
quently had first prompted inquiry about 
surgical treatment. Some patients, often 
on a physician’s advice, had delayed such 
action until hemoptysis, pulmonary edema, 
cardiac arrhythmia or failure of medical 
therapy had occurred. 

Complete physical e.vamination was sup¬ 
plemented by detailed laboratory studies, 
including roentgenographic and electro¬ 
cardiographic investigations, with partic¬ 
ular attention to cardiac contour, mitral 
calcification, pulmonary congestion, esoph¬ 
ageal compression, the pattern of enlarge¬ 
ment of the chamber, axis deviation, 
rhythm, timing of murmurs and man.v 
other pertinent detail.s. 

In some cases, because of academic in- 
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terest oi' observations that clouded a 
decision, further studies have been com¬ 
pleted. With the angiocardiographic tech¬ 
nic^ it soon became evident that the size 
of the pulmonaiy artery was not corre¬ 
lated directly with the degree of pulmo¬ 
nary hypertension. The accuracy of vis¬ 
ualization of the left atrium has not been 
paralleled by the examiner’s ability to 
make a reliable pronouncement as to the 
status of clot formation. The ability to 
outline the enlargement of other chambers, 
particularly a large left ventricle, often 
has been useful but not constant. The de¬ 
lay in the lesser circuit has been graph¬ 
ically portrayed. The further use of the 
angiocardiographic method, particularly 
in the study of postoperative changes, 
seems indicated b}’' this experience. 

Routine cardiac catheterization'* was 
completed in 50 of these cases to clarify 
specific problems, and the results are pre¬ 
sented later in the paper. In some of these, 
similar postoperative studies have been 
done. Operation on the other 50 patients 
was based on clinical evaluation only. 

Long periods of preparation before both 
operation and cardiac catheterization 
were common. Previous digitalization 
proved generally inadequate. Further at¬ 
tention to diet, electrolyte and fluid bal¬ 
ance, activity, anemia, diuresis, etc., was 
generally needed to bring the patient to a 
stable and acceptable condition. The at¬ 
tempt to convert the fibrillator routinely 
seemed less important than adequate con¬ 
trol of the ventricular rate. 

The success of operation is c 1 o s e 1 
linked to anesthetic practice. Preoperative 
visits allayed fear. For a restful night and 
relaxed arrival for operation without de¬ 
pressed circulation or respiration, the 
administration of pentobarbital (100 mg.) 
at bedtime and scopolamine (0.3 mg.) one 
hour prior to the operation was effective. 
Anesthetic trial runs were not uncommon. 
Anesthesia in a majority of cases, either 


in the patient’s room or in the operating 
room, has been induced either with intra¬ 
venous administration of 2.5 per cent 
pentothal (100 mg.) or inhalation of anes¬ 
thetic mixtures, mainly cyclopropane. The 
agents proved less important than the 
ability to manage them and obtain a 
smooth induction and adequate oxygena¬ 
tion. A large endotracheal tube lubricated 
with anesthetic jelly was then inserted 
under direct vision after administration 
of a relaxant (succinylcholine, 10 to 20 
mg.) and topical anesthesia with 5 per 
cent cyclaine. A light plane feasible for 
operation was maintained with ether. In 
some instances the patient was conscious 
but without pain or memory. No attempt 
was made to control the ari’hythmias asso¬ 
ciated with surgical manipulation unless 
they interfered with circulation. The use 
of local or anesthetic drugs by infusion, 
intrapericardial injection or topical appli¬ 
cation was abandoned, not only because of 
frequent myocardial depression but be¬ 
cause the heart usually stabilized and tol¬ 
erated manipulation quite well. Brady¬ 
cardia was treated with atropine (0.1 
mg.) repeated as necessary. Digitalis, 
quinidine and similar drugs were handled 
in cooperation with the cardiologist to 
meet situations as thej'^ arose and not as 
routine preventive agents. A well man¬ 
aged anesthetic technic, with proper at¬ 
tention to a clear airway, adequate oxy¬ 
genation and assisted ventilation, was 
most consistent with success and best tol¬ 
erated bj" the “poor risk” patient.-' 

An anterolateral approach through the 
third or fourth interspace or rib has 
proved simplest and entirely satisfactory. 
There is no objection, however, to other 
incisions. The left appendage approach 
was used almost exclusively, but early ex¬ 
cision of this to permit extrusion of clots 
did not assure freedom from embolism. 
Suture closure in addition to purse strings 
insured control of postoperative hemor- 
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Fig. 1.—Cardiac catheterization data on 17 patients with excellent results after comniiss\irotOTny. 
Note the increase in cardiac index on exercise in 10 of 17 cases. (In the lower portion of this chart 
the observed pulmonary capillary pressure and the mean pulmonary artery pressure are expressed 
as multiples of their normal values: P. C., 9 mm. Hg.; P. A. (mean), 16 mm. Hg. Note excess 
elevation of P. C. over the mean P. A, pressure in 11 of 13 cases.) 


rhage. The stenotic valve ^Yas usually 
opened by the finger-fracture technic ex¬ 
tended well into the ventricle. In a signifi¬ 
cant number of cases in which there was 
little or no posteromedial commissure, 
adequate opening was obtained by restrict¬ 
ing the split to the anterolaterai commis¬ 
sure. Some sclerosed or calcific valves re¬ 
quired knife or guillotine. In the presence 
of any form of cardiac arrest, valvulotomy 
was completed both before and after car¬ 
diac resuscitation, as the situation w’ar- 
ranted. Perseverance is essential to ob¬ 
taining adequate opening of the stenotic 
valve. In no case in this series did it pro¬ 
duce insufTiciency. The pericardium was in¬ 
completely closed to the left pleural space, 
which was drained routinely for a few 


days. Postoperative treatment with anti¬ 
biotics and other agents followed well ac¬ 
cepted plans. 

Some of the data obtained by cardiac 
catheterization in the cases of 50 patients 
are contained in Table 1. A few studies 
are incomplete, owing to premature ter¬ 
mination of the procedure for a variety of 
reasons. They may be summarized briefly 
in this manner: 

The pulmonary capillary and arterial 
pressures were uniformly elevated, in¬ 
creased with exercise and slowly returned 
to the resting level. An increase in pulmo¬ 
nary arteriolar resistance ivas regularly 
observed and often was proportionately 
greater than that in the pulmonary capil¬ 
lary area. The cardiac ' dex, almost al¬ 


so? 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


NOVEMBER, 1D55 


wa 3 "s significantlj" below normal, rarelj'- 
showed the normally expected increase 
with exercise. In manj'^ instances it re¬ 
mained static or showed an appreciable 
fall. The contour of tracings often gave 
valuable aid in estimating the degree of 
mitral and tricuspid insufficiency. The 
calculated mitral area seemed to conform 
to the surgical estimate. It is evident that, 
although these figures closelj’’ conform to 
the basic pattern, there is still wide varia¬ 
tion in the departure from normal. After 
a sufficient postoperative follow-up, all re¬ 
sults have been classified as excellent. 


good, poor and fatal. Corresponding car¬ 
diac catheterization data on some of the 
group classified as excellent maj’^ be com¬ 
pared to some of those in the group classed 
as poor, by reference to Figures 1, 2 and 3. 

In 13 cases in which results were excel¬ 
lent (Fig. 1) the proportionate pressure 
significantly exceeded the similar propor¬ 
tionate increase of the pulmonary arterial 
mean pressure except in 2 patients (Nos. 
12 and 24) in whom no difference existed. 
In response to exercise both pressures 
regularly increased, but the proportionate 
rise in pulmonary capillary pressure still 
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Fig. 2.—Cardiac catheterization data on 14 patients with poor results after commissurotomy. Note 
failure to increase cardiac index in 9 of 14 cases (Nos. 3, 8, 41 and 50). The patients in these cases, 
although hemodynamically the results were good, did not undergo vahmlotomy because of extensive 
atrial clotting. (In the lower portion of the chart, the observed pulmonarv capillary pi'essure and 
the mean pulnionai-y artery pressure are expressed as multiples of their'noi-mal values: P. C., 9 
mm. Hg.; P. A., 15 mm. Hg. Note excess elevation of P. A. over P. C. pressure in 7 of 12 cases.) 
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exceeded that of the proportionate rise in 
mean puimonary arterial pressure, except 
in 1 patient (No. 12). In referring to the 
lower parts of Figures 1 and 2, attention 
is directed to the fact that multiples of 
normal resting pulmonary capillary pres¬ 
sure (9 mm. of mercury) and of normal 
resting mean pulmonary arterial pressure 
(15 mm. of mercury) were plotted. The 
pulmonary arteriolar resistance, although 
definitely elevated, still did not reach 
during either rest or exercise the ex¬ 
tremely high level noted in other groups 
(Fig. 3). The cardiac index generally was 
moderately reduced hut increased with 
exercise except in 3 patients (Nos. 7, 
10 and 24), with no change, and in 1 
patient (No. 37) with a minor fall. 
These patients, who averaged 37 years in 
age, ranging from 21 to 50, had had dis¬ 
ease for an average of twenty-one years 
and had been treated for cardiac disability 
for 3 and one-tenth years between the ex¬ 
tremes of one and eight years. Seven had 
normal sinus rhythm, and 6 had auricular 
fibrillation. 

Four other patients (Nos. 2, 4, 17 and 
22), with whom excellent results were 
obtained, did not follow this pattern. Not 
only did their observed pressure readings 
grossly exceed those of the previous group, 
but the proportionate rise in mean pulmo¬ 
nary arterial pressure exceeded that of 
the pulmonary capillary pressure during 
both rest and exercise. The cardiac index 
was generally at a lower level and did not 
significantly change with exercise (Fig. 
1). A tremendous increase in resting pul¬ 
monary arteriolar resistance and an in¬ 
ordinate increase with exercise also were 
observed (Fig. 3). The average age was 
32 years. The onset of disease dated back 
fifteen years, and treatment for cardiac 
disability had covered five years. 

The data on the groups classified as hav¬ 
ing poor or fatal results are detailed in 
Figures 2 and 3. If one uses the same meth¬ 


od of plotting multiples of normal as was 
used in the lower part of Figure 1, it can 
be seen that, at rest, the proportionate rise 
of the mean pulmonary arterial pressure 
exceeded that in the pulmonary capillary 
area and was exaggerated on exercise. The 
cardiac index, uniformly at a very low 
resting level, did not increase with exer¬ 
cise. Attention is called to patients 3, 8, 
41 and SO (Fig. 2), who, although they 
appeared to be sound hemodynamic risks, 
particularly on the basis of the cardiac in¬ 
dex, had poor results because e.xtensive 
atrial clotting prevented adequate valvu¬ 
lotomy. A marked elevation of pulmonary 
arteriolar resistance generally increased 
with exercise, indicating progressive and 
significant vascular change (Fig. 3). The 
average age of the patients in this group 
was 43; the age range, between 33 and 54. 
The onset of disease dated back twenty- 
five years, and the patients had been 
treated for cardiac disability for fourteen 
years. All except 1 had had protracted 
auricular fibrillation. 

ResvUs. — The cardiologists associated 
with the project classified the results in 
these 100 cases as excellent, good, poor 
and fatal. Patients grouped under “ex¬ 
cellent” showed marked clinical improve¬ 
ment, consistent with normal habits of 
living and work, without symptoms or 
signs of cardiac disabilitj'. Dietary restric¬ 
tion and diuretics became unnecessary, and 
digitalis often was discontinued. Objective 
evidence of such recovery is illustrated by 
the preoperative and postoperative cardiac 
catheterization studies of 2 patients in 
Table 2 and the heart plates in Table 1. 
The patients with “good” results expressed 
satisfaction with their progress, although 
they still had to remain under fairly con¬ 
stant supervision. Those with “poor” re¬ 
sults required the same or even more ener¬ 
getic therapy and either had shown no 
improvement or had lo.st ground since the 
operation. 
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Table 1.— Cardiac Catheterization Studies of 1,8 Patients Subjected to 
Mitral Commissurotomy* 


Patient 

Age 

Sex 

P.C. 

r.A. 

P.A.M. 

PAR 

C.I. 

Pcsnlt 










{dynes- 

•8cc-cm.-5> 

L/Mln/M* 





R. 

Ex. 

R. 

Ex. 

R. 

Ex. 

n. 

Ex. 

R. 

Ex. 


A.D. 

47 

M 



69/30 

105/43 

48 

71 



3.10 

4.03 

E 

G.W. 

31 

F 

29 

40 

99/41 

157/51 

63 


772 

1237 




D.C. 

32 

M 

13 

26 

30/12 

50/28 

20 

38 

91 

112 


4.84 

P 

E.J. 

28 

F 

29 

37 

107/56 

110/64 

75 

84 

1201 


wen 

1.96 

E 



F 

21 

35 

38/20 

60/31 

28 

40 

110 

62 

3.31 

4.21 

E 



M 

32 

54 

58/29 

119/59 

43 

87 

194 

434 

2.83 

3.79 

E 

G.D. 

39 

F 

34 


81/41 

128/80 

60 

98 

958 


1.49 

1.36 

P 

E.G. 

21 

F 

17 


51/21 

95/39 

33 

58 

463 


2.01 


G 

M.C. 

39 

F 

30 

40 

56/28 

67/38 

40 

53 


281 

2.43 


E 

C.R. 

43 

F 

15 

38 

25/14 

54/27 

19 

41 

114 

55 

1.76 

2.73 

P 

A.L. 

28 

F 

22 

38 

52/28 

113/55 

35 

66 

231 

470 

2.62 

2.77 

E 

E.V. 

31 

F 

20 

44 

41/24 

68/36 

29 

48 

195 

70 

2.44 

3.01 

E 

I.P. 

24 

M 

19 

32 

39/22 

63/27 

27 

40 

204 

117 

1.72 

2.98 

G 

A.S. 

47 

F 

31 

40 

50/25 

69/35 

41 

47 

259 

142 

1.96 

2.49 

E 

A.B. 

44 

F 

29 

35 

74/40 

85/48 

54 

66 

602 


2.02 


P 

L.T. 

39 

F 

27 

45 

84/38 

112/50 

53 

70 

1466 

2475 

1.93 

1.81 

E 

S.P. 

34 

F 

33 

55 

74/36 

115/58 

51 

83 

257 

379 

4.15 

4.37 

E 

H.C. 

40 

F 

24 

38 


129/56 

64 

86 





G 

B.C. 

47 

M 

25 

30 


103/53 

49 

68 

659 

1077 

2.02 

1.96 

D 

A.B. 

36 

M 

21 

40 


76/43 

34 

55 

252 

204 

2.01 

3.10 

E 

V.L. 

31 

F 

32 


112/58 


82 


1940 


1.40 


E 

F.R. 

51 

F 

27 

46 

115/47 

183/83 

68 

113 

1517 


1.36 


P-D 

R.D. 

50 

F 

15 

20 


44/24 

24 

30 

137 


3.30 


E 

S. 


F 

27 

38 


54/31 

32 

43 

153 


1.57 


G 

G.B. 

29 

M 

29 

56 

54/28 

115/55 

38 

75 

119 

231 


3.46 

E 

E.Z. 

47 

F 











P 

M.K. 

37 

F 

15 

20 

30/11 

44/23 

20 

~33 





P 

E.K. 

44 

F 



130/62 


84 


2369 


1.18 


P-D 

L.F. 

26 

M 



52/8RU 






2.04 


E 

I.P. 

38 

F 



53/5RU 






2.04 


E 

J.W. 

32 

M 



48/25 


33 




1.94 


P 

I.W. 

31 

F 



72/32 


44 




2.16 


G 

H.T. 

48 

F 

20 


47/20 

64/30 

25 

43 

129 


2.16 

2.38 

E 

A.A. 

46 

F 

23 

40 

47/23 

89/44 

34 

65 

174 

410 

3.60 

3.08 

E 

C.T. 

33 

M 



94/57 

110/62 

66 

78 


1889 

1.87 

2.00 

P-D 

J.G. 

40 

F 

17 


40/19 

92/55 

28 

66 

300 

314 

1.71 


P 

A.A. 

46 

M 



37/2RU 

57/5RU 





2.40 


D 

A.W. 

47 

F 

23 

35 

50/20 

81/31 

32 

49 



2.53 


E-D 

M.B. 

54 

F 

24 

32 

52/23 

62/33 

36 

47 

204 

246 

3.02 

3.15 

P-D 

McD. 

27 

M 

28 

46 

60/30 

118/60 

45 

84 

659 

768 

3.03 

4.86 

G 

G.O. 

38 

M 



90/42 

100/60 

56 






E 

C.F. 

43 

M 



40/18 

74/34 





2.28 

3.62 

G-D 

G.R. 

48 

ill 

40 


73/33 


51 


242 


2.50 

3.42 

G 

A.C. 

54 

F 

28 

39 

78/38 

94/48 

50 

65 

552 


2.23 


G 

J.K. 

“57 

M 

35 


80/43 


58 


505 


1.55 


D 

J.F. 

51 

M 

35 

49 

85/40 


55 




2.01 


P 

N.B. 

21 

F 



50/5RU 






2.56 


E 

J.T. 

28 

M 

24 

40 

55/25 


35 




2.96 


E 

•P.C.. pulmonar>' 

capillary 

■ pressure; 

7?, rest; Kx, 

exercise; P.A., pulmonary 

artery 

pressure; 

P.A.M. 

, mean 

pulmonary* 


arterr prr^^urc: P.A.U., pulmonarj* arteriolar rtriistance; C.l.. ranlioc inrlex. Results: E. excellent: G, cood: 7*. poor. V. 
ilonth. 
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Fig. 3.—Pulmonary arteriolar resistance calculated in 29 cases. Note marked elevation of resting 
pulmonary arteriolar resistance In cases with poor results as compared to those with excellent re¬ 
sult cases. 



Fig. 4.—Preoperative and po.stoperative plates in the case of V, L., illu^traling change.*? after .*5uc- 
ces<?ful mitral valvulotomy. 
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Table 2. — Cai-diac Catheterization Data Before and After Successful 
Mitral Commissurotomy^' 


Patient 

G.ir. 

G.ir. 

J.H. 

J.H. 

J.H. 

Age 


24 


24 


3S 


3S 

ii 

Sex 


F 


F 


M 


M 

M 


Preoperative 

Postoperative 

Preoperative 

Postoperative 

Postoperatwe 


Pest 

Exercise 

Pest 

Exercise 

Rest 

Exercise 

Rest 

Exercise 

Rest 

0- consumption 

126 

226 

171 

284 

133 

240 

144 

368 


Arterial 0: 
saturation, % 

88.5 

93 

93.9 

95.1 

94.4 

94.3 

96.1 

95.0 

96.4 

Venous 0- 
saturation, 7° 

5.6 

10.5 

4.8 

7.6 

4.7 

10.6 

4.54 

8.76 

3.2 

Cardiac output, 
L./min. 

3.52 

3.36 

5.63 

5.89 

4.53 

6.07 

5.09 

6.71 

9.4 

Cardiac index, 

2.26 

2.15 

3.56 

3.73 

2.83 

3.79 

3.18 

4.19 

5.8 

L/min./j\r 










Pressure, mni. Hg. 










P.C. 

29 

40 

13 

20 

32 

54 

13 

26 


P.A. 

99/41 

157/51 

54/24 

96/36 

58/29 

119/59 

34/14 

59/28 

. 

P.A. M. 

63 

92 

37 

63 

43 

87 

22 

46 


R. ventricle 

94/11 


52/3 

69/3 

54/6 


34/6 


35/3 

R. atrium 

10 


6 


3 


2 



Pulmonary artery 
resistance 










(dynes/sec./cm.“ 

772 

1237 

341 

583 

194 

434 

141 

238 


Date 

1/31/51 

4/4/51 

11/14/51 

4/11/52 

2/2/65 


•Note in patient G. W. (a) marked increase in cardiac index; (b) decrease in P.A. pressure, and (c) increase in car¬ 
diac output. Note in patient J. H. (a) progressive improvement in cardiac index; (b) decrease in P.A. pressure, and 
(c) profrressive increase in cardiac output. 


The result was excellent in 51 cases and 
good in 19. A poor result was obtained in 
the cases of 21 patients, 3 of whom, un¬ 
responsive to all methods of treatment, 
died in chronic heart failure, foui’, seven 
and eleven months, respectively, after the 
operation. Nine patients died without 
leaving the hospital. The detailed sum¬ 
mary of these 21 poor results and 9 deaths 
has significantly influenced our present at¬ 
titude toward the entire problem. 

1. Operation was abandoned for 7 pa¬ 
tients because of extensive atrial clotting. 
Nos. 3, 8, 41 and 56, although hemodynami- 
cally acceptable, fell into this group. 

2. Operation was abandoned for 4 pa¬ 
tients before completely adequate opening 
of a calcific valve had been obtained, owing 
to the inability of the heart to wthstand 
the necessary manipulation. 


3. Six other patients who had had long¬ 
standing illness and had been prepared for 
operation only with great difficulty con¬ 
tinued, after successful operation, in a 
state of chronic heart failure without re¬ 
sponse to any therapy. 

4. Cardiac disability persisted in 4 other 
patients after apparently satisfactory 
valvular opening had been achieved. Sus¬ 
tained fever, precordial pain, a friction 
rub and other evidence of infection sug¬ 
gested a rheumatic exacerbation that 
yielded little to antibiotics and only slowly 
to cortisone and other drug therapy. A 
constant relation between the microscopic 
pictures of the cardiac and pulmonary 
biopsy specimens and this clinical picture 
has not been established and the precise 
nature of this relation remains un¬ 
explained.® 
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Regardless of the fact that expanding 
personal experience can reduce and has 
reduced the high rate of failui-e cited in 
categories 1, 2 and 3, the added hazards in¬ 
terposed by these situations cannot be dis¬ 
counted lightly. Such failures might con¬ 
ceivably be obviated in the future by 
earlier operation. Three patients in cate¬ 
gories 2 and 3 died at home three, seven 
and eleven months, respectively, after 
the operation.’ 

Death in the hospital occurred in 9 
cases. 

1. Pulmonary embolism occurred in 2 
patients; in 1 on the seventh postoperative 
day, without valvulotomy but with a 
clotted atrium, and a second died on the 
twelfth day after valvulotomy with a 
clotted atrium and a history of previous 
amputation for embolization of the femoral 
artery. 

2. In 1 patient, after successful val¬ 
vulotomy, a clotted appendage saddle em¬ 
bolization was discovered immediately 
after the operation. Prompt aortic explora¬ 
tion and clot extraction was followed by 
shock and renal shutdown, with a fatal 
termination on the fourth postoperative 
day. 

3. One patient, in whom a highly satis¬ 
factory mitral valvulotomy had been com¬ 
pleted, died on the fifteenth postoperative 
day, with a pulmonary embolus of uncer¬ 
tain origin. Autopsy demonstrated associ¬ 
ated aortic stenosis and insufficiency. 

4. One patient with an excellent early 
result died on the day of discharge from a 
pulmonary embolus originating in a throm¬ 
bosed leg vein, to which sufficient atten¬ 
tion had not been directed. 

5. One patient, having had anoxic dam¬ 
age to the central nervous system, died on 
the fortieth postoperative day in chronic 
heart failure, without response to any 
therapy. 

6. Cardiac arrest claimed 3 patients, 
once during operation and twice in the im¬ 


mediate postoperative period, in spite of 
all generally accepted methods of treat¬ 
ment. Long-standing chronic disease had 
truly “beaten up” these hearts. With the 
common failure of all methods in such 
emergencies, perhaps a better solution is 
to avoid it by earlier operation. Further¬ 
more, the uniform inability to resuscitate 
such patients when the catastrophe oc¬ 
curred during the postoperative period in¬ 
dicates that Harken is sound in suspecting 
that opening the chests of such patients 
for intermittent cardiac compression 
should be carefully considered and done 
less frequently. 

COMMENT 

The academic approach made possible by 
the facilities of a medical center often 
have provided a sound basis for expanding 
the use of surgical intervention for a 
variety of diseases. This certainly is the 
case with cardiac catheterization, which, 
although not essential, has permitted 
more nearly exact delineation of the 
bounds of good cardiac surgical therapy. 
Thus, a fair preservation of resting car¬ 
diac output, increasing on exercise, and 
moderate pulmonary hypertension, with 
variable increases in pulmonary arteriolar 
resistance, have indicated that such pa¬ 
tients are hemodynamically sound candi¬ 
dates for surgical treatment. Others have 
had excellent results despite markedly in¬ 
creased pulmonary hypertension and ar¬ 
teriolar resistance and with low resting 
cardiac outputs not increased by exercise. 
This may be traced to the conversion of 
right ventricular work to increase cardiac 
output incident to the reduction in pul¬ 
monary hypertension and arteriolar resist¬ 
ance and to perform a successful valvu¬ 
lotomy. In still others abnormally low car¬ 
diac outputs, not increased (and in several 
cases decreased) by e.xercise, and abnor¬ 
mally high levels of pulmonarj’ hyperten¬ 
sion and resistance have been considered 
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ominous signs. Poor results often have 
followed operation and may be attributed 
to (1) a combination of relative irreversi¬ 
bility of pulmonary hypertension and re¬ 
sistance; (2) the inability of the myocar¬ 
dium to recover appreciable functional 
capacity, and (3) ineffectual valvulotomy. 
Such contrasts suggest that a patient should 
not be denied operation purety because of 
supposedly adverse hemodynamic mea¬ 
surements. On many occasions, particu¬ 
larly in the “poor risk” group, the labora¬ 
tory workers have strongly recommended 
the correlation of their studies with the 
clinical data to facilitate a decision with re¬ 
gard to surgical attack. Since many grati¬ 
fying results have followed such evalua¬ 
tions, it has been our policy to subject to 
operation all patients who conform to the 
commonly acceptable diagnosis criteria 
and who can be brought clinically to a state 
consistent with the ability to survive the 
operation. This e.xperience reinforces our 
firm conviction that, although cardiac 
catheterization has enhanced the under¬ 
standing of the problem, it is no substitute 
for individual, accurate clinical observa¬ 
tion. Thus, many patients have been suc¬ 
cessfully operated on without the exact 
measurements of the cardiorespiratory 
laboratory. 

Angiocardiographic study has yielded 
interesting but often not conclusive re¬ 
sults. The inability to predict regularly the 
presence or absence of atrial or auricular 
thrombosis and to correlate the size of the 
pulmonary artery and the degree of hyper¬ 
tension has been disappointing. The ease of 
visualizing the cardiac chambers and the 
lesser circulation has been of great value. 
Further correlation of both preoperative 
and postoperative studies gives excellent 
promise of supplying considerable infor¬ 
mation not available by other means. The 
limits of its use certainly have not been 
exhausted. 

Because of wide disagreement as to the 


advisability of operating on the patient 
with early mitral disease, further cardiac 
catheterization studies of such patients 
might be undertaken with advantage. This 
suggestion is prompted by the well-known 
deleterious effects of pi'onounced over¬ 
loading of the pulmonary circuit, well il¬ 
lustrated in left to right shunts; e.g., 
ductus arteriosus* and septal defects.** 
With a similar approach the appearance 
of progressively increasing pulmonary hy¬ 
pertension, denoting a shift of the impact 
of disease from the pulmonary venous area 
to the pulmonary arterial area might 
settle the question as to when such rela¬ 
tively well and asymptomatic patients with 
mitral disease become candidates for sur¬ 
gical treatment. 

Although the response of these patients 
to any therapy depends upon a vast array 
of variable and intricate factors, at least 
four are paramount with regard to those 
accepted for operation: (1) Ability to ob¬ 
tain adequate opening of the valve; (2) 
the degree of reversibility of the measured 
pulmonaiy arterial resistance; (3) the 
capacity of the myocardium to recover 
functionally; (4) the ability to complete 
the operation without inducing a serious 
or lethal accident. To an investigator 
mindful of these criteria, inspection of the 
results jdelds significant information. The 
“excellent” results cannot be attributed to 
satisfactory valvulotomy alone; they are 
closely related to the degree of pulmonary 
arteriolar resistance and the lack of fixa¬ 
tion of the resultant hypertension at pro¬ 
hibitive and irreversible levels, as well as 
to an appreciable functional myocardial re¬ 
serve. In the 4 patients who had excellent 
results but exaggerated catheterization 
data the reversibility of pulmonaiy re¬ 
sistance and hypertension and the subse¬ 
quent conversion of surprising right 
ventricular work capacity to functional 
myocardial reserve merit much credit. In 
the group who had poor result or died, a 
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valvulotomy that was less satisfactory for 
a variety of reasons, together with an ex¬ 
tremely high and relatively fixed pulmo¬ 
nary resistance and hypertension, as well as 
a failing myocardium to which competence 
was not restored by operation, accounted 
for the outcome. ' In the group with ex¬ 
cellent results those factors which pre¬ 
clude effective operation or produce 
serious or lethal consequences, i.e., clot¬ 
ting, unstable hearts or surgically re¬ 
fractory valves resulting from prolonged 
conservative treatment, were not present. 
These observations indicate that early 
mitral valvulotomy is justified to prevent 
fixation of pulmonary arteriolar resist¬ 
ance and hypertension at excessive levels 
before the onset of myocardial damage and 
other changes that reduce the ease of 
operation or compromise the results even 
with a successful operation. 

Although it is apparent the incidence of 
good results from operation for mitral 
stenosis can be improved by restricting 
operation to favorable risks, this attitude 
fails to meet the problem. Critical analytic 
evaluation of all results is important if 
any advance is to be made. Experience in¬ 
dicates that this relatively simple and safe 
procedure can yield a high rate of ex¬ 
cellent results in favorable and carefully 
selected cases. In addition, it suggests that 
long-continued conservative treatment of 
mitral stenotic disease may increase the 
number of patients who eventually fall in¬ 
to the “poor risk” group, and that some of 
this deterioration may be preventable. Two 
factors that directly relate the results of 
surgical treatment to the technical difficul¬ 
ties of its application come readily to 
mind: (1) the suitability of tbe valve for 
thorough, adequate and functional sur¬ 
gical opening and (2) the presence of in¬ 
tracardiac clotting. Although one cannot 
predict the exact character of any valve 
preoperatively, earlier operation might 
bring more patients to the surgeon with 
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valves better suited for valvulotomy. True, 
this suggestion is made in spite of lack of 
knowledge of the natural course of the 
disease in both the surgically untreated 
valve and the split valve. Few will deny 
that embolisms of cardiac origin have ac¬ 
counted for an appreciable number of poor 
surgical results. It appears that several 
courses are open in the attempt to control 
this factor. Since widespread atidal clot¬ 
ting has not been observed in patients who 
have undergone early operation, this ap¬ 
proach must be given thorough considera¬ 
tion in any attempt to improve results. 
With long-standing disease, the patient 
having progressed to the “poor risk” cate¬ 
gory, one must anticipate an increase in 
catastrophies of embolic origin. Under such 
unfavorable circumstances the use of anti¬ 
coagulant agents over a long period, both 
in the predperative and in the postopera¬ 
tive stage of the disease, as suggested by 
Wright, Harken and others," must be se¬ 
riously considered. In our experience the 
character of the valve and the question of 
emboli have been prominent factors in the 
results obtained and must be given 
thorough consideration in any attempt to 
improve results. 

The sudden or relatively rapid cessation 
of effective cardiac activity remains an im¬ 
posing problem. A multiplicity of thera¬ 
peutic methods have been recommended, 
none of which have proved routinely suc¬ 
cessful. Since the majority of such acci¬ 
dents have occurred in patients with se¬ 
verely damaged hearts, it occurs to us that 
earlier operation might have been a better 
solution than the use of drugs and other 
methods in the attempt to salvage such 
severely damaged hearts. 

CONCLUSION 

From the authors’ experien 
lowing conclusions seem rea.'-oni 
matic heart disease often leavci 
jor insult a me^ha-.f v-ct .' 


605 



JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


NOVEMBER. 1955 


of pure or relatively pure mitral stenosis. 
This defect maj’-, in time, result in fur¬ 
ther insult to the heart in the form of (a) 
increased pulmonaiy arteriolar resistance, 
(b) pulmonary hyper-tension and (c) a 
damaged myocardium which progressively 
dissipates its work in overcoming resist¬ 
ance rather than augmenting cardiac out¬ 
put. These changes ultimately reach a 
point of irreversibility, when all treatment 
is palliative. During the developmental 
stage, which may extend over years and is 
probably related to the degree of stenosis, 
protracted illness with progressive cardiac 
disability is the rule. 

Before the advent of the surgical ap- 
nroach, medical measures did much in the 
relief of symptoms and the prolongation 
of life. The record of valvulotomy, how¬ 
ever, indicates that this high cost in hu¬ 
man suffering and life may be significant¬ 
ly reduced if the operation is performed 
at an early date on all patients who con¬ 
form to the clinical entity of mitral steno¬ 
sis, with symptoms. 

ZUSAMMENFASSUNG 

Die Verfasser glauben, aus ihren Erfa- 
hrungen f o 1 g e n d e Schlussfolgerungen 
ziehen zu koennen: 

Die rheumatische Herzerkrankung hin- 
terlaesst haeufig als Hauptschaedigung 
einen mechanischen Defekt in Form einer 
reinen oder verhaeltnismaessig reinen 
IMitralstenose. Im Laufe der Zeit kann 
dieser Defekt zu weiteren Herzschaedi- 
gungen fuehren, und zwar a) zu erhoeh- 
tem Widerstand in den Lungenarteriolen, 
b) zu Hochdruck in den Lungen und c) 
zur Schaedigung des Herzmuskels, der 
seine Arbeitskraft mehr und mehr zur 
Ueberwindung des Widerstandes anstatt 
zur Vergroesserung des aus dem Herzen 
ausgepumpten Blutvolumens verschwen- 
det. 

1st die Behandlung eine rein palliative, 
so erreichen diese Veraen der ungen 


schliesslich einen so hohen Grad, dass sie 
nicht mehr rueckgaengig gemacht werden 
kennen. Im Stadium der Entwicklung die¬ 
ser Veraenderungen, das sich ueber Jahre 
hinaus erstrecken kann und wahrschein- 
lich zum Grade der Stenose in Beziehung 
steht, kommt es im allgemeinen zu einem 
sich lange hinziehenden Krankheitszu- 
stand mit fortschreitender Herzschwaeche. 
Vor der Einfuehrung chirurgischer Be¬ 
handlung trugen medizinische Massnah- 
men erheblich zur Milderung der Symp- 
tome und zur Verlaengerung des Lebens 
bei. Die Erfahrungen mit der Klappen- 
durchschneidung zeigen jedoch, dass die 
Opfer an Leiden und Einbusse der Lebens- 
dauer sich erheblich verringern lassen, 
wenn die Operation bei alien Kranken, 
deren Symptome der klinischen Einheit 
einer Mitralstenose entsprechen, in einem 
fruehen Stadium ausgefuehrt werden. 

RIASSUNTO 

Gli autori, in base alia propria esperi- 
enza, sono giunti alle seguenti conclusioni. 

La malattia reumatica determina come 
principale residuato una lesione meccanica 
del cuore sotto forma di stenosi mitralica 
pura 0 quasi pura. 

Tale lesione conduce ad alterazioni sec- 
ondarie consistenti in a) aumento delle 
resistenze arteriolari nel polmone; b) iper- 
tensione polmonare; c) sofferenza del mio- 
cardio che deve impiegare le sue energie 
per vincere le resistenze incontrate piu 
che per aumentare la gittata. 

Tutto cio conduce, a lungo andare, ad 
uno stadio irreversibile in cui ogni cura 
diviene palliativa. Durante la fase prepa- 
ratoria, che puo durare anni in rapporto al 
grado della stenosi, I’insufficienza cardiaca 
progressiva e la regola. 

Prima che si pensasse alia possibilita di 
intervenire chirurgicamente, la terapia 
medica si dimostro efficace nel migliorare 
le condizioni dei malati e prolungarne la 
vita. I risultati della valvulotomia, tutta- 
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via, dimostrano che le sofferenze di questi 
malati possono essere piu sensibilmente 
ridotte se Tintervento venga eseguito in 
uno stadio precoce della malattia. 

RESUMEN 

De cauerdo con la experiencia de los au- 
tores parecen derivarse las siguientes 
conclusiones: 

La enfermedad reumatica del corazon 
frecuentemente deja como una secuela me- 
canica de importancia un defecto en la 
forma de estenosis mitral pura o relativa- 
mente pura. Dicho defecto puede, de acu- 
erdo con el tiempo, producir una pertur- 
bacion cardiaca mediante: (a) un aumento 
de la resistencia arteriolar pulmonar, (b) 
una hipertension pulmonar y (c) una le¬ 
sion en el miocardio que desarrolla un tra- 
bajo para veneer una resistencia mas 
que para producir un debito cardiaco. Es- 
tos cambios alcanzan finalmente la irre- 
versibilidad en la cual todo tratamiento es 
paliativo. Durante la fase de desarrollo, 
que puede durar anos y probablemente se 
encuentra relacionada al grade de esteno¬ 
sis, la regia es una perturbacion cardiaca 
progresiva con desarroUo de invalidez. 
Antes de que apareciera el recurso quirur- 
gico, los recursos medicos ayudaron mucho 
al alivio de los sintomas y a la prolonga- 
cicn de la vida. Sin embargo, los regis- 
tros de la valvulotomia indican que los 
efectos que sobre la vida produce la este¬ 
nosis mitral puede reducirse en forma 
significativa si la operacion se utiliza mas 
precozmente en todos los pacientes que 
presentan la entidad clinica de una esteno¬ 
sis mitral. 

RESUMfi 

D’apres I’experience de I’auteur les con¬ 
clusions suivantes semblent raisonnables: 

La maladie rheumatique du coeur fait 
souvent un defaut mecanique en forme de 
stenose mitrale pure ou relativement pure. 
Ce defaut peut produire plus tard du dom- 


mage en forme de a) resistence arteriolo- 
pulmonaire augmentee. b) hypertension 
pulmonaire and c) dommage au myocarde 
qui epuise progressivement sa force en 
surmontant resistence au lieu d’augmenter 
la quantite de discharge cardiaque. Enfin 
ces changes deviennent irreversibles, si le 
traitement entier est palliatif. Pendant la 
periode de developpement, qui peut durer 
des annees et probablement depend du 
degre de retrecissement, on trouve regu- 
lierement une maladie trainante, suivie 
d’infirmite cardiaque progressive. Avant 
Tavenir du traitement chirurgique les 
traitement medicaux n'etaient pas tres ef- 
fectifs pour relever les symptomes et pro- 
longer la vie. Mais le registre des valvu¬ 
lotomies indique que ce prix cher de souf- 
france et vie humaine peut Itre reduit 
considerablement, si Toperation est faite 
assez tot a touts les malades dans la cat4- 
gorie de stenose mitrale avec symptomes. 


The authors are indebted to Drs. Daniel S. 
Lukas and Israel Steinberg for their great aid 
in the cardiac catheterization and angiocardio 
graphic studies. 
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A diarist is always secretive, for if others knew his habit, he would be left more 
lonely than a cloud. His enemies would regard him as a serpent in the grass; his 
friends would fear he was witing their epitaph. In the freedom of his solitude, 
unrestrained by fear of libel or broken bones, tliere is no knowing what he may 
be saying, and though it is true, as Mr. Ponsonby says, that no editor can be trusted 
not to spoil a Diary, yet the stuff is sure to come out in naked completeness some 
time or other, just as Pepys’s has come out. Criticism on friends is sure to be a 
part of every Diarv. and even enemies do not escape. Records of moods and opinions 
which mav have been transitory as the day are stuck in the Diary, as unalterable 
as mummies in a museum, and one cannot protest to future generations, “Ob, come! 

1 did not mean that so seriously.” 

—Nevison 
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Chordotomy for Parkinsonian Tremor ' 

LESLIE C. OLIVER, M.B., B.S., F.R.C.S., F.I.C.S.’ = 

LONDON, ENGLAND 


O NE of the patients whose i-ecord 
appears in Parkinson’s monograph* 
had cerebral apoplexy and imme¬ 
diately lost the tremor on the hemiplegic 
side. This observation, together with the 
knowledge that section of the pyramidal 
tract in monkeys causes little or no lasting 
disability, led Putnam= to divide the 
crossed pyramidal tract at the second cer¬ 
vical level for unilateral tremor (Fig. 1). 
Of 22 patients, 15 showed reduction of 
tremor, and most of the patients recovered 
from the postoperative hemiplegia. Put¬ 
nam’s minimum follow-up period was one 
year. I have performed 76 Putnam opera¬ 
tions, the results of which are indicated in 
the accompanying table. 

A successful result implies that in the 
patient’s opinion worthwhile reduction in 
the amplitude of the tremor has been ac¬ 
complished. Complete elimination of 
tremor by this operation has been excep¬ 
tional in my experience. Reference to the 
table shows that patients with bilateral 
manifestations of the disease have little 
prospect of relief from treatment by pyra- 
midotomy, although those with unilateral 
tremor have a 50 per cent chance of con¬ 
siderable improvement. Patients who, 
after chordotomy, showed evidence of dam¬ 
age to the spinothalamic tract obtained the 
greatest relief. It was this last observa¬ 
tion that led me eventually to divide the 
whole of the lateral column in an attempt 
to abolish unilateral tremor completely. 


•This article is published on the occasion of the bicentenary 
of James Parkinson (1755-1S24), physician, palaeontologist, 
tteoloeist and politician, ttho in 1817 described the disease 

•* • * for Neu* 

' e ■ ■ ' ■ I Hospital, 

‘ • • . iurtreon-ln* 

'll" ■ ■ I • . Knmfnn!. 

Siilimilte'l for publication Auk 1, 19o5, 


Complete Section of the Lateral CoUunn 
(Fig. 2). —This operation'' is performed 
on patients with marked long-standing 
unilateral tremor and no suspicion of Par¬ 
kinsonian manifestations in the opposite 
limbs. Tremor must be the presenting 
symptom and the patient should be free 
from psychopathic stigmas. The extensive 
chordotomy is never indicated for patients 
with the bilateral syndrome. 

Technic of the Operation. —The cuta¬ 
neous incision extends from the external 
occipital protuberance to the seventh cer¬ 
vical spine. The deep fascia is incised, and 
the spines and laminae of the second and 
third cervical vertebrae are denuded with 
the aid of cutting diathermy. The muscles 
are separated with self-retaining retrac¬ 
tors, and the second and third cervical 
spines and laminae are removed. The dura 
mater is incised longitudinally, and its 
edges are held apart by traction sutures. 
The arachnoid is then separated from the 
cord. A No. 15 Bard-Parker blade is 
clamped in an arterj’ forceps with 5 mm. 
of the blade projecting beyond the beak of 
the instrument. The blade enters the cord 
just cephalad to the attachment of the 
uppermost sensory rootlet of the third cer¬ 
vical in the direction shown in Fig. 2. The 
blade penetrates the cord as far as the tip 
of the artery forceps and is then carried 
laterally to complete the first part of the 
incision. The extent of the incision is 
checked with a blunt instrument. Division 
of the rest of the lateral column is carried 
out with a very thin blunt-ended tenotome. 
This instrument is inserted into the first 
incision and swept forward to complete 
the section of the lateral column. The ex¬ 
tent of the 
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with a blunt instrument. The wound is 
then closed. 

Immediately after the operation there 
is total flaccid hemiplegia with a positive 
Babinski refle.\; tremor is absent; there 
are analgesia and thermanaesthesia on the 
opposite side, up to a level which usually 
includes most of the upper limb; Horner’s 
syndrome is always present but eventually 
disappears. Temporary retention of urine 
occurs in some cases. Recovery from the 
hemiplegia begins in a few days; it occurs 
more quickly and more completely in the 
lower than in the upper limb. All of my 
patients were able to walk without assist¬ 
ance within three to four weeks. Rigidity, 
whether of the cogwheel or the leadpipe 
type before operation, is usually reduced. 

REPORT OF CASE 

A man aged 33 complained of shaking of 
the right arm, together with stiffness and oc¬ 
casional shaking of the right leg, of twenty- 
four years’ duration. There was no history of 
encephalitis. There was marked cogwheel 
rigidity of the right arm, and the wrist was 
fixed in full flexion. There was leadpipe rigid¬ 
ity of the right leg. Tremor of the arm was 
present at rest but increased jvitli voluntary 
movement (in most cases of Parkinson’s dis¬ 
ease tremor is present at rest and is dimin¬ 
ished during voluntary movement, but some¬ 
times, as in this case, tremor was increased 
during voluntai-y movement and therefore was 
a severe handicap as well as an embarrass¬ 
ment'). Complete division of the right lateral 
column between the second and third cervical 
sensor.v roots was done. Next day a right¬ 
sided Horner’s syndrome was observed. Some 
voluntary movements of the right arm per¬ 
sisted, and the right thigh could be flexed. 
Left hemianalgesia was present up to the nip¬ 
ple. Tremor was completely absent. Twenty- 
four days after the operation there was still 
considerable paresis of the hand and fingers, 
but the patient was able to walk without as¬ 
sistance. A little over a year later there was 
still no tremor, and although there was some 
paresis of the right arm the patient was able 
to earn his living as a waiter. The flexion de¬ 
formity of the right wrist had completely re¬ 
covered. as the result of reduction of muscular 


rigidity. There was some dragging of the 
right foot. Babinski’s sign was positive on 
the right side, and the left hemianalgesia and 
thermanaesthesia persisted although the geni¬ 
talia and the anus revealed normal sensation 
on both sides. The Horner’s syndrome had 



nient, reproduced by permission of the publishers, 
H. K. Lewis & Co., Ltd., London. 



Fig. 2.—Complete section of the lateral column. 
Illustration from Parkinson’s Disease and its 
Surgical Treatment, reproduced by permission of 
the publishers, H. K. I^wis & Co., Ltd., London. 
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disappeared. More than five years later, 
tremor was still absent and the patient was 
earning his living as a laborer. 

Resx0.t $.—Unilateral section of the lat¬ 
eral column has been performed on 14 pa¬ 
tients. There were 12 successful results 
and 2 failures. There was no operative 
mortality. The longest follow-up period 
was six years and five months; the short¬ 
est, three years and six months. Complete 
abolition of tremor was obtained, and the 
hemiparesis was much less than might 
have been expected from previous knowl¬ 
edge of the position and function of the 
pyramidal tracts. 

SjoqvisU has published his experiences 
with this operation. He reported 11 suc¬ 
cessful results in a group of 17 cases and 
stated that, although the majority of his 
patients were completely incapacitated at 
the time of operation, 7 were able to re¬ 
turn to work afterward. His conclusions 
with regard to the indications for opera¬ 
tion are the same as my own. Le Beau'* 
has also reported successful results with 
complete section of the lateral column, 

SUMMARY 

Experience with Putnam’s pyramidot- 
omy (section of the vosterior half of the 
lateral column) shows that 50 per cent of 
patients operated on for unilateral tremor 
obtained worthwhile reduction in the 
amplitude of the tremor. 

Complete abolition of unilateral tremor 
is obtained only after section of the whole 
of the lateral column. 

Neither operation is suitable for pa¬ 
tients with bilateral manifestations of the 
Parkinson syndrome. 

ZUSAMMENFASSUNG 

Erfahrungen mit der Putnamschen Py- 
ramidotomie (Durchschneidung der /ziV 
tcren Hcilfte des Seitenstranges) zeigen, 
dass 50% der wegen einseitigen Zittern^ 
operierten Kranken eine lohnenswerte 


Results of Chordotomy in Seventy-Six Cases 

A. Unilateral chordotomy foi 

■ imilatcral tremor 

Operations 

20 

Successful 

10 

No change 

9 

Worse 

1 

Deaths 

0 

B. Unilateral chordotomy for 

the worse side 

Operations 

24 

Successful 

2 

No change 

13 

Worse 

9 

Deaths 

0 

C. Bilateral chordotomy for bilateral tremor 

stages^ 

Operations 

10 (5 patients) 

Successful 

1 (patient) 

No change 

1 

Worse 

1 

Deaths 

2 

D. Bilateral chordotomy for 

bilateral tremor 

[one stage) 

Operations 

20 

Successful 

8 

No change 

G 

Worse 

9 

Deaths 

2 


Herabsetzung der Amplitude des Tremors 
erfuhren. 

Volliges Verschwinden des einseitigen 
Zitterns lasst sich nur nach Durchschnei¬ 
dung des ganzen Seitenstranges erzielen. 

Fur Kranke mit beiderseitigen Er- 
scheinungen des Parkinsonschen Syndroms 
eignet sich keine der beiden Operationen. 

RIASSUNTO 

La piramidotomia secondo Putnam (se- 
zione della meta posteriore del cordone 
laterale) consente di ottenere una notevole 
riduzione nell’ampiezza dei tremori uni¬ 
lateral! nel 50% dei casi operati. La scom- 
parsa complete del tremore unilaterale si 
ottiene solo dopo sezione dell’intero cor¬ 
done laterale, mentre I’intervento non 6 
attuabile nel Parkinsonismo con manifes- 
tazioni bilaterali. 
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RF^SUME 

L’expei-ience avec la pyriclectomie de 
Putnam (section de la partie posterieure 
de la colonne interne) montre que 50% des 
malades operes pour tremeur unilateral 
ont obtenu une reduction satisfaisante de 
I’amplitude du tremeur. 

L’abolition complete du tremeur uni¬ 
lateral est seulement obtenue apres la sec¬ 
tion complete de la colonne laterale. Au- 
cune operation est applicable aux malades 
avec des symptomes bilateraux de la mala- 
die de Parkinson. 

RESUMEN 

La experiencia obtenida con la pirami- 
dotomia de Putnam (seccion de la mitacl 
liostcrior de la columna lateral) muestra 
que el 50 por ciento de los pacientes opera- 
dos por temblor unilateral presentan una 
reduccion apreciable en la amplitud del 


temblor. 

La abolicion completa del temblor uni¬ 
lateral se obtiene unicamente mediante la 
seccion completa de la columna lateral. 

Ninguna de las dos operaciones es ade- 
cuada para los pacientes con manifesta- 
ciones bilaterales de sindrome de Parkin¬ 
son. 
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A society lliat gives to one class all the opportunities of leisure, and to another 
all the burdens of \vork, dooms both classes to a partial spiritual sterility: for one 
of the main tasks of life is to keep the inner world and the outer, the spiritual and 
the practical, in constant and rhythmically related activity. 

The ])ractical moral to be drawn from ibis is that servile labor—even if it pro¬ 
duces necessities—should be minimized to the utmost, and that leisure must be 
distributed more universally in the form of a shorter working day, instead of being 
permitted to exist as the penalizing burden of “unemployment.” Without leisure, 
there can be neither art nor science nor fine conversation, nor any ceremonious 
])erformance of the offices of love and friendship. If our Machine Age has any 
l)romise for culture, it is not in the actual multiplication of motor cars and vacuum 
cleaners, but in the potential creation of leisure. But so long as “comfort” and not 
life is our standard, the Machine Age will remain impotent. 

—Mum ford 
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Treatment of Problem Fractures of the Vertebrae 

OTHO C. HUDSON, B.S., M.D., F.A.C,S., F.I.C.S. 

HEMPSTEAD, NEW YORK 


W E wish to discuss briefly the treat¬ 
ment of problem fractures of the 
cervical, dorsal and lumbar verte¬ 
brae. These fractures are not the simple, 
mild or moderately severe compression 
type of fracture of the vertebral body. 
Mild or moderate compression fractures 
of the body of the vertebra in dorsolumbar 
and lumbar areas were reduced by obtain¬ 
ing complete hyperextension by the auto¬ 
mobile jack method. For the slender pa¬ 
tient a plaster jacket affords sufficient 
immobilization. For the obese patient the 
plaster jacket must e.xtend downward to 
include one thigh. This jacket spica will 
not slide up or allow the patient to lose the 
hyperextension obtained. For fractures of 
the third, fourth and fifth lumbar verte¬ 
brae, the immobilization must include one 
or both thighs. With slender persons, bed 
rest is maintained until the symptoms 
subside; with others it is maintained for 
eight weeks. Immobilization is continuous 
for five months. 

The problem fractures of the vertebral 
body are as follows: 1. Compression frac¬ 
tures of the explosion type, without frac¬ 
ture of the posterior elements. 2. Compres¬ 
sion fractures associated with fractures of 
the posterior elements of the vertebral 
arch. 3. Fractures associated with dislo¬ 
cation of a vertebra, with or without lock¬ 
ing of the facets; and 4. Fractures 
associated with soft tissue complications, 
secondary to damage of the spinal cord. 
The soft tissue complications are uro- 


From the Orthopedic Service of Nassau Hospital, Mlneola, 
N. Y.. and Mcadowbrook Hospital. Hempstead. 
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logic, neurologic or both. They may be 
temporary, long-lasting or permanent. 

The inability to void occurs frequently. 
Paralysis of the bladder is associated with 
motor paralysis of the extremities. The 
urologist is needed to treat this condition. 

In many cases subjective girdle pain 
occurs with or without objective sensory 
changes at the fracture site. Hyperesthe¬ 
sia is a common objective sensory obser¬ 
vation. Paralyses ranging from part of 
an extremity to total quadriplegia may 
occur. Total loss of sensory and motor 
power, corresponding to the level of in¬ 
jury, usually means complete transvei-se 
myelitis due to destruction of the spinal 
cord. The neurosurgeon is needed to treat 
this condition. 

In my opinion there are two types of 
neurologic complication that indicate an 
early laminectomy. The first is the verte¬ 
bra! fracture that comes to the hospital 
without paralysis but is later associated 
with it. This is usually due to hemorrhage. 
The second is the fracture of the vertebral 
body that has multiple fragments with in¬ 
volvement of the posterior elements, with 
bony spicules visible within the area by 
the spinal cord. Some surgeons may wish 
to perform an e.xploratory operation in all 
cases in which clinical transverse myelitis 
is present; others may not wish to e.xplore 
in any case. 

It is best to discuss these problem frac¬ 
tures of the vertebral body under the 
t.vpes originally listed. 

Tupe 1: Compression fractures of the 
explosion type. I like 
it gives a word picturi 
comminuted fracture 
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Fip:. 1.— A, and B, case of McG. A, lateral view of lumbar portion of spine, showing compression 
fracture of first lumbar vertebra without involvement of posterior elements. Preoperative film taken 
JIarch 19, 1952. D, postoperative view taken February 26, 1954. C, D and E, case of R. A., a phy¬ 
sician. C, lateral view of cervical portion of spine showing explosion compression fracture of sixth 
cervical vertebra with involvement of posterior elements. Preoperative film taken August 12, 1932. 
D, postoperative lateral view taken August 15. E, lateral view taken twenty-two years after injury, 

December 8, 1954. 

ments. The displacement occurs ante- intact, complete hyperextension produces 

riorly and posteriorly, lateral to either or reduction, which is then maintained by 

both sides, with compression from above spica jacket immobilization in plaster 

downward. In cases of this fracture the from the manubrium of the sternum to the 

roentg-enograms must be studied to deter- knees. I use the automobile jack method 

mine whether the posterior elements of to obtain hyperextension, 

the vertebral arch are intact or disrupted Type 2: Compression fractures asso- 
as in Type 2. dated with fractures of the posterior ele- 

Treatment depends upon the integrity ments of the vertebral arch. These frac- 

of the posterior arch. When the arch is tures are frequently comminuted, with 
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multiple fragments. The roentgen picture 
must be studied to confirm the fractures 
of the posterior elements. Malalignment 


of the facets, loose fragments of bone and 
visible fracture lines help to show the ex¬ 
tent of the damage present. 
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Fip:. 3 (Type 2).—Case of SI. C. A, lateral view of lumbar portion of spine showing: explosion 
fracture of first lumbar vertebra with involvement of posterior elements. Preoperative film taken 
.A.up:. 5. 1939. D, postoperative lateral view taken August 12. C, end result; lateral view taken 

April 21, 1941. 


The treatment of fractures that involve 
the posterior elements must be somewhat 
different. Hyperextension first can pro¬ 
duce permanent damage to the cord when 
this is not already present. These frac¬ 
tures can be reduced by first, traction and 
distraction in line with the body, and onhj 
then by some hyperextension. Immobiliza¬ 
tion is by spica plaster jacket. 

Type 3: Fractures associated irith dis¬ 
location of the vertebra, with or without 
locking of the facets. Fractures of this 
tyiie occur most frequently in the cervical 
liortion of the spine and also in the dorso- 
lumbar arch of the spine. Closed reduc¬ 
tion may be done in some cases by traction 
and manipulation: open reduction will be 
necessary in others. 

In the cervical portion of the spine, 
many fractures that can be reduced by 
closed methods cannot be kept in reduc¬ 
tion until healing occurs. The extensive 
damage to the soft parts posteriorly allows 
the articular facets to ride upward to their 
upper limits. This results in a deformity. 
It is my conviction that in all such ca.ses 
open reduction and spinal fusion .should 
be done. The fusion is of the Hibbs type. 


Cancellous bone from the ilium is used, 
together with intenial mechanical fixation 
by some method. External immobilization 
by a Minerva or Calot jacket is also used. 

Type U' Frackires associated with soft 
tissue injury, i.e., injury to the sjnnal cord. 
It is important here to state that with 
some cervical or dorsal injuries to the 
spine there is no demonstrable roentgen 
evidence of a fracture, although the pa¬ 
tient has clinical transverse myelitis. At 
laminectomy, in each case in which I have 
explored, fractures of the facets and pos¬ 
terior elements were present. 

Fractures that produce lesions of the 
spinal cord need teamwork in treatment. 
The question of “to do or not to do a lami¬ 
nectomy” is always present. I have al¬ 
ready stated my two definite indications 
for this operation. In hope of helping the 
patient, someone sooner or later explores 
the spinal cord. Damage to the cord pro¬ 
duces permanent paralysis. Parab'sis due 
to hemorrhage or pressure from bony 
spicules can be relieved by operation. 

The osseous bon 3 ' deformit}' due to the 
fracture should be reduced and fixed by 
some method in all cases. 
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The treatment of fractures of Types 1, 
2 and 3 in plaster is continuous for nine 
months. Bed rest for Types 1 and 2 is 
maintained for four to six months, depend¬ 
ing on the comminution present. Bed rest 
for Type 3 is maintained for two months. 


The paralytic ileus associated with these 
fractures is controlled by the use of pros- 
tigmine 1:2,000, injected every three hours 
for eight doses. Administration of the 
drug is started on the patient’s admission 
to the hospital. In this way the intestine 
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is not allowed to distend at any time, and 
thus the symptoms of ileus are reduced. 

Physiologic back extension exercises 
and bilateral quadriceps setting exercises 
are done 30 times an hour from the day 
after reduction until the patient is dis¬ 
charged. 

The plaster appliances are changed as 
needed when they become soiled or loose. 

CONCLUSIONS 

Four types of problem fractures of the 
vertebrae are described. Treatment of 
each type is outlined. 

Prolonged continuous immobilization is 
needed to maintain reduction. Laminec- 
tom}' has a limited use in treatment of 
these injuries. 

RIASSUNTO 

Vengono descritti 4 tipi di frattura ver- 
tebrale, con i rispettivi metodi di cura. 
L’immobilizzazione continua prolungata e 
indispensabile per mantenere la riduzione, 
mentre la laminectomia trova impiego in 
un limitato numero di casi. 


RESUMEN 

Se describen cuatro tipos de fracturas 
vertebrales seiialandose el tratamiento 
para cada uno de ellos. 

Se requiere una inmovilizacion continua 
y prolongada para mantener la reduccion. 
La laminectomia tiene un uso limitado en 
el tratamiento de estas lesiones. 

ZUSAMMENFASSUNG 

Es werden vier Arten problematischer 
Wirbelbriiche beschrieben. Die Behand- 
lung jedes dieser Typen wird umrissen. 
Zur Erzielung einer Einrichtung der 
Briiche ist eine langdauernde Ruhigstel- 
lung notwendig. Die Laminektomie hat in 
der Behandlung dieser Verletzungen nur 
ein begrenztes Anwendungsgebiet. 

RESUME 

Quatre especes de fractures vertre- 
brales problematiques sont decrites. Le 
traitement de chaque type est explique. 

L’immobilisation continue, prolongee est 
necessaire pour maintenir la reduction. La 
laminectomie est de valeur limitee dans le 
traitement de ces lesions. 


If llien race prejudice can be reduced loiits siinplesl, unniixed ternis, if it is llie 
liking of those only wlio are like ourselves, the overcoming of race prejudice de¬ 
pends on educating the masses of mankind to appreciate, and tlius to love, tliat 
which is unlike themselves. .Among the educated class this has to some extent al- 
rcadv been achieved. The literature of France, the music of German)', the pro¬ 
found philosophy of India, the ceramic and pictorial art of China, the utmost 
perfection of which has only recently been revealed — all these are regarded by 
educated persons as enrichments and supplementations of their own national genius. 
The enjovmenl of all that is diverse in the life manifestations of the various groups 
of mankind is one solvent of the problem of race prejudice. 

—Adler 
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Care of Simple and Compound Facial Injuries 

GERALD BROWN O’CONNOR, M.D., F.A.C.S., F.I.C.S., AND 
MAR W. MCGREGOR, M.D. 

SAN FRANCISCO. CALIFORNIA 


F ACIAL injuries of all degrees are a 
constantly recurring source of the 
perplexing problems that befall most 
surgeons. One must have a clear concept 
of these basic problems to deal with them 
successfully, and we have elected to pre¬ 
sent such a concept by discussing (a) the 
general principles and considerations in¬ 
volved in the overall problem and (b) the 
procedures one uses when certain specific 
structures are concerned. 

Generally speaking, the time element is 
extremely important. The optimum time 
to start appropriate treatment is as soon 
as possible after the injury has occurred. 
This is elementary, but too often a delay 
of hours has intervened through no fault 
of the patient, the injury being attended 
at the convenience of the surgeon. We 
realize that under certain conditions, e. g., 
when war injuries must be dealt with, de¬ 
finitive treatment cannot be instituted im¬ 
mediately. Even in such circumstances, 
however, certain fundamental surgical 
principles should be applied to give the 
patient the best chance for minimal func¬ 
tional and cosmetic impairment. At the 
time of the original examination, after 
shock has been treated, bemorrbage con¬ 
trolled and an adequate airway established, 
a thorough inspection of the overall prob¬ 
lem should be made, the amount and extent 
of tissue damage evaluated, the modes of 
bony reduction and fixation planned, and 
the method of choice for repair of the soft 
parts determined. 


Kod At the Nineteenth Annual Concres^ of the United 
States and Canadian Sections, International College of Sur¬ 
geon*. CbicABO, Sept. f-tO, tSSt. 

Submitted for pubtieatlon May 12. lOSS. 


The type of anesthetic depends upon the 
patient’s general condition, the type and 
degree of injury and the facilities avail¬ 
able. Intratracheal, intravenous and local 
block, infiltration—all are most efficacious, 
their choice depending on the problem at 
hand. 

Preparation of the field surrounding the 
injured area should be as thoroughgoing 
and efficient as if one were proceeding 
with a clean surgical injury. This is done 
with pure, white soap, ether, occasion¬ 
ally aqueous merthiolate and a copious 
gentle lavage of the wound with physio¬ 
logic solution of sodium chloride. 

We prefer an adequate, conservative de¬ 
bridement of contaminated facial wounds, 
with reduction and immobilization of frac¬ 
tures, followed by immediate closure, to 
the more radical debridement with the 
consequent open facial wounds. The rich 
blood supply in this area is a definite fac¬ 
tor in salvaging tissue. Our technic has 
given good results, and since the addition 
of chemotherapy to our resources we have 
been still more confident of pleasing end 
results. 

After debridement, primary wound clo¬ 
sure is effected. This is an accurate repo¬ 
sitioning of all injured tissues to their 
respective normal places, with a minimum 
of fine suture material. The elimination 
of all dead spaces and accurate hemastasis 
are important: if hematomas are present, 
they militate against clean wounds and 
primary healing. ’The skin is closed with¬ 
out drainage, e.xcept in r e instances, 
with the finest ’ ti 
should be wi 
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be sure to allow for the inevitable post¬ 
operative edema. In dealing with all sur¬ 
face injuries, unless decidedly contraindi¬ 
cated, we effect immediate epithelial 
covering for all denuded areas—this is a 
sine qua non in a reconstructive operation. 

The type of external dressing, wet, dry 
or greasy, depends on the type and location 
of the wounds and the time elapsed since 
injury, as well as the age of the patient. 
Children do best with nonadherent, or 
greasy, dressings. When these dressings 
are large and adequate they act as an ex¬ 
ternal splint, greatly reduce pain and pro¬ 
mote early healing. When there has been 
epithelial loss and closure cannot be ob¬ 
tained without undue tension, a rotation 
flap, a transposed flap or a free graft is 
used, depending on the problem at hand. 
It is a foregone conclusion that an atrau¬ 
matic technic is a pi'erequisite if one is to 
obtain primary healing and good end re¬ 
sults. This technic is complex, but, gener¬ 
ally speaking, it means meticulous atten¬ 
tion to the many small details that prevent 
unnecessary surgical trauma and promote 
primary union. Postoperative care is an 
integral part of the overall picture: the 
surgeon must concern himself with the 
patient’s general body reactions and nutri¬ 
tion, as well as with chemotherapj^ and 
wound care for possible hemorrhage, in¬ 
fection or tissue slough. 

Delayed primary and secondary closure 
may be indicated under certain conditions, 
when a more definitive approach is not 
po.ssible. but this is a subject outside the 
.scope of this paper. 

In addition to the foregoing suggestions, 
certain of the facial components, because 
of their complex nature, require specific 
treatment if one is to obtain the best re¬ 
sults. 

Special Aicas. — Scalp: If the cranial 
bones are exposed and direct closure of the 
skin is not possible, an advancing, rotating 
or transposed flap is used to cover the bony 



Fig. 1.— Left, multiple facial lacerations, one com¬ 
pletely through the lip to the infraorbital area. 
Photograph taken ten days after repair. Right, 
patient eight years after primary repair. 

defect, and the donor area is covered with 
a split skin graft. These flaps carry their 
own blood supply and protect the under¬ 
lying bone from necrosis and sequestra¬ 
tion. These flaps are designed to place the 
hair-bearing area in its most advantageous 
location for later use. In elevating these 
flaps, one should leave behind the peri¬ 
cranium to protect the underlying bone 
and to provide a proper bed for the split 
grafts. Owing to the rich blood supply 
and the anatomic structure of the scalp, 
the use of drainage and pressure dressings 
to prevent hematomas is a routine part of 
the care of all scalp wounds. 

Ear: All portions of badly lacerated 
ears should be saved if possible, for flaps 
with small pedicles do surprisingly well, 
even though there is some question of flap 
viability. Immediately after the accident, 
gentle efferent flap massage, performed 
hourly, is of great value in saving these 
flaps. Any exposed ear cartilage should be 
covei'ed immediately with viable skin. If 
it is attached, one can use the adjacent 
postauricular and scalp skin for covering. 
If it is completely detached, the cartilage 
can be de-epithelized and buried subcuta- 
neouslj' in the appropriate postauricular 
area for later reconstruction. When hema¬ 
tomas occur they must be drained and the 
collapsed skin and perichondrium held 
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Fig. 2.— Left, result of emery wheel explosion. 
Lacerations and fractures extended through soft 
palate. Hight, patient after primary repair, with 
four days’ hospitalization. 



Fig. 3.— A, motor accident. Ear detached except 
for pedicle at lobule. B, primary reconstruction. 
No infection or necrosis occurred. 


snugly against the cartilage. This can be 
done by evacuating the hematomas, estab¬ 
lishing dependent drainage and inlaying 
plaster of paris in the ear convolutions to 
serve as a cast. Circumferential lacera¬ 
tions of the external canal should be accu¬ 
rately repaired and continual dilatation 
effected. Skin grafts should replace any 
loss of skin, particularly if they are cir¬ 
cumferential; otherwise troublesome ste¬ 
nosis will occur. 

Eyelids: To prevent corneal damage 
and a resultant ectropion or entropion, 
accurate apposition of all lid elements 
must be effected. If the center portion of 
the upper lid is lost, immediate replace¬ 
ment with a smooth lining and a skin cov¬ 
ering must be done to give the cornea its 
necessary early protection. One must re¬ 
member that the lining must be smooth 
and nonirritating and that any sutures 
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used must not He in contact with the cor¬ 
nea. It may be necessary at times to close 
the lids together surgically to protect the 
cornea and prevent contractions of the 
lids, especially after facial burns in which 
the Hds are involved. 

If the nasolacrimal ducts are severed, 
every effort should be directed toward ob¬ 
taining primary suture of the ducts, for 
loss of their continuity is disabling and 
secondary reconstruction most difficult. 

Nose: Lacerations here, as elsewhere, 
are accuratelj’ reconstructed. To prevent 
intranasal webbing and stenosis after 
through-and-through lacerations, one must 
repair the mucosa as well as the skin cov¬ 
ering. Nasal fractures are reduced imme¬ 
diately, or within the first three or four 
days. Delay interferes with proper bony 
restoration. The majority of these frac¬ 
tures are (1) depressed; (2) fractured to 
the left, and (3) fractured to the right. A 
simple procedure to accomplish reduction 
consists of (a) elevation of the nasal bones 
and the fractured septum; (b) reduction 
of the fractured nasal processes of the 
maxillae, inward or outward, as indicated, 
and (c) digital molding to center the nose. 
It is our own opinion that even though 
cerebrospinal fluid drains through the nose 
as a result of the severity of the injury, 
early (one to four days) nasal reduction 
is not contraindicated. Since the advent 
of chemotherapy, we have had additional 
confidence in handling these problems. If 
sections of the soft tissue of the nose have 
been lost at the time of injury and can be 
found, they should be cleaned, “defatted” 
and resutured into place like free grafts. 
These do very well indeed and are worth 
trying. If the whole sections are not found, 
following debridement, an immediate re¬ 
placement graft may be employed after 
debridement; or, if this is not feasible, 
suturing the sV 
primary healii 
contractures a; 
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Face: Lacerations are debrided, accu¬ 
rately repaired and sutured with the finest 
atraumatic suture material. Too often the 
immediate repair of the laceration is per¬ 
formed in such a manner that additional 
scarring, crosshatching and ladder scar¬ 
ring are added to the original defect. 
These are very troublesome to correct at 
a later time—sometimes more so than if 
the wound had been left open and proper 
secondary suturing instituted. ^Mien in¬ 
dicated. in addition to muscle repair, the 
suturing of severed facial nerves is of the 
utmost assistance in returning facial func¬ 
tion to the norm. These nerves will regen¬ 
erate in time to supply facial muscle tone 
and contractions. 

Slicing Lacerations. — Debridement 
should be done, with the edges squared and 
the opposing tissue elevated into place. 
Hemostasis should be complete and dead 
spaces eliminated by suturing the flap 
bases; then an e.xternal pressure dressing 
should be applied. This should remain in 
place for at least three weeks. If these 
principles are followed, a gi'eat deal of the 
contraction and humping of tissue that 
usually follows this type of wound will be 
eliminated. 

Powder Marks and Foreign Bodies .— 
These are best dealt with at the time of 
the original repair. Debridement, irriga¬ 
tion. sanding and scrubbing with a stiff 
handbru.sh will go far in eliminating many 
irritants and foreign bodies. This requires 
time and patience on the surgeon’s part, 
but if the patient’s general condition will 
allow it this e.xtra work will pay dividends. 

If the parotid gland is severed, direct 
closure of the overlying structures will 
give excellent results. We have never seen 
a permanent parotid fistula develop after 
this type of handling. If the parotid duct 
is severed, direct suturing is best; if this 
is not possible, the proximal end of the 
duct should be surgically placed in the 
mouth so that a new opening is formed. 

Human and Dog Bites. — Bites of the 


face are handled like other lacerations, ex¬ 
cept that a more thorough debridement is 
done, puncture wounds are not sutured 
and nitric acid cauterization is not em¬ 
ployed. When indicated, however, the spe¬ 
cific chemotherapeutic agents and Pas¬ 
teur’s treatment are employed. 

Facial Burns. — These are given the 
same prompt general and local treatment 
provided for burns in other areas. Specific 
attention to the eyes and lids is manda¬ 
tory : 

1. The eyelids should cover and protect 
the cornea at all times. If the damage is 
so great as to cause loss of the eyelid, the 
remaining portions should be sui'gically 
joined at once, or a covering flap or graft 
should be applied for corneal protection. 



Fig. 4.— A, electric burn of mouth. B, result of 
first repair, one and one-half years after the 
injury. Later revision is contemplated. 



Fig. 5 .—A and B. Bilateral fracture of maxilla 
vith internal fixation. Dental arch to zygoma. 
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2. For local care of a burn wound, the 
dressing may be open. A paraffin spray 
or a greasy pressure dressing should be 
used, depending upon the depth and sever¬ 
ity of the burn. It is well to watch burned 
ears closely, for if the cartilage becomes 
infected it may be completely destroyed 
and absorbed, and later otoplasty will be 
extremely difficult. Grafts for the burned 
face should match the normal color of the 
skin and are best obtained from the upper 
part of the trunk. Generally speaking, the 
closer the donor area is to the face, the 
better the skin will match. 

Gmishot Wounds .—Kazanjian and Con¬ 
verse stated, "The actual loss of tissue is 
not too extensive at times, but the exag¬ 
gerated size of the wound is due to a num¬ 
ber of factors, including the retraction of 
the wound edges by the contraction of sev¬ 
ered muscles, elasticity of surrounding 
skin, the weight of detached flaps of tissue, 
displacement of fractured bony fragments, 
local inflammatory reaction or edema.” All 
foreign bodies and powder marks should 
be eliminated, fractures immobilized and 
wounds ddbrided and sutured immediately, 
if possible; otherwise, within the first few 
days. In the late phase of wound care one 
must be on the lookout for hemorrhage 
and sepsis. When there is loss of soft tis¬ 
sue, suturing of the skin to the mucosa 
where indicated will do much to aid repair, 
stop contractions and prepare the field for 
later reconstruction. Precautions against 
tetanus and gas gangrene, plus chemo¬ 
therapy, are routine. 

Mouth Wounds. — In our experience, 
these wounds do best, if after a careful 
surgical toilette, they are gently sutured. 
We should like to say one word here about 
electric burns of the mouth, seen quite fre¬ 
quently in the crawling child. These are 
ghastly to look at: not only is the area 
cooked, but the crater-like wound looks as 
if it had exploded. After gentle cleaning 
without debridement, one obtains the best 
results by watchful waiting. This is diffi¬ 


O’CONNOR AND McGREGOR; FACIAL INJURIES 

cult, as the anxious parents are constantly 
prodding the surgeon to do something. 
Our rule is sit tight —watch for secondary 
hemorrhage—do your reconstruction after 
many months of waiting, and you will ob¬ 
tain the more pleasing end results. 

Facial Bones and the Mandible .—When 
fractures and distortions have occurred, 
early reduction and immobilization should 
be done. The manner of doing this depends 
on the problems at hand, and these have 
been adequately covered in the recent lit¬ 
erature. When either the upper or the 
lower jaw is involved, teaming with a den¬ 
tal surgeon is highly recommended. 

Generally speaking, Kazanjian and Con¬ 
verse stated, after injury in the upper 
third of the face, death may result from 
severe intracranial damage. In the middle 
third of the face, although the damage may 
be great, it is not necessarily fatal. With 
wounds of the lower third of the face, one 
must be on the lookout for respiratory em¬ 
barrassment and hemorrhage. In their 
opinion, “the cardinal principles in the 
treatment of facial maxillary wounds with 
loss of tissue are; 1. Anatomic positioning 
of the remaining tissue should be done. 2. 
When soft tissue is sutured over a bony 
defect, the anatomic contour should be re¬ 
stored by a prosthetic appliance. 3. The 
lining as well as the covering should be 
closed where needed.” 

ZUSAMMENFASSUNG 

Die Verfasser erortern die Behandlung 
vieler verschiedener Formen von Gesichts- 
verletzungen und legen besonderes Ge- 
wicht auf die Notwendigkeit sofortigen 
Eingreifens und sorgfiiltiger nicht trau- 
matisierender chirurgischer Technik. Sic 
weisen darauf hin, dass die Fortschritte 
moderner Chemotherapie dem Chirurgen 
die Moglichkeit gegeben haben, auch 
schwierige Wiederherstellungeu ties C 
sichts mit grosstem VI 
gutes Endergebnis zu 
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RIASSUXTO 

Viene descritto il trattamento di vari 
traumi facciali, sottolineando la necessita 
di una cura precoce e di una chirurgia 
meticolosa e atraumatica. L’avvento degli 
antibiotici ha messo i chirurghi in condi- 
zione di operare qualunque lesione della 
faccia con grand! probabilita di guarigione 
soddisfacente. 

RESUM EX 

Los autores tratan sobre el cuidado y 
tratamiento de las variedades de lesion 
facial sehalando particularmente la nece- 
sidad de rapidez de accidn y desarrollo de 
una tecnica meticulosa. Establecen que 


con la quimioterapia moderna el cirujano 
es capaz de abodar aiin las reconstruc- 
ciones mas dificiles de la cara con una 
gi'an confianza acerca del resultado final. 

RESUME 

Les auteurs discussent le soin et le 
traitement de toutes sortes de blessures de 
la face. Ils accentuent particulierement la 
necessite de promptitude et d’une tech¬ 
nique chirurgicale subtile, non trauma- 
tique. Ils constatent que grace a la chemo- 
thei-apeutique moderne le chirurgien est 
capable, d’entreprendre meme une opera¬ 
tion reparatrice faciale difficile avec beau- 
coup plus de confidence en ce qui concerne 
le resultat definitif. 


Just now, when everyone is bound, under pain of a decree in absence convicting 
him of /ese-respectability. to enter on some lucrative profession, and labor therein 
with something not far short of enthusiasm, a cry from the opposite party who are 
content when tliey have enough, and like to look on and enjoy in the meanwhile, 
savors a little of bravado and gasconade. And yet this should not be. Idleness 
so-called, which does not consist of doing nothing, but in doing a great deal not 
recognized in the dogmatic formularies of the ruling class, has as good a right to 
state its position as industry itself. It is admitted that the presence of people who 
refuse to enter in the great handicap race foi sixpenny pieces is at once an insult 
and a disenchantment for those who do. A fine fellow (as we see so many) takes 
his determination, votes for the sixpences, and, in the emphatic Americanism, “goes 
for" them. .\nd while such an one is plowing distressfully up the road, it is not 
hard to understand his resentment, when he perceives cool persons in the meadows 
bv the wayside, lying with a handkerchief over their ears and a glass at their elbow. 

—Slevcnson 
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Tumor in an Undescended Testicle: 
Intra-'Abdominal Seminoma with 
Necrosis and Hemorrhage 

ISRAEL EDELSTEIN, M.D. 

QUINCY, MASSACHUSETTS 


M ost reports substantiate the state¬ 
ment that malignant tumors occur 
more frequently in ectopic or un¬ 
descended testes than when the testes are 
in the scrotumd Occasional reports ques¬ 
tion these conclusions on the ground that 
malignant testicular tumors are rare and 
that in the undescended testes they are 
even rarer, so that present statistics on 
this supposed relation can be questioned,*® 
Although approximately 15 per cent of 
all testes may not have descended at birth, 
most of the rest descend before puberty, 
with 0.2 per cent, or 1 in 500, remaining 
undescended after puhertyd'^ Of the testes 
that fail to descend normally, 10 per cent 
are bilaterally undescended, and there is 
approximately 1 abdominal testis to every 
4 inguinal testesd’* 

Whether or not all undescended testes 
are potentially subject to malignant 
change is still controversial.*' However, 
the poor prognosis for all postpubertal ab¬ 
dominal testes as to spermatogenesis, in¬ 
fection, trauma and malignant degenera¬ 
tion suggests that all undescended testes 
should be brought surgically, at or before 
puberty, to the scrotum.*** Testes that can¬ 
not be placed in the scrotum should be re¬ 
moved. 

Comparisons of normal and cryptorchid 
testes have shown that there is defective 
gonadogenesis in 50 per cent of cases of 
retained testes and that cryptorchid testes 


that do not descend at or before pub 
show no potentialities for fertility.*® 1 
thermore, a testis left in an intra-abd 
inal position through nondescent or a 
an operation has a definite predisposi 
to become cancerous.*® 

The incidence of cancer of the nor 
testis has been reported as 0.0013 per c 
whereas the incidence of cancer of the 
descended testis has been reported as 
per cent.*** In one series of patients \ 
cancer of 1 testis and unilateral cr; 
orchidism, over 97 per cent of the mr 
nant tumors were in misplaced tesb 
The frequency of bilateral involvement 
32 times as great when cryptorchid 
was present than when the testis wa: 
the scrotum.*** It appears that it is w 
to place a cryptorchid testis in the S' 
turn, if possible, rather than leave a de 
live testis in an abnormal position.*® 
Various theories have been advances 
explain the origin of testicular turnon 
general and seminoma in particular.- A 
neoplasms of the testis are malignant, i 
although a small number of benign ad( 
mas, fibromas and hemangiomas have b 
reported, these are rare surgical curi 
tie.s.=* Since benign tumors can be dif 
entiated from malignant ones only 
microscopic examination, all testicular 
mors are treated as if they were ma 
nant. Secondary malignant disease of 
testes is rare; only 50 cases have been 
.ported in the literature, and in these 
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extension from the kidney, penis or scro¬ 
tum via the lymphatic or venous chan¬ 
nels.-’ 

Seminoma constitutes approximately 50 
per cent of all malignant tumors of the 
testes, with a range of 35 to 67 per cent 
reported.-" 

Seminomas are relatively less malignant 
than are other testicular tumors, but, con¬ 
sidering the fatal outcome without prompt 
and adequate treatment of either type, 
this lessened danger requires adequate 
treatment to take advantage of this fact.-’ 

Seminomas metastasize via the same 
lymphatic routes as do other testicular tu¬ 
mors, following the spermatic vessels to 
the retroperitoneal lymph nodes alongside 
the vena cava and the aorta.-'’ A secondary 
path is along the iliac vessels. Involvement 
of the inguinal nodes does not take place 
unless the scrotum is involved or unless 
there is a backup from the primarilj’^ in¬ 
volved lumbar region. It is because of the 
route of spread by metastasis that even 
radical operation, with its considerable 
mortality rate, is successful only in a small 
percentage of cases and has been for the 
most part abandoned.' Unlike other tes- 



Itura-abdoniinal Berainoma e.\ci?ed in a case of 
undescended testis. 


ticular tumors, however, seminomas are 
relatively sensitive to external irradia¬ 
tion.” The lethal tumor dose recommended 
varies from 1,500 r total to 2,500 r by 
several ports." Surgical removal, or orchi¬ 
ectomy of the involved testis, is successful 
in a small number of cases, but surgical 
removal followed by external irradiation 
has a considerably higher rate of “cure.”® 
The size of the tumor has little to do with 
the presence or absence of metastases, 
since many tumors 1 cm. or less in diam¬ 
eter have already metastasized. It is gen¬ 
erally agreed that trauma has nothing to 
do with the initiation of the malignant 
tumor, although severe trauma may facili¬ 
tate dissemination of the cells.” In a cer¬ 
tain number of cases it is trauma that first 
draws attention to the malignant disease. 
The prognosis is good with adequate sur¬ 
gical treatment and external irradiation 
along the lymph pathways all the way up 
the aortic chain. 

REPORT OF A CASE 

A. V., a 42-yeai--old man was seen at the 
Quincy City Hospital on March 30, 1952, with 
a history of generalized abdominal pain for 
three days. Two days earlier, in the middle 
of the night, he had been awakened by a se¬ 
vere pain in the left side, with nausea and 
vomiting. There was no radiation of the pain 
into the groin or the leg, but there was slight 
i-adiation to the right dorsal area. The bowel 
movements were normal, and no blood was 
observed. The patient called a physician, 
who gave him medicine for the pain, and dur¬ 
ing the rest of the day the patient was quite 
comfortable. Early the next morning, how¬ 
ever, he had another severe pain with vomit¬ 
ing, and the physician then sent him to the 
ho.spital. 

The patient had had a gastric ulcer for 
several years, which was treated medically 
with a special diet. The family history was 
noncontributory. There were no complaints 
with regard to the cardiovascular, pulmonary 
or genitourinary systems. 

Physical examination revealed the patient 
to be well developed and well nourished. He 
was in no acute distress (probably owing to 
the medication). There was no anemia, 
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cyanosis, jaundice or edema. Examination of 
the head showed the eyes, mouth and throat 
normal. The pupils were narrow, but they 
reacted normally. No nodes were palpable in 
the neck. The thyroid was normal, and the 
trachea was in the normal position. The 
lungs and heart were normal. The entire wall 
of the abdomen was rigid and tender. Even 
slight percussion elicited tenderness all over 
the abdomen. It was impossible to palpate 
masses because of the active and passive 
spasm. Percussion of the abdomen revealed 
slight dullness, especially in the right half. 
On auscultation there were no peristaltic 
sounds. There were no hernias or glands in 
the groins. There were no sj-mptoms of free 
fluid in the abdomen. Examination of the 
back, spine and extremities gave negative 
results. There were no testicles palpable in 
the scrotum. The right testicle was in the 
right groin, undescended. The clinical im¬ 
pression at this time was that of peritonitis 
due to a ruptured ulcer, a ruptured diverticu¬ 
lum, a ruptured appendix or an abdominal left 
testicle with a twisted cord. It was decided 
that exploratory laparotomy was indicated. 

A roentgen examination showed abnormally 
dilated loops of bowel, apparently both trans¬ 
verse colon and small bowel, in the left upper 
abdominal quadrant. There was fecal material 
on the right side of the colon, and there was 
virtually no gas in the descending colon. There 
w’ere fluid levels in the left upper quadrant, 
which were difficult to locate exactly but 
seemed to be both in the small bowel and in 
the stomach. The observations were strongly 
suggestive of obstruction of the small bowel, 
and reexamination in six to twelve hours was 
advised. 

Operation. — A right midline incision was 
made through the skin, subcutaneous fat, rec¬ 
tus fascia and muscle, and the peritoneum was 
split and opened. A small amount of free fluid 
was present in the peritoneal cavity, with 
omentum adherent to the pelvis, and this was 
separated. Palpation revealed a mass in the 
left side of the pelvis posterior to the bladder, 
at about the level of the external ring and 
adherent to the posterior peritoneum, sigmoid 
and omentum. The adhesions were separated 
digitally, and the mass was lifted out of the 
pelvis. It was the size of a small orange and 
had a pedicle, twisted on itself, about 3 inches 
(7.5 cm.) long. Two Kelly clamps were ap¬ 
plied, and the tissue was cut between them. A 
ligature was applied to the pedicle with No. 1 
chromic catgut and no bleeding was observed. 
A cigarette drain w'as put into the. ' 


the site of the mass, and the abdomen was 
closed in layers with continuous No. 1 catgut 
to close the peritoneum, interrupted No. 1 cat¬ 
gut to approximate the fascia, and interrupted 
fine silk to approximate the skin. At the end 
of the operation the patient’s condition was 
good. 

Pathologic Report. — The pathologist re¬ 
ported the gross specimen to be an encapsu¬ 
lated tumor from the left pelvic region, 
measuring 10 by 4 cm. It was firm and on 
cross section showed extensive hemorrhage 
into the mass. The periphery' of the grow’th 
consisted of pale, firm, slightly yellow-tinged 
tissue. 

Microscopic examination showed a neoplasm 
that was necrotic and extensively invaded by 
hemorrhage. The nonnecrotic portion of the 
specimen -was highly cellular. The cells w’ere 
large and uniform in size, w'ith vesicular nu¬ 
clei and relatively little stroma composed of 
delicate fibrillar connective tissue. There were 
foci suggesting tubercle arrangement, and 
mitoses were demonstrated. The pathologist’s 
diagnosis was seminoma of the undescended 
left testicle. 

Course .—The postoperative course was un¬ 
eventful and recovery was rapid. The patient 
was discharged on the seventh postoperative 
day. He was further treated with roentgen 
therapy. 

The final diagnosis W’as "seminoma of the in- 
traabdominal undescended left testis, wdth 
torsion of the cord, necrosis and hemorrhage." 

A foUow'-up of three years has shown no 
evidence of recurrence of metastasis. 

COMMENT 

This case illustrates several features of 
a typical seminoma. Its presence in an 
ectopic undescended left testis, with no 
symptoms prior to necrosis and hemor¬ 
rhage, is typical. A historj* of gastric 
ulcer seemed to make a diagnosis of per¬ 
foration a possibility, but the presence of 
a necrotic and hemorrhagic mass in the 
left half of the pelvis left the diagnosis up 
to the pathologist, who reported “semi¬ 
noma.” Recover^’ of the patient after sur¬ 
gical removal of the tumor and postopera¬ 
tive irradiation, with survival for more 
than three years with no recurrence, is a 
good It-vand promises to be longer- 
lastin 
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SUMMARY 

The case is reported of a patient with a 
history of long-standing gastric ulcer in 
whom acute disease of the abdomen de¬ 
veloped, with nausea and vomiting. It was 
noted that the patient had cryptorchidism 
on the right and no testicle on the left. 
Exploratory operation revealed a necrotic 
and hemorrhagic mass 10 bj’’ 8 by 4 cm. 
in the left side of the pelvis, at the level 
of the external ring, with a twisted ped¬ 
icle. This proved on microscopic examina¬ 
tion to be a seminat-a. Surgical removal 
plus postoperative external irradiation re¬ 
sulted in good recovery with no recurrence 
after three years. Routine examination of 
ithe scrotum to confirm the presence or 
absence of the testes is advised for all male 
patients. 

ZUSAMMENFASSUNG 

Es wil'd fiber den Fall eines Mannes 
berichtet, der eine lange Vorgeschichte 
eines I\Iagengeschwfirs aufwies und dann 
eine Baucherkrankung mit Uebelkeit und 
Erbrechen entwickelte. Es stellte sich 
heraus, dass der Kranke keinen linken 
Hoden und auf der rechten Seite einen 
Kryptorchismus hatte. Die Probeleparoto- 
mie ergab eine 1x8x4 cm grosse nekro- 
tische und hiimorrhagische Masse im lin¬ 
ken kleinen Becken auf der Kobe des 
ausseren Leistenringes, die einen gedreh- 
ten Stiel aufwies. Die mikroskopische 
Untersuchung erwies ein Seminom. Die 
chirurgische Entfernung, gefolgt von iius- 
serer Bestrahlung. fiihrte zu volliger Wie- 
derherstellung ohne das Auftreten von 
Rfickfallen innerhalb von drei Jahren. Bei 
alien mannlichen Kranken i.st eine Hoden- 
untersuchung empfehlenswert. um das 
\’orhandensein oder das Fehlen eines 
Hodens festzustellen. 

P.IASSL’.NTO 

Viene riferito il caso di un paziente con 
una vecchia ulcera duodenale, nel quale 


comparvero improvvisamente dolori ad- 
dominali con nausea e vomito. II paziente 
aveva una criptorchidia destra e mancava 
del testicolo sinistro. All’intervento si 
trovo una massa necrotica ed emorragica 
delle dimensioni di un novo, nella pelvi, a 
livello dell’anello inguinale esterno sin¬ 
istro, con un peduncolo torto. Si trattava 
di un seminoma che venne asportato chir- 
urgicamente e quindi irradiato. Si ottenne 
una guarigione senza recidive per 3 anni. 
Si consiglia I’esame sistematico dello scro- 
to in tutti i pazienti di sesso maschile. 

RESUME 

On reporte le cas d’un malade qui souf- 
frait depuis longtemps d’un ulcere gas- 
ti'ique et qui fut attaint d’une affection 
abdominale avec nausee et vomissement. 
On remarqua, que le malade avait du 
crj'^ptorchidisme du cote droit et que sur 
le cote gauche pas de testicule etait pal¬ 
pable. Une operation exploratoire revela 
une masse necrotique et hemorrhagique de 
1x8x4 cm. sur let cote gauche du pelvis, 
dont le pedicule etait tordu.—La diagnose 
microscopique etait Seminome. L’excision 
suivie d’irradiation, exterieure resulta en 
guerison complete sans recidive apres 3 
ans.—Un examen obligatoire du scrotum 
est recommande pour touts les malades 
masculins, afin de confirmer la presence 
ou I’absence des testicules. 

RESUMEN 

Se comunica el caso de un paciente con 
una historia de lilcera gastrica de larga 
duracion en el cual se desarrollo un pade- 
cimiento abdominal con nausea y vomito. 
La exploracion revelo una criptorquidia 
del testiculo derecho y no se observe tes- 
ticulo izquierdo. La exploracion explora- 
dora descubrio una masa necrotica y 
hemorragica de 1 por 8 y por 4 cms., en el 
lado izquierdo de la pelvis, a nivel del ori- 
ficio e.xterno, con un pediculo torcido. El 
exj'imen microscopico revolo seminoma. 
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La extirpacion quirurgica de la tumora- 
cidn ademas de la irradiacidn postopera- 
toria produjo una recuperacion adecuada 
no presentandose recidiva en un plazo de 
trcs anos. Se recomienda le exploracion 
vutinaria del escroto para confirmai* la 
presencia o ausencia de testiculo en todos 
los pacientes del sexo masculine. 
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Fractional Pneumoencephalographic Study in the 
Presence of Intracranial Tumors 

ESTEBAN D. ROCCA, M.D., AND ELISEO MONTEAGUDO, M.D. 

LIMA, PERU 


T here have been several publica¬ 
tions about the study of the ventricu¬ 
lar system by means of air injection, 
after Dandy’s method. A limited number 
of publications refer to cisternal study, 
among- which are those by Davidoff, Dj’^ke, 
Pendergrass, Hamb\% Goette, Rosenjagen, 
Bellon, Masherpa, Alajouaine and Thurel. 

Cisternal study has customarily been 
done by using a moderate quantity of air 
and obtaining a regular pneumoencepha¬ 
logram, with the usual disagreeable post- 
pneumoencephalographic symptoms. 

Belloni in 1941, and Frimann, Dahl and 
Ingebrigtse in the same year, announced 
a differential study between the cisternal 
and ventricular systems. Later, Robert¬ 
son’s fractional method appeared, which 
permitted dynamic study of the cisternal 
spaces, fissures, sulci and ventricular cav- 

From the Service of Neurosurgrcr>% Hospital Obrero, Lima. 
Submitted for publication April 30, 1955. 
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Fif:. 1.—Schematic drawiiij^ of ventricular system 
(see text). 



Fig. 2.—Lateral view, showing cisterna and the 
kinetic nature of the cerebrospinal fluid. (From 
The Central Nervous System, by Frank H. Net- 
ter, M.D.) 

ity. The problem was solved in large part 
by using a smaller volume of air, with easy 
displacement and rapid absorption. 

In Stockholm, Francisco Castellano and 
Giovanni Ruggiero developed the method 
of fractional use of air, assuring adequate 
visualization of the ventricular and cis¬ 
ternal systems. Ruggiero has been mak¬ 
ing exhaustive studies in the Ste. Anna 
Hospital in Paris on the Neurosurgical 
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Fig. 3.— A, position of the head during injection of air. The head is in the horizontal position or in 
slight flexion as the air enters the ventricle. B, head raised slightly (to an angle of 30 degrees) so 
that the air may flow into the basilar cisterna. C, head inclined 30 degrees downward to allow 
transmission of the air over the cerebellum and the surface of the brain. D, head in hyperextension, 
insuring passage of the air to the basal cisterna and to the antei’ior portion of the ventricular system. 


Service of Marcel David and the Radiol- ualization of these two systems. In the 
ogy Service of Fishgold. cisternal system, we could consider two 

Shapiro and Robinson of New Haven, groups: superficial and profound. 
Connecticut, in 1953 referred to the pneu- 1. Superficial; Cisterna cerebelli, cis- 
moencephalographic technic of filling the terna pontis, cisterna chiasmatis and cis- 

fourth ventricle, adequate and subarach- terna interpenduncularis. 
noid cisterna with a small amount of air. 2. Profound: Cisterna lamina termi- 
Amtomic Considerations .—In our study nalis, cisterna corpus callosum, cisterna 

the ventricular and cisternal systems arabiens and cisterna sylvii. 

(Figs. 1 and 2) are shown in the diagrams In the ordinary pneumoencephalogram, 
to stress the importance of dynamic vis- according to Belloni, the cisterna is vis- 
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Data on 

Twenty-Three Cases 



Patient 

No. 

Age 

Diagnosis 

Papilledema 

Air Used, cc. 

Result 

1 

30 

Hypofisis adenome 

6 

24 

G 

2 

13 

Tuberculoma 

5D 

24 

F 

3 

43 

Tuberculoma 

4D 

24 

G 

4 

33 

Cysticercosis 

6D 

24 

G 

5 

17 

Craniopharyngioma 

0 

24 

G 

6 

63 

Sarcoma 

Atrophy Sec. 

24 

G 

7 

35 

Glioblastoma 

9D 

24 

G 

8 

40 

Cysticercosis 

2D 

24 

G 

9 

22 

Cysticercosis 

2D 

24 

G 

10 

47 

Glioblastoma 

3D 

26 

G 

11 

38 

Cysticercosis 

6D 

24 

F 

12 

32 

Cysticercosis 

Atrophy Sec. 

24 

F 

13 

48 

Glioblastoma 

6D 

24 

F 

14 

25 

Glioblastoma 

3D 

30 

G 

15 

50 

Glioblastoma 

0 

24 

G 

16 

33 

Glioblastoma 

CD 

24 

G 

17 

11 

Pinealocitoma 

9D 

24 

G 

18 

22 

Tuberculoma 

Atrophy Sec. 

24 

B 

19 

23 

Chromophil Gust. 

Atrophy Sec. 

24 

G 


22 

Cysticercosis 

4D 

24 

G 

21 

33 

Pituitary aden. chrem. 

0 

24 

P 

22 

25 

Glioblastoma 


24 

G 

28 

85 

Subdural hematoma 

0 

24 

G 


ualized in 92 per cent of cases, the cisterna 
chiasmatis in 78 per cent and the cisterna 
pontis in 65 per cent. All others fill in a 
small proportion of cases. 

Technic .—The patient is prepared by 
the hibernation technic of Hug’uenard «md 
Laborit or with barbiturates and local 
anesthesia. 

We use the Lyshold apparatus (Fiff. 
3A), and the patient is seated, with the 
surgeon behind him. The films are taken 
during the injection of air. The lumbar 
puncture is performed with the head flexed 
at a 20 degree angle (Fig. 3B) and the 
air is slowly injected, after withdrawal of 
5 to 8 cc. of cerebrospinal fluid. The first 
injection usually consists of 5 to 7 cc. of 
air, but we may use 10 to 15 cc., depend¬ 
ing on the case. If there is a high degree 
of papilledema, it is advisable to use 5 cc. 
at a time. 

The roentgenograms are taken in 


ries, the first being the posteroanterior ard 
lateral. By shifting the roentgen tube and 
maintaining the patient’s head in the same 
position, additional views are taken. By 
this method it is possible to see the cis¬ 
terna magna, the fourth ventricle, the 
aqueduct and the posterior portion of the 
third ventricle. One can visualize other 
Dortions of the ventricular system by shift¬ 
ing the position of the head to neutral, 
hyperfle.xion, or hypere-xtension, depend¬ 
ing on the diagnosis. 

After this, 5 to 7 cc. of spinal fluid is re¬ 
moved before the injection of additional 
air, and the head is raised to a 30-degree 
angle, so that air flows into the basilar 
cisterna (Fig. 3B). In the third step, if 
visualization of the sulci over the cerebral 
convexity is desired, we inject 5 to 7 cc. 
of air with the head markedly flexed for- 
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Fip. 5.—Several views showing moderate hydrocephalus and displacement of the ventricular system 

by a glioblastoma in the parieto-occipital region. 


V 


Fip. f!.- 


-Films sliowinp displacement of the lateral system by a large glioblastoma in the right 

parieto-occipital region. 




Frnctionai pncumocncephalogram, lateral, showing displacement of third ventricle by an ab 

sccss in the sellar region. 
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Fig. 8.— A, posteroanterior and lateral views. Head is in 20 degrees of flexion, showing air in the 
third and fourth ventricles and the lateral ventricle. The third ventricle is displaced from the left 
to the right side. The left side of the lateral cavity is higher than the right side, and the right 
side is dilated, B, posteroanterior and lateral views at 40-degree angle, showing the lateral ven¬ 
tricle displaced by a large cystic tumor (pineocytoma). C, lateral view, showing displacement of 
the occipital horns after introduction of 24 cc. of air. 


and cerebral hemispheres. The Rous po¬ 
sition (Fig. 3D) permits visualization of 
the anterior portion of the ventricles and 
also the cisterna chiasmatis and the cis- 
terna laminaris. The total amount of air 
employed is 24 to 30 cc. 

Finally, we make the films in the antero¬ 
posterior and lateral positions with the 
patient supine, in order to see the frontal 
horns and the entire ventricular system, 

StatiBiics ,—Of a total of 1,600 pneumo- 
encephalograms, we have employed only 
39 fractional pneumoencephalograms. The,, 
diseases in which they were used are ta 
lated below. 


Sellar abscess . 


. 1 

Cranipharyngioma . 

_ .... 

1 

Chromophobe adenoma ... 


o 

Glioblastoma ... 


7 

Chromophile adenoma .... 


... 1 

Pincalocitoma . 


. .. 1 

Chiasmal arachnoiditis ... 


. C 

Tuberculosis . 


. .. 4 

Cisticercosis .. 


G 

Tuberculoma . 


3 

Subdural hematoma . .. 


... 1 

Neurologic disease. 


5 

Sarcoma . 


1 

Total .. 


. 39 


r\* __t.. no_t_»_ 
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1. Supratentorial tumors: 

Sarcoma . 1 

Glioblastoma . 5 

Adenomas.2 

Tumor sellar . 1 

Craniopharyngioma . 1 

Tuberculoma . 2 

Pinealocitoma . 1 

2. Infratentorial tumors: 

Glioblastoma . 2 

Tuberculoma . 1 

3. Parasitic infestation: 

Cysticercosis . G 

4. Traumatic complications: 

Subdural hematoma . 1 


Reactions to the Fractional Pneimoen- 
ce'phalogra'phic Procedure .—In our experi¬ 
ence (1,600 pneumoencephalograms), the 
first symptom to appear after .a pneumo- 
encephalographic study was headache. 
Other symptoms, more or less in the order 
of their appearance, were slowing of the 
pulse, a fall in the blood pressure, nausea, 
vomiting and, at the same time, syncope. 

According to Dyke, 30 to 60 cc. of air 
produced symptoms for an average period 
of one and nine-tenths days, and patients 
given 60 to 90 cc. showed symptoms for an 

Fig. 9 .—A {upper left), view posteroanterioi' 
with head slightly flexed (20 degrees), showing 
dislocation of the third and lateral ventricles by 
a tuberculoma in the cei-ebellum (7 cc. of air)- 
B, (lower left), lateral view with head in neutral 
position (same patient), showing depression o 
the roof of the lateral ventricle by a tuberculoma 
in the parietal region (14 cc. of air). 


Fig. 10 (below ).— A and B, posteroanterior and lateral views in a case of subdural hemotoma, 
showing typical ventriculographis changes in the right side, with depression of the roof. 
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Fig. 11. — A, posteroanterior view, showing hy¬ 
drocephalus and obliteration of the cisterna 
magna on the right. B, film taken with head in 
the Rous position, showing hydrocephalus and 
the absence of air in the cisterna sellaris. 

average period of two and one-half days. 
With the fractional or controlled pneumo- 
encephalogram these reactions were ab¬ 
sent. Contraindications to pneumoenceph- 
alographic study have been stressed so 
much that Dandy, in 1919, stated in his 
first paper on pneumoencephalography: 
“A spinal puncture should never be made 
if a tumor is present.” Martin and Uhler 
(1922) considered tumor in the posterior 
fossa the only contraindication to pneumo- 
encephalographic study. Denk (1923), 
Ginel (1928), Friedman, Snow, Pancoast, 
Fay and Pendergrass were in accord with 
the contraindications of its use in the pres- 


SOCCA AND MONTEAGUDQ: INTRACRANIAL TUWORS 

ence of tumors of the posterior fossa. 
Gardner and Nosik (1942) reported 24 
cases of tumor of the posterior fossa in 
which pneumoencephalograms were taken; 
the procedure was done without knowledge 
of the location of the tumor. 

Our experience is small but sufficiently 
promising so that we have employed frac¬ 
tional pneumoencephalographic studies, 
using 30 cc. of air, in the presence of intra¬ 
cranial hypertension. Among the lesions 
were gliomas, cistercosis and tuberculoma, 
with papilledema ranging from 1 to 9 di¬ 
opters. To demonstrate this we present 
illustrations from some of the 23 cases. 

COMMENT 

The experience that we have obtained 
with the fractional pneumoencephalo¬ 
graphic study suggests to us that it is a 
procedure superior to Dandy's method and 
may be superior to the Upiodol method, 
because the contrast medium is an irri¬ 
tant. 

The fractional pneumoencephalographic 
technic permits us to study serially the 
kinetics of the cerebrospinal fluid and ob¬ 
tain serial views of the ventricles, the 
su^jarachnoid spaces and the basal cis¬ 
terna. 

The advantages of this technic are: 

1. Anatomic visualization of the brain, 
with elimination of the symptoms 
caused by Dandy's method. 

2. Feasibility in the presence of in¬ 
creased intracranial pressure. 

3. Absence of the disturbing efiects of 
large quantities of air. 

SUMMARY 

The authors have employed fractional 
pneumoencephalographic studies in 39 
cases. Twenty-three of the patients had 
brain tumors associa with .nilledemn 
(1 to 9 diopters). ‘en 

with brain ^mor, 1 
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Fip. 12. — .4, jiD.-^tcroantcrior and lateral views 
.•ihowiiifr a defect in the cisterna mapna and the 
fourtli ventricle, due to cysticercus. D, film taken 
from the posteroanterior position showinp dilata¬ 
tion of the third ventricle. C, anteroposterior 
view of skull showinp hydrocephalus. 




0.3S 



VOL. XXIV, NO. 5 


ROCCA AND MONTEAGTJDO; INTRACRANIAL TUMORS 


increased intracranial pressure Tvith papil¬ 
ledema and 4 showed evidence of secondary 
optic atrophy. 


Los autores han iitilizado el estudio 
pneumoencefalografico en 39 casos. Veinte 
y tres de los pacientes padecian tumores 
encefalicos asociados a papiledema (de 1 
a 9 dioptrias). 



A , 



Fife. 13. A (case of A. C.). — Fractional pneumoencephaloprams in a case of craniophnrjTipeal 
tumor, showing the characteristic deformity and displacement caused by a tumor in the sellar region. 
B (case of P. A.).—Films showing upward displacement of the third ventricle. 


Trece enfermos de los veinte y tres men- 
cionados mostraron evidencia de aiimento 
de presion intracraneal con papiledema, 
mostrando cuatro de ellos evidencia de 
una atrofia optica secundaria. 


Die Verfasser hab 
Pneumoenz ‘ ^onraph 
gewandt 
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Papillenoedem einhergehenden Hirntumor 
(1 bis 9 Dioptrien). 

13 dieser Hirntumoren -waren mit er- 
hohtem Hirndruck und Oedem der Papil- 
len verbunden und vier zeigten Anzeichen 
einer sekundiiren Sehnervenatrophie. 

RESUME 

Les auteurs out applique la Pneumo- 
eiicephalographie fractionelle a 39 mala- 
des, dont 23 souffraient de tumeui's cere- 
braux accompagnes d’oedeme pappillaire 
(1 a 9 diopters). Parmi les 23 malades 
avec tumeur cerebral il y avait 13, dont la 
pression intracranielle etait elevee et de 
I’oedeme pappillaire etait present, et 4 


montraient I’evidence d'atrophie secon- 
daire du nerf optique. 
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Evil and good are phases in the process of growth; and who shall say which is 
the better teacher? Illness, error, defeat, frustration, disintegration, malicious ac¬ 
cident. all these elements arc as much in the process of life as waste, nutrition, and 
rcj)air. The very forces which, if triumphant, would destroy life are needful to 
season experience and dcejicn understanding. Like arsenic, evil is a tonic in grains 
and a poison in ounces. The real problem of evil, the problem that justifies every 
assault upon war and poverty and disease, is to reduce it to amounts that can he 
spiritually assimilated. 

This doctrine is just the opposite of certain “optimistic’’ life-denying attitudes 
and habits of mind that have become popular during the last three centuries: jiartic- 
ularlv. the notion that comfort, safety, the absence of physical disease, arc the 
greatest blessings of civilization, and that as they increase evil will he automatically 
abolished. 

—Mum ford 
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T he reorientation of otologic surgery 
from the evacuation of pus toward 
reconstructive operations to improve 
hearing constitutes one of the strangest 
trends of recent otology. Thus Cawthorne 
observed that in the King’s College Hos¬ 
pital in London, 98 per cent of operations 
on the temporal bone were for the relief 
of suppuration in the year 1934, while just 
fifteen years later only 25 per cent were 
for suppurative disease and 75 per cent 
were performed in a clean field for non¬ 
suppurative conditions. Fenestration has 
become the most frequently performed 
operation on the temporal bone, and in 
this hospital, as well as in certain others, 
the total number of operations on the ear 
today actually exceeds the total number 
performed in the presulfonamide era for 
suppurative disease. 

When one considers trends in the fenes¬ 
tration operation itself, there are three in 
particular that" can be traced all the way 
back to the early beginnings of the sur¬ 
gical treatment of otosclerosis. The first 
of these is the trend toward an ever more 
careful and meticulous aseptic technic. 
The early attempts to improve the hearing 
in otosclerotic patients by extracting the 

•ProfesRor and Chairman. Department of Ololarynffolojry, 
Northwestern University Medical School. Chicago. 
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stapes or making a fistula into the labj'- 
rinth ended in fatal infection so often that 
leading otologists at the beginning of this 
century were unanimous in condemning 
this procedure. The first great step for¬ 
ward was taken by Holmgren, who dem¬ 
onstrated in many operations, beginning 
in 1917, that the labyrinth could be opened 
safely in a clean field under careful asep¬ 
tic technic. However, when Sourdille, in 
1924, made the ne.xt important contribu¬ 
tion and devised the principle of a fistula 
in the horizontal canal, covered with a pli¬ 
able skin flap that sealed off the tympanic 
cavity, infection in the postoperative 
wound was still such a problem that the 
operation needed to be done in stages, 
with time for suppuration to cease before 
the next stage was undertaken. It re¬ 
mained for Dr. Julius Lempert to prove 
in 1938 that healing will occur without 
suppuration provided sterile technic is 
employed with the postoperative dressings 
as well as in the nnemtinfr rnnm nTlfl tlint 
the operation ci 
vantageously in 
the Wherry Mei 
experimental ev 
mildest inf- 
ish the ■' 
increasin., 
age from 
by leading 
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of the fenestra. 

In scientific discussions we prefer to 
avoid dogTnatic statements. Nevertheless, 
on this question of aseptic technic it is 
my opinion that one can and should be 
quite dogmatic and definite in teaching 
that the most meticulous, precise and com¬ 
pletely sterile precautions during the en¬ 
tire operation and in postoperative care, 
until epidermization is complete, is requi¬ 
site to the best results from fenestration. 
Chemotherapy and antibiotic therapy are 
valuable adjuncts but cannot substitute 
for good aseptic technic. The occurrence 
of granulation or suppuration in the post¬ 
operative cavity before it is dry and epi- 
dermized must be considered as evidence 
of a slip in technic, with the introduction 
of infection—by the patient, perhaps, but 
more probably by the surgeon. One defi¬ 
nite trend in fenestration has been and 
continues to be the constant improvement 
of a meticulous sterile technic in the oper¬ 
ating room and in the handling of all post¬ 
operative dressings. 

The second trend in fenestration has 
been toward better selection of cases for 
operation. Here, again. Lempert pioneered 
when he laid down the fundamental re¬ 
quirements of an adequate cochlear re¬ 
serve in the presence of a conductive hear¬ 
ing loss with intact tympanic membrane. 
Lempert’s admonition to determine the 
cochlear reserve both by audiometric bone 
conduction and by tuning fork tests with 
masking of the opposite ear continues to 
be the main basis for selection. 

In the past few years the calibrated 
speech reception and discrimination tests 
have been applied to the selection of cases 
for fenestration. A discrepancy between 
the pure tone and speech te-sts suggests a 
IL'.vchogenic overlay which should be in¬ 
vestigated before the patient is operated 
on. A low score in the speech discrimina¬ 
tion test indicates cochlear involvement. 

These tests have also been helpful in 
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comparing the hearing after fenestration 
with the hearing from a hearing aid. We 
have found that in cases of B and C suit¬ 
ability, with beginning cochlear degenera¬ 
tion, a well-fitted hearing aid will give the 
patient better hearing, on the average, 
than will a successful fenestration. On the 
other hand, in cases of A (ideal) suita¬ 
bility without cochlear loss for the speech 
frequencies, a fenestration on the average 
will give the patient hearing that is supe¬ 
rior to a hearing aid. Accordingly, pa¬ 
tients of A suitability are advised to choose 
fenestration, while patients of B and C 
suitability are urged to use a hearing aid, 
provided they can tolerate this prosthesis. 

In 1950 Davis and Walsh made a fur¬ 
ther contribution toward the selection of 
cases for operation when they defined the 
limits of improvement after successful 
fenestration as a residue of at least 20 
decibels of unrestored conductive loss, due 
presumably to loss of the impedance¬ 
matching effect of a large tympanic mem¬ 
brane connected to a small oval window 
by the intact ossicular chain. Subsequent¬ 
ly, Carhart and I suggested 25 decibels 
as the average value for this residual 
conductive loss. We discovered that the 
results of fenestration in a particular pa¬ 
tient could be predicted fairly accurately 
by simply plotting a curve 25 decibels be¬ 
low the bone conduction audiogram after 
correcting for Carhart’s otosclerotic notch. 
IMore recently Davis and Walsh demon¬ 
strated that the residue of unrestored con¬ 
ductive loss after successful fene.stration 
could be reduced 5 to 10 decibels in about 
50 per cent of successful fenestrations by 
blocking the tympanic membrane, thus in¬ 
creasing the sound pressure differential 
between the fenestra and the round win¬ 
dow. 

As a result of the improved methods of 
.^electing patients for operation, a higher 
percentage of A patients are being oper¬ 
ated on today than fourteen years ago. 
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Of the 229 fenestrations performed by 
myself and my associates last year, tivo- 
thirds (68 per cent) were or, .*1 patients, 26 
per cent on B patients and 6 per cent on C 
patients, whereas of 234 patients operated 
on ten to fourteen years ago, ;his sequence 
was 50, 23 and 27 per cent respectively. 
Patients with partial stapes ankylosis are 
not operated on until the stapes has be¬ 
come sufficiently fixed to insure that a use¬ 
ful hearing improvement will result. The 
trend toward more effective selection of 
patients for fenestration is partly respon¬ 
sible for the improved results in recent 
years. 

The third trend in fenestration — and 
the most important in its influence on the 
results — is the trend toward more lasting 
hearing improvement. The earl.v opera¬ 
tions of Barany and Holmgren, to create 
a sound pathway into the labjTinth, inva¬ 
riably failed, owing to osseous closure of 
the fistula. Although Sourdille did succeed 
in obtaining some lasting improvements 
in the hearing of some of his patients, 2 
of whom I had the opportunity to e.xamine 
in 1947, 1 operated on in 1932 and the 
other in 1935, o.steogene.sis continued to be 
the chief cau.se of failure Lempert, with 
his one-stage cndaural fene.itration tech¬ 
nic, was the first to achieve audiometric- 
ally proved lasting improvements in hear¬ 
ing, but osseous clo.sure continued to be a 
major problem. It was not until experi¬ 
mental studies on the monkey, begun by 
Engstrom and Holmgren and continued 
by Fowler Jr., myself, Lindsa.v, and Lem- 
pert and his a.s!!Ociate.=, began to bring to 
light the six factors that inScence osteo- 
genesi.s at the fenestra, that technics were 
evolved with which closure cf the fenestra 
rarely occurs, The.-e technics emphasize 
meticulous removal of every micrcsconir 
particle of bone dust: wide exposure cf the 
osteogenicaily iess active endcchncncral 
layer of the capsule; rreservaticn cf the 
endosteum to the s.narp ernes of the 


fenestra, where it will unite with the peri¬ 
osteum of the flap to produce healing of 
the bone by first intention; doming of the 
fenestra and use of special packing to in¬ 
sure contact between the skin flap and the 
endosteum; creation of a smooth polished 
bone surface, and, finally, the elimination 
of bleeding or infection. The third trend 
in fenestration has been toward a more 
precise and exacting surgical technic 
which, when properly executed, has large¬ 
ly eliminated failures due to closure. 

Before leaving the consideration of the 
permanence of hearing improvement after 
fenestration, a review of the hearing re¬ 
sults in cases followed for ten to fourteen 
years after the operation will be of inter¬ 
est. For this study 234 surgically treated 
ears were available, with tests made ten 
or more years after the operation. All of 
these operations were performed by me, 
utilizing my continuous irrigation and 
(except in the first 17 cases) the oper¬ 
ating microscope modification of Lem- 
pert’s technic. In all, 544 operations were 
performed during this period, but in more 
than half there is no audiogram taken ten 
years after the operation; the.'e are there¬ 
fore omitted from the stud.v. 

Of the 2-34 ears reviewed, e.xactly half 
classified as .4 and half as B and C. Con¬ 
sidering the A patients alone and the 
status of the hearing one year after the 
operation as contrasted with that existing 
ten to fourteen years after the operation, 
one sees that in one year 63 per cent were 
at the practical serviceable level, 20 per 
cent showed an improvement of more than 
10 decibels for the speech freoner.ci« .but 
not to the practical levek while 12 per cent 
were cot improved or were worse. n:o< 
cf these being closures. In the mert recent 
test only 47 per cent were at the p-w-tim’ 
i-'v^t 55 per cent were imp-ove-L h—* r'* 
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ually to determine the reason for the 
downward trend in hearing, one finds that 
in 27 per cent of the A cases some degree 
of cochlear nerve degeneration developed 
during the ten to fourteen years after the 
operation. A number of these patients, who 
were in their late fifties or eai'ly sixties 
at the time of operation, are now in their 
late sixties or seventies and have undoubt¬ 
edly experienced the normal cochlear de¬ 
terioration of age. In others the oto- 
sclerotic process has probably begun to 
involve the labyrinth. In some there is 
definite evidence that labyrinthine hy¬ 
drops is the reason for the cochlear loss. 
In a previous study Adin and I observed 
that in more than 10 per cent of fenes¬ 
trated patients the .symptoms of hydrops 
eventually develops, with intermittent and 
fluctuating fullness, roaring, dizziness, 
di.stortion and a drop in hearing. 

Of the B and C patients, only one had 
hearing at the practical level after ten to 
fourteen years, which is not surprising, 
since one does not promise such patients 
full rehabilitation. Cochlear degeneration 
caused a deterioration in hearing in 43 per 
cent of the B and C patients after ten to 
fourteen years, as compared to 27 per cent 
of the .4 patients. Since one might expect 
persons who already show beginning coch¬ 
lear involvement at the time of operation 
to continue to experience cochlear degen¬ 
eration. it is actually surprising that 57 
per cent of the B and C patients did not 
show any increase in cochlear loss in the 
years after surgical intervention. Evi¬ 
dently the otosclerotic process can lead to 
a large degree of cochlear loss and can 
then become inactive for a long time and 
possibly prove to be burned out. 

This study of hearing results ten to 
fourteen years after operation reveals a 
gradual tendency toward cochlear deteri¬ 
oration in about a fourth of the .4 patients 
and in nearly half of the B and C patients. 
Wr.c-n one considers the normal aging of 


these patients, it is actually a little sur¬ 
prising that roughly half of the A patients 
maintain stable hearing at the practical, 
serviceable level for such a long period. 

ZUSAM MENFASSUNG 

In der Fensterungsoperation strebt man 
nach einer immer sorgfaltigeren asepti- 
schen Technik, nach besserer Auswahl der 
Falle und nach der Erzielung dauerhaf- 
terer Resultate mit Hilfe einer zunehmend 
exakten und genauen Technik, die keine 
die Verknocherving des Fenstevs stimu- 
lierenden Einfliisse aufzutreten gestattet. 

RIASSUNTO 

L’atteggiamento moderno nei confront! 
della chirurgia di fenestrazione e orientato 
verso tecniche sempre piu asettiche, verso 
una migliore selezione dei casi e verso il 
raggiungimento di risultati piu durevoli 
per mezzo dell’impiego di tecniche piii 
esatte che evitino qualunque .stimolo Os- 
teogenetico a livello della finestra. 

RESUME 

Les efforts qu’on fait dans I’operation 
de la fenestration concernent une tech¬ 
nique de mieu.x en mieux en asepsis, un 
meilleur choix des cas et I’effort d’attein- 
dre un succes qui dure plus longtemps, en 
suivant une technique de plus en plus pre¬ 
cise, pour eviter touts les incidents qui 
stimulent I’osteogenesis a la fenetre. 

RESUMEN 

La tendencia que ha sumido la cirurgia 
de la fenestracion ha sido hacia aumentar 
los cuidados de una tecnica aseptica, me- 
jorar la seleccion de los casos y hacia lo- 
grar resultados mas duraderos, por medio 
de una tecnica mas e.xacta que no produzca 
ninguna de las influencias que estimulan 
la osteogenesis de la ventana. 



Editorial 


Surgery and Color Television 


I T was recently my pleasure — and a 
deeply moving experience for an en- 
gineer — to be invited to address the 
Twentieth Annual Congress of the United 
States and Canadian Sections of the In¬ 
ternational College of Surgeons. It was 
doubly a pleasure to speak on a topic con¬ 
cerned with electronic engineering, and to 
describe the newly significant role of color 
television in the field of surgery. 

Television—a modern marvel—in effect 
annihilates time and space. It brings to¬ 
gether in an instant the most widely 
separated places. 

Television is also an extremely versatile 
medium. Its pictures may be in black and 
white or in color. They may be two-di¬ 
mensional, as at present; and, after 
lengthy and difficult researches have been 
completed, they may become three-dimen¬ 
sional, thus giving the impression of full 
solidity and definite spatial separation of 
objects within the field of view. 

Television programs may originate in 
as many locations as desired — for ex¬ 
ample, in hospitals, laboratories, wards or 
clinics. 

Television reception may occur in a 
practically unlimited number of places. 
Receiving points may also be in hospitals, 
lecture rooms, libraries, laboratories and 
offices; at data-assembling or analyzing 
points, or in the home of the physician. 

MTiile present-day television broadcast¬ 
ing operates in one direction from the 
transmitting station to the great national 
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audience of tens of millions of viewers, 
television can be arranged to operate in 
two directions. This enables those at each 
of two or more locations to see and hear 
each other. The method requires the set¬ 
ting up of special interconnecting ar¬ 
rangements, Although it is useful to surgi¬ 
cal groups, its general use by most others 
is still remote. 

Obviously, any medium that permits 
round-table discussions, with sight and 
sound contacts, among as many groups as 
desired in whatever locations they may 
be, is a highly important educational 
agent. It may well lead to a basically ex¬ 
panded type of educational institution. An 
amazing University of the World will have 
its lecture rooms and speakers’ platforms 
all over the earth. It will tie together sci¬ 
entists, teachers, demonstrators and stu¬ 
dents into one vast and integrated audi¬ 
ence. This is indeed "something new 
under the sun," which will be a potent 
force for the welfare and health of 
humanity. 

It should be emphasized that the close 
and private relation between the physician 
and his patients, as well as the nature of 
much medicosurgical material, precludes 
the use of ordinary television broadcast¬ 
ing for these purposes. The requirement 
of privacy is met by the use of closed cir¬ 
cuits, which prevent unauthorized persons 
from intercepting and viewing surgical 
proceedings or hearing surgical data. Also 
usable on an equivalent closed basis are 
specially engineered microwave directional 
radio circuits, which are employed, for ex¬ 
ample, on many transcontinental, inter- 
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city, or other network links. 

Television symposiums or conventions 
provide new means of tying together, by 
interconnection, widely separated hospi¬ 
tals and thus combining them into the 
superclinic of the future. The most ex¬ 
pert knowledge of each will be available 
to all. In so complex and rapidly advanc¬ 
ing a profession as medicine, this col¬ 
laboration must become helpful to all. 

As has been mentioned, cable or radio¬ 
relay circuits already cany television 
thousands of miles and could be engineei’ed 
to carry television sessions (or “teleses¬ 
sions”) over any terrestrial distance. 
Even the Straits of i\Iagellan at the south¬ 
ern tip of South America could be tele- 
visually connected with Cape Town at the 
southern tip of Africa by either of two 
(or more) routes. One route would carry 
the “telesessions” up the west coasts of 
South and North America to Alaska, 
across the Bering Straits, across Russia 
or China to Asia Minor, thence to Africa 
and down to Cape Town. (This route 
naturally awaits placid world conditions.) 
Another route would pass up the west 
coasts of South America and Central 
America to the United States, thence 
across the United States, and up the East 
Coast of North America, followed by a 
series of inter-island jumps to Scotland 
and England, across the Channel to 
France, over Europe to the Near East, 
and thence through Africa to Cape Town. 
(Obviously, intercontinental television 
fosters the study of geography!) 

Fassing to the received television pic¬ 
ture. this is i)resently produced on the 
available 21-inch color kinescope tube and 
lias an area, of 2G0 square inches (which 
Is ample for a small group of profe.-Jsional 
• ■’iservers. say 20 persons). For larger 
aiuiieiu-es. theater types of color television 
pre.jtvti'Ui are available. i)resenting pic¬ 
ture' up t'l lO by 20 feet. The received 
picture may sraiw a. cla'C-up of one per- 
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son, or it may show a medium shot includ¬ 
ing a few people or a long shot showing a 
large area and numerous persons. It can 
present anything from a microscope slide 
to a large vista. In general, anything 
that can be seen by the human eye can be 
shown by television, and sometimes shown 
far better than it can be seen by the eye! 

Electronic technics may be applied to 
improving or changing the characteristics 
of the picture in various extraordinary 
fashions. Today it is possible to brighten 
pictures tenfold; tomorrow, perhaps a 
hundredfold. ‘ This could lead to rapid ex¬ 
amination of brightnes.s-amplified fluoro¬ 
scopic roentgen images in normally il¬ 
luminated rooms. Since the roentgen dose 
might thus be I'educed, more frequent 
mass roentgen examinations might become 
feasible, with highly beneficial results in 
the early detection and diagnosis of ob¬ 
scure lesions. 

It is also possible to sharpen pictures 
electronically, thus producing better de¬ 
fined boundaries in roentgen images. In¬ 
deed, one can even change an ordinary 
halftone picture into a line drawing purely 
by electronic means. These technics might 
be applied in such widely diverse fields as 
the preparation of drawings for surgical 
textbooks or records and the automatic 
rendition of animated drawings or car¬ 
toons based on the action of live characters 
or on photographs of actual objects. 

The received and transient monochrome 
or color television picture can also be per¬ 
manently recorded, by various methods, 
for duplication or repeated use. Black and 
white or color film may be used. Without 
going into details, the color-recording 
methods involve area-sharing on black and 
white film, i-ecording on lenticulated black 
and white film, or photographing on color- 
negative or reversible color-positive film. 
Practical equipment of these types will 
probably become available for surgical 
purposes in due course. It will make pos- 



VOL. XXIV. NO. E 


EDITOIIIAL 


sible the creation of a comprehensive vis¬ 
ual library of high accuracy, covering 
major problems, methods and specialized 
surgical technics. Such records, avail¬ 
able for educational and professional use, 
may well become a new type of surgical 
encyclopedia. 

It is also possible to record color tele¬ 
vision subject matter on magnetic tape 
traveling some 15 or 20 feet per second. 
This new and ingenious art is in its ear¬ 
lier stages and is undergoing intensive 
development. 

Another related possibility of film re¬ 
cording is the recording and reuse of fixed 
subjects, such as textual or book material, 
by technics based on television. This sys¬ 
tem (the Ultrafax system) was used, for 
example, in Washington, when the ponder¬ 
ous tome Gone With The Wind was tele- 
vision-transmitted and film-recorded in its 
entirety in less than three minutes! The 
Government has used such methods suc¬ 
cessfully, and they may well have major 
value in the interconnection of medical and 
surgical libraries, ail of which may even¬ 
tually be in close contact with a central 
repository. Thus, information that could 
not be economically stored in book or 
paper form in all the regional libraries 
may nevertheless be rapidly transmitted 
to any one of them on request. Clearly, 
television null add to the "University of 
the World” its necessary adjunct, the 
"Library of the World.” Thus, electronics 
ivill one day make available, to any sur¬ 
geon or physician anywhere, at least as 
much information as he may desire and 
can assimilate from any central or re¬ 
gional source anj-nhere on this planet! 

A color picture of any sort — e. g., a 
stained microscopic slide — can readily be 
television-transmitted from one location 
to another, where it is instantly recorded. 
There are also conceivable methods for 
the automatic or semiautomatic classifica¬ 
tion and filing of these slides and for their 


speedy and accurate electronic compari¬ 
son with others already on file in the cen¬ 
tral repository. Vast and significant 
changes in diagnostic and other medical 
and surgical procedures can thus bo fore¬ 
seen. The scope activity of the individual 
physician can be widely extended. His re¬ 
sources will be multiplied. His coopera¬ 
tion with his fellows will be made easier 
and more frequent. Obviously, any service 
that greatly expands the senses of man 
and effectively "places” anybody any¬ 
where at any time wili profoundiy and 
beneficialiy affect existing procedures. 

Discussion of the medical applications 
of color television must be restricted to an 
outline. Indeed, only extensive and pro¬ 
longed use of this medium will fully dis¬ 
close and develop its manifold potenti¬ 
alities. 

In the educational field, it will greatly 
facilitate and broaden the training of 
students, the postgraduate instruction of 
interns, and the convenient offering of re¬ 
fresher courses to surgeons. Each of the 
recipients may be in any desired location 
and in a greatly advantageous viewing po¬ 
sition, approximating that of the surgicai 
or medical demonstrator; and the viewers, 
of course, will have no effect on the space 
required or the aseptic conditions at the 
pickup point. 

Diagnosis and prognosis can be carried 
out in consultations by color television 
with surgeons at nearby or remote points. 
Surgical procedures can be clo.sely 
watched and comments from colleagues 
invited. 

In clinics, especially interesting or sig¬ 
nificant cases may be brought, immedi¬ 
ately or later, to the attention of a large 
group of trained onlookers. 

Hospital wards may be supervised by 
television from a central point; for ex¬ 
ample, from the superintendent's office or 
from '■ ' ^v.ilion room. P.'^'chi- 
-1-’ ' ’i-. jth occult 
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observation of individual patients. 

Biopsies and autopsies can be demon¬ 
strated either to students or to graduate 
surgeons, or they can be recorded for in¬ 
structional or forensic purposes. ^Models, 
charts and other visual aids can be shown 
by color television on any des^ired scale, 
as can microscope slides of tissue sections 
or other pertinent material. 

At central data-processing points great 
numbers of .slides can be studied and 
classified, and the negative-indication and 
jiositive-indication .slides can be automati¬ 
cally separated and preserved, after re¬ 
cording for further study or reference. 

Any material of interest can alterna¬ 
tively be recorded at or near the pickup 
jioint by one of several different methods, 
on 35 mm., 16 mm. or S mm. film, or alter¬ 
natively on 2-by-2 or 3’o-by-4 inch slides. 

There is almost unlimited flexibility in 
the use of electronic color television and 
in the recording of color television ma¬ 
terial and its later classification and re¬ 
use. 

In a comprehensive compilation pre- 
jiared for the American IMedical Associa¬ 
tion. some of those fields are described. 
They include subject matter that can be 
elTectively handled by television. In 
abridged outline, these fields include: 
allergy, anesthesia, cardiovascular, der¬ 
matologic, endocrinologic. gastrointestinal, 
laryngologic and malignant diseases. It 
will be useful in miscellaneous procedures, 
including rehabilitation of the deaf and 
of persons with speech defects; in artifi¬ 
cial resiiiration: and in the handling of 
neurologic, obstetric, orthopedic, patho¬ 
logic. pediatric, jisychiatric, pulmonary 
diseases, as well as conditions due to 
radioactivity. 

It should be stressed, particularly in the 
ca-^e of surgical subjects, that the addition 
of co'iir to the reproduced pictures not 
“T'.’y offers ma.jor a.dvantages but is often 
ar; ar>'o’.ut(.' r.ecc-S'ity. 


In view of the justified interest of sur¬ 
geons in color television, it is appropriate 
to present here a brief general description 
of its principles and practices. 

Color television is the science and art of 
electronically carrying color images origi¬ 
nated at one (or many) locations to one 
(or many) destinations, where such im¬ 
ages are reproduced with high pictorial 
fidelity. In general, the accompanying 
speech or sound is also carried from the 
pickup point to the receiving point. Color 
television is therefore understood to in¬ 
clude the adjunct sound. 

In merest outline, color television de¬ 
pends on analyzing a colored image into 
its three component or primary-color im¬ 
ages. These are respectively a clear red, 
an emerald green and a deep blue. It has 
been observed that practically all colors 
can be reproduced by the addition, in suit¬ 
able proportions, of lights of these three 
primaiy colors. 

Accordingly, the color television camera 
or pickup device at present usually in¬ 
cludes three camera tubes which, with ap¬ 
propriate color filtering, respond individ¬ 
ually to one of the primary colors. The 
camera tubes used in studio color cameras 
have been image orthicons, which are 
cylindrical tubes about 15 inches long and 
3 inches in diameter. The usual image 
orthicon color camera, which will con¬ 
tinue in broadcasting studio and outdoor 
use, is of such dimensions and weight as 
to be most readib’ handled by professional 
cameramen. More recently an important 
new camera tube, known as the vidicon, 
became available. Its volume is onh* a 
small percentage of that of the image or¬ 
thicon. As a result, the most recent three- 
vidicon color cameras are quite small and 
light. They are thus particularly well 
adapted to use in the field of surgery in 
a convenient fashion. The surgdcal use 
of this three-vidicon color camera will be 
demonstrated for the first time before this 
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audience. The standard broadcasting type 
of three image-orthicon camera will also 
be used in the demonstration for support¬ 
ing scenes, but not for the actual surgical 
procedure. 

After the three primary color signals 
have been generated in the camera, they 
are suitably amplified and electrically rep¬ 
resented in the picture or video signal, 
which is then transmitted in a fairly con¬ 
ventional fashion. Great precision in the 
transmission and reception of these sig¬ 
nals is required, however, since undesircd 
electric-wave time delays of the order of 
billionths of a second may prevent correct 
color reproduction. Fortunately, the re¬ 
lated electronic problems have been skill¬ 
fully solved. 

Color television broadcasting to the 
public is open to all, and is carried by 
radio directly into the home. For obvious 
reasons, many medical and surgical sub¬ 
jects cannot be appropriately broadcast 
and therefore must be conveyed to their 
professional recipients by restricted or 
closed-circuit methods. Accordingly, sur¬ 
gical color television is carried over 
special cable, coaxial cable, or wire cir¬ 
cuits inaccessible to the public (or, for 
long-distance transmission between cities, 
by microwave directional radio-relay cir¬ 
cuits controlled by the Telephone Com¬ 
pany and also inaccessible to the public). 

The color pictures appear on receivers 
that outwardly closely resemble present- 
day monochrome receivers. The image 
may be viewed directly on a color kine¬ 
scope or picture tube, or it may be pro¬ 
jected by special optical means on screens 
of practically any desired dimensions. 

In the placement of receivers, some care 
should be taken to avoid window reflec¬ 
tions from the glass over the kinescope 
screen, and bright light should not fall on 
the picture area lest brightness contrast 
be lost, color be diluted and desaturated. 
The viewing room in the home, for ex¬ 


ample, should preferably have relatively 
limited illumination, and the preferred 
viewing distance is usually betiveen 4 and 
10 times the diagonal of the picture. Thus 
the image on a 21-inch color kinescope is 
preferably viewed at distances between 7 
and 15 or 20 feet. 

Reverting briefly to closed-circuit sys¬ 
tems that bar public viewing, at present 
these must be of the wired, cable or Tele¬ 
phone Company - controlled microwave 
types. (If direct radio or on-the-air trans¬ 
mission to the recipients is ever authorized 
by the Government and used, the signals 
carrying a surgical program must be sys¬ 
tematically coded or garbled so that they 
cannot be intelligibly received on ordinary 
receivers in the home. In that case, au¬ 
thorized professional viewers will require 
decoding equipment in their offices or in 
hospitals to restore the picture to clarity 
and intelligibility. The coding system 
would then have to be such as to give high 
security against unauthorized reception 
or pilferage of the program. But if closed- 
circuit or cable methods continue to be 
used to carry the signal to the recipients, 
coding and decoding of the signals will 
probably not be required, since communi¬ 
cations over such cabled circuits are pre¬ 
sumably protected by law against un¬ 
authorized tapping. To repeat a point on 
which some confusion has arisen, such 
cabled circuits are the only presently 
available means for carrying definitely 
professional surgical television transmis¬ 
sions, since licenses for the broadcast 
radio transmission of such material are 
unobtainable.) 

It may be helpful to surgeons who plan 
to use color television to suggest a few of 
the preferred methods of presentation of 
surgical material to secure maximum ef¬ 
fectiveness and clarity and to hold the 
attention of the audience. It must first be 
admitted that some surgeons will always 
be more effective on televisiornhan others. 

\ 
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but any surgeon can improve his television 
presentations by the following methods. 

Intense lighting is needed for best ren¬ 
dition and is usually available. '^Tiite 
areas should be avoided, and accordingly 
the surgeon's cap, go-mi and mask should 
preferably be light green or light blue. 
Glose-ups are preferable to long shots 
through most of the presentation. 

Training of the surgeon for television 
presentations is necessary, and careful 
preparation of the program and predict¬ 
able action (when possible) are helpful. 
TMienever feasible, a rehearsal, at least in 
part, is desirable. This can be done with¬ 
out the use of a camera by a simulated 
presentation or so-called “dry run." 

The program should be kept reasonably 
simple, with a limited number of topics. 
As much brevitj' as permissible is needed, 
and repetition should be avoided. The 
more sincere and relaxed the speaker, the 
more favorable the audience reaction. 
Comments should be kept direct and inter¬ 
esting throughout. 

This papei' would be incomplete and less 
helpful than is desirable without some 
comments on the preferred specifications 
and choice of a color tele\ision system. 
Such specifications are needed because the 
use of more than one system or the selec¬ 
tion of an inappropriate s.vstem would be 
costly, time-consuming and wasteful of 
skilled personnel. 

It is of course undesirable to burden 
surgeons with the complex and specialized 
problem of selecting a correct color tele¬ 
vision system. This is a lengthy and ardu¬ 
ous task. For a period of years it occupied 
the close attention of the National Tele- 
^*ision System Committee (a group of 
scientists and engineers representing the 
television industry) and the Federal Com¬ 
munications Commission. On the basis of 
these studies, the tAvo groups reached a 
definite and identical decision, namely, 
that the present compatible and simulta¬ 


neous color broadcasting system should be 
approved and universally used. 

Obviously, high picture qualitA- is re¬ 
quired by the surgeon. The corresponding 
and controlling factors are picture size, 
brightness, sharpness, color quality, ease 
of \iewing, angular range of viewing, ab¬ 
sence of fringing and avoidance of flicker. 

Further, the color system should be eco¬ 
nomic and sparing of channel space or 
width of frequency band. The compatible 
simultaneous system is two or three times 
as effective in this regard as are other 
systems. Since the compatible system is 
universally used in color broadcasting 
over indi\*idual stations and national net¬ 
works. receivers for this system will be 
Avidely found in homes and meeting places. 
ObAiously, the sui-geon will find most con- 
A’enient a system so extensively used, and 
with the corresponding receivers already 
aA'ailable on a nation-AA’ide scale. Network 
operators and technicians are Avell ac¬ 
quainted with this system. Skilled men 
can be proA’ided to operate and sendee it 
without further instruction or equipment. 
A uniA'ersal and compatible SA’stem is 
therefore a great com’enience and in some 
respects a necessitA*. It has the marked 
adA'antage of not requiring tvA'o different 
tj-pes of color receh-ers (nor adapters) in 
hospitals or doctors’ offices (one for on- 
the-air color broadcasts, the other for 
closed-circuit and restricted progi'ams). 
The on-the-air broadcasts are, as stated, 
on the standards of the compatible simul¬ 
taneous system accepted by the National 
TeleA'ision System Committee and ap- 
proA'ed and specified by the Federal Com¬ 
munications Commission. This compatible 
system also permits black and white as 
well as color to be interchangeably receiA'- 
able. It has numei'ous other technical and 
operating adA'antages that fall outside the 
scope of this article. 

One added important aspect of the pres¬ 
ent compatible system is that practically 
all major research, deA'elopment and cost- 
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reducing work in the laboratories and 
factories is devoted to its improvement. 
Accordingly, the most highly developed 
equipment at the lowest overall cost will 
result from use of the compatible system. 

And it may be particularly interesting 
to surgeons to know the highly significant 
fact that the nation’s first assembly of 
compatible color television for hospitals is 
being provided to the three major medical 
projects of the United States Government, 
located at the Walter Reed Army Medical 
Center at Washington. These facilities 
will serve and interconnect in most effec¬ 
tive fashion the Armed Forces Institute of 
Pathology, the Armed Medical Service 
Graduate School and the Walter Reed 
Army Hospital. 

From time immemorial, surgeons and 
men of medicine have pursued their high 
calling of preventing illness, alleviating 
pain, appiying curative measures and 
ministering to the health and welfare of 
humanity. This they have done in the face 
of stupendous difficulties arising from the 
morphologic, chemical and psychic com¬ 
plexities of the human organism, as well 
as the idiosyncratic reactions so often en¬ 
countered. And, until recently, they have 
worked bravely through the ages with 


scant encouragement or assistance from 
those pursuing other professions and 
branches of science. Fortunately, this 
situation is changing. Organic chemists 
and biophysicists, among others, have 
made substantial contributions to the 
available materia medica and to knowl¬ 
edge of function and dysfunction in 
numerous physiologic domains. 

Most recent to offer its contributions is 
the new profession of electronic engineer¬ 
ing. This article, which covers only one 
facet of the electronic engineer’s offerings 
to surgery and medicine, indicates both 
a desire and a hope for greater collabora¬ 
tion between men of our professions. 

Those of us who are electronic workers 
are happy and gratified for every op¬ 
portunity to participate with surgeons in 
an endeavor fraught with such value to 
humanity. We earnestly hope that our 
branch of science will enrich and expand 
the scope of yours, to the great benefit of 
our race. In that hope and expectation 
we shail go forward with you in fraternal 
concord and mutual helpfulness. 

Alfred N. Goldsmith, M.D., 

Sc.D. (Hon.), F.I.C.S. (Hon.) 

New York City, New York 


Mental emotions hate n profound effect upon tlie small arteries and capillaries 
and thus influence hlood-pressure. An elderly maiden lady had a pet cat who died, 
much to the owner’s distress. Every time she tallced of the dead cat, her blood- 
pressure rose. Another patient had a rise in blood-pressure whenever the service 
on the street railway was mentioned to her. It would be very interesting to take 
the blood-pressure of some itlethoric middle-aged golf enthusiast after he places the 
ball on a tee, makes a vigorous swipe, and misses the hall altogether. 


—Majoi 



Herbert Acuff, M.D., F.A.C.S., F.LC.S. 
1886-1951 


In 1951, in the November issue of the Joinnial. we paid what tribute we could, out 
of bitter grief, to one of the leaders of the College. Now, four years later, it seems 
only fitting that an issue dedicated to the Twentieth Anniversary of the founding of 
the International College of Surgeons should be dedicated also to a man whose 
humanity, kindness, understanding and natural wisdom did so much to strengthen and 
support the College. The unstinted devotion of Herbert Acuff to the College, and to 
the ideals that inspired its creation are nowhere better exemplified than in the letter 
we reproduce below. 


June 21, 1948 

;My dear Dr. Thorek: 

I have just returned to my home, and in reflecting upon the achievements of the 
past six weeks, I am constantly reminded how much of it all I owe to you. 

The Honorary Fellowship in the Surgical Society of Rome is a recognition to be 
cherished by a limited number of surgeons in the world. Through your influence this 
came to “lowly” me. The honorary degree conferred upon me by the Piedmontese Sur¬ 
gical Society in Torino, the opportunity to present papers before both the Rome As¬ 
sembly of the International College of Surgeons and at the Torino Meeting are all 
directly attributable to you. 

Finally, you have placed upon my shoulders the mantle of leadership of the great 
International College of Surgeons, an honor which can only come to a maximum of fifty 
surgeons in a century—indeed, a small number out of the 50.000 surgeons of the half 
million physicians and surgeons of the world. 

If I blessed the name of Max Thorek daily, which I shall do, for the remaining days 
of my life. I could not adequately express my gratitude for the honors you have made 
possible or my sincere personal admiration for you. 

Yours has been an heritage given to but few men in the world. Endowed by God 
with capacitj- of intellect and emotion of soul, you have, by your own efforts, aug¬ 
mented both until in versatility' of erudition you have few who compare, and your sense 
of appreciation for kindness and loyalty transcends the most extravagant interpreta¬ 
tion of that term. 

YTiat can one do in re-payment for such an implied obligation? To me your posi- 
tio}7 as Founder of the Inteniafional College of Surgeons is as a father icliose pride 
in the groicth and achiei'cmcnt of his child is sacred and boundless. I conceive my 
role in such a program to be both a duty and a pleasure, and to assist in the proinotion 
and groicth of this child until its scope and influence shall spread to the remotest 
confines of earth. 

To this end. I dedicate anew my strength, my ability and my constant effort to the 
growth and achievement of our College in the hope that this may. in a small measure 
at least, compensate for all you and the College have and shall do for me. 

Again, with a gratitude which I believe you well know, I am 

Gratefully and sincerely, 

Herbert Acuff 
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New Books 


Books Received.—The following books 
have been received by the Editor; they 
will be reviewed critically as space and 
facilities permit. Omission of more ex¬ 
tended review, however, is not to be 
taken as criticism of the merit of the 
book. 


Legal Medicine, Pathology and Toxicology. 
By Thomas A. Gonzales, Morgan Vance, Mil- 
ton Helpern, and Charles J. Umberger, 2nd 
ed. New York, Appleton-Century-Crofts, Inc., 
1954. Pp. 1349. Profusely illustrated. 

Les Vomissements du Nourisson: Etude 
critique. Diagnostic etiologique, Indications 
therapeutiques. Par Emilio Roviralta. Edi¬ 
tion revue et augmentee par I’auteur en 1952. 
Adaptation fran^aise de Bernard Duhamel, 
d’apres la traduction de Edouard Del Castil¬ 
lo Japuolot. Paris, fiditions Medicales Flam- 
marion, 1952. Pp. 236. Ulus. 

Technique de la Chirurgie du Sympathique 
et de ses Infiltrations. Par 0. Lambret, P. 
Razemon, et P. Decoulx. 4e ed. Paris, G. 
Doin & die, 1953. 115 figures et 4 planches. 

Cystites Inv^terees et Algies Pclviennes, 
leur Trailement par InfiUrations Anesthesi- 
qiies et Neurotomies Chirurgicales. Par Ray¬ 
mond Darget et Holland Ballanger. Paris, 
Masson & Cie, 1954. Pp. 118. IIIus. 

El Dranaje en Cirugfa. For Domingo Prat. 
Montevideo, Imprcnta Rosgal, 1954. Pp. 166. 
Illus. 

Aspectos Quirurgicos de la Estasis Biliar. 
For J. Pi-Figueras, con V. Artigas y A. 
Llaurado. Madrid, Asociacion Espahola de 
Cirujanos, n.d. Pp. 155. Illus. (Ill Congreso 
Nacional de Cirugia, Granada, Septiembre 
de 1953). 

La Aortografi'a Abdominal. For Ramon 
Carillo, Raul F. Metera, y Juan de Duldcska. 
Buenos Aires, Lopez & Etchogoyen, S.R.L., 
1954. Pp. 114. Illus. 

Sindromi Dolorose dopo Interventi Gastri- 
ci e loro Terapia Chirurgica. Per Luigi Leo- 
poldo Bracca. Torino, Minerva Medica, 1952. 
Pp. 178. Plates. 

Thorakoskopische Eingriffe am Nenen- 
system. Von E. Kux. Stuttgart, Georg Thie- 
me, 1954. Pp. 130. 48 Toils mehrfarbigen 
Abbildungen. 


Pratique de L*intubation intra-tracheale 
en Anesthesie. Par Henri Gibert. Paris, G. 
Doin & Cie, 1953. Pp. 188. 39 figures. 

Pheochromocytoma and the General Prac¬ 
titioner. By Joseph L. DeCourcy and Cor¬ 
nelius B. DeCourcy. Cincinnati, DeCourcy 
Clinic, 1952. Pp. 165. 

The Year Book of Obstetrics and Gynecol¬ 
ogy, 1954-1955. Ed. by J. P. Greenhill. Chi¬ 
cago, Year Book Publishers, 1954. Pp. 544. 
Abstracts. 

Anuario Bibliografico Peruano de 1949- 
1950. Ed. by Alberto Tauro. Lima, Biblioteca 
Nacional, 1954. Pp. 427. (Ediciones de la 
Biblioteca Nacional-IX.) 

A general bibliography. I. Books and pam¬ 
phlets. II. Periodicals. III. Bio-bibliogra¬ 
phies. IV. Bib. of librarianship. Fully in¬ 
dexed, with cumulative contents of the 
series. 

Part I contains a section on medical 
sciences. 

Hugh Roy Cullen, a stor>' of American 
Opportunity. By Ed Kilman and Theon 
Wright. New York, Prentice-Hall, 1954. Pp. 
376. Illus. Biography of a distinguished 
medical benefactor. 

Diseases of the Skin, for Practitioners and 
Students. By George Clinton Andrews. 4th 
ed. Phil, and London, W. B. Saunders Co 
1954. Pp. 877. 777 illus. 

La Valvola Mitraler Aspetti anatomici, 
fislologici, clinici e chirurgici. Per Michele 
A. Chiechi c Charles P. Pailey (sic). Roma, 
Pensiero Scientifico Ed., 1954. Pp. 661. Illus. 

The History of the Samaritan Free Hospi¬ 
tal, with an Appendix on the London Hos¬ 
pitals and infirmaries. By Arnold Whitaker 
Oxford. Cambridge, W. HefFer & Sons, Ltd 
1931. Pp. 96. 

Patologia del Estomago Operado: 11 Con¬ 
greso Argentine de Gastroentoerologfa, Mar 
del Plata, 13-18 de Abril de 1953. Contribu¬ 
tors from Sociedad de Gastroenterologia de 
Buenos Aires, Asociacion Argentina de Ra- 
diologia, and Sociedad Medica de Mendoza. 
Buenos Aires, Ed. Universftaria, 1954. Pn 
482. Illus. '' 

Vcrhandlungen der chen 11 - 

schaft fiir Chirurgie, 7 ,7 ' 

1953. Berlin, Springer 53 
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BOOKS REVIEWED 

Narben Bleiben Zuriick (The Scars Re¬ 
main). By Paul Rosenstein. Germany: Kind- 
ler and Schiermeyer, 1955. Pp. 316, with 
photographic illustrations. 

This is the autobiographj'’ of one of the 
most eminent surgeons of Germany. Those 
who read German will derive a great deal of 
information and inspiration from its pages. 
The style is lucid, and the book represents a 
cross section of surgical practice in Germany 
at the apex of its activity and during its de¬ 
cline under the Hitler regime. The illustra¬ 
tions are photographs of contemporary 
scenes and personalities and are well exe¬ 
cuted. 

In substance, the book depicts the hard¬ 
ships and indignities undergone by a sur¬ 
geon, or any other person, of the .Jewish 
faith, no matter how gifted, in a milieu of 
enforced prejudice and contracted vision. 

Prof. Rosenstein was the fir.st to introduce 
the urogram into surgical practice. He was 
assi.stant and luter successor to the celebrated 
.James Israel of Berlin and was sponsored by 
Von Eiselberg of Vienna, He introduced the 
urogram into surgical practice and was the 
fir.st to point out the importance of serial 
sections to ascertain the route (ascending or 
descending) of renal infection.s. He recog¬ 
nizes with regret but without rancor that 
the American literature has never made ade- 
cjuate mention of his contributions to urology. 

A vivid picture is presented of the bigotry 
prevalent even in the highest circles of medi¬ 
cine in Germany under Hitler, regardless of 
the eminence of its victims. He cites, as an 
example, the distinguished .James Israel, 
whose name deterred the Medical Faculty of 
Berlin from according him a chair at the Uni¬ 
versity. Very late in this great man’s life 
the German Society of Surgery finally decided 
to make him an Honorary Fellow. Israel was 
the only Jewish scientist who received that 
distinction. What an indictment against the 
leaders of the time! Because of their reli¬ 
gion, even the greatest men in medicine were 
kept in the background at congresses and 
leai'ned forum discussions. When Prof. Ro¬ 
senstein presented three new works, all on 
new themes, at the Congress of the German 
Surgical Society, the presiding officer 
(Kortet told him that he could not be per¬ 
mitted to deliver an address, but could be 
I)ermitted a discussion or demonstration 
limited to five minutes! 


There were one or two generous and toler¬ 
ant spirits, of coui’se. Sauerbruch, for ex¬ 
ample, had the courage to .state to a class of 
medical students that .James Israel had made 
great contributions to surgery. VTien the 
.students showed resentment, Sauerbruch 
silenced them at once, saying, “Gentlemen, 
when all of you are forgotten, the name of 
James Israel will still illuminate the horizon 
of surgical achievement.” To make such a re¬ 
mark in those da}'.s could condemn a man to 
a concentration camp; few indeed were those 
who dared to speak plainly. 

During the Second World War it was Ro¬ 
senstein who thought of ligating infected 
venous trunks to prevent general sepsis and 
embolism. He fir.st described this method in 
the monumental work of Bier, Braun and 
Kiimmel. He regrets that, thirty years later, 
some have spoken of this as a newly dis¬ 
covered method without mentioning the origi¬ 
nator's name, and that America, which, he 
says, “stands at the head of scientific medi¬ 
cine today,” should have overlooked this im¬ 
portant contribution to surgical endeavor. 

Prof, Rosenstein was also the first to per¬ 
form a kidney transplant. The results were 
not satisfactory, but the idea was a spur to 
research in this direction. Again, he was the 
fir.st to perform Eck’s fi.stula procedure on a 
human being. One of Germany’s great sur¬ 
geons, August Dier, pointed this out at an 
open meeting: “While Eck’s fistula has been 
proposed, it was Prof. Rosenstein who was 
the fir.st to perform it successfully in a case 
of cirrhosis of the liver in a human being.” 

Although a general surgeon. Prof. Rosen- 
■stein was made an Honoraiy Member of the 
Gennan .Society of Urologj' in 19.5-3. 

The description of the terrific pressures 
and injustices perpetrated on those who did 
not agree with Hitler’s dicta makes interest¬ 
ing reading. Rosenstein and other physi¬ 
cians, regai'dless of i-eligion, who would not 
conform to Hitlerism were forbidden to treat 
Aryans. A very sick man was once brought 
to the hospital of which Rosenstein was chief 
surgeon. An operation was indicated to save 
the man’s life. When Dr. Rosenstein recom¬ 
mended this procedure he was told that Mr. 
Goebbels would decide who should per¬ 
form it. 

After Prof. Rosenstein emigrated to Eng¬ 
land he became a British subject. He also 
spent some time in the United States, 
wandering about from one place to another, 
often without the means for food or lodging. 
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In New York his difficulties in trying to get 
a foothold were insurmountable. He managed 
to get unsalaried employment teaching topo¬ 
graphic anatomy in the “First Institute of 
Podiatry.” It was necessary that he learn 
English before taking the New’ York State 
Board examination. He mastered the lan¬ 
guage but was not admitted, and to this day 
he has been unable to discover w’hy the op¬ 
portunity to take the examination was denied 
him. Conditions in the United States were 
so painful to him that he left for Brazil, 
where he has been since 1935. At present he 
is engaged in research on the effect of bone 
marrow in malignant disease. 

At one time Dr. Rosenstein and his entire 
family w’ere destined for the gas chamber in 
Germany. This reviewer hopes that his his¬ 
toric book will be translated into English, so 
that those not conversant with German may 
get first-hand information concerning this 
period in Germany and its deterioration 
under the Hitler regime. As a scientist. Dr. 
Rosenstein naturally desired and expected 
the appreciation of the w’orld, especially in 
his own country, of his sacrifices, devotion 
and contributions to our great calling. In¬ 
stead, he had to flee from destruction in the 
country where some of his dear ones had 
perished. 

JlAX Thorek, M.D. 


Chirurgie de la Main: Livre du Chirurgien. 
By Marc Iselin. Paris; G. Masson et Cie, 
1955. 4th ed. Pp. 967, w’ith 460 illustrations. 

This volume comprises two separate books 
under one cover, by a pioneer in the field. 
The first of these is Surgery of the Hand: A 
Book for the Surgeon, of which this is the 
second edition, and Surgery of the Hand: A 
Book for the Practitioner, of which it is the 
fourth. The first of these has been entirely 
rewritten; it is a down-to-date version of the 
first edition, published six years ago. The 
second is a reprinting of the edition that 
appeared in 1945. 

Despite the author’s evident familiarity 
with the literature the integrated work has a 
distinctly personal savor. The reader is im¬ 
mediately struck with the individuality of his 
style, which tends toward the discursive, but 
with no loss of clarity. Considering the rela¬ 
tive narrowness of its field, Chirurgie de la 
Main is a voluminous w’ork, encyclopedic in 
its completeness. 

In the Book for the Surgeon the bulk of 


the space is devoted to the diagnosis and 
surgical treatment of the sequelae of trauma 
and infection. Unusual attention is given to 
the psychologic and social implications. The 
divisions of this book are (1) Sequels of 
Traumatisms, (2) Acquired Affections and 
(3) Congenital Malformations. Under the 
first heading, comprising 465 pages, are the 
lesions classified by anatomic parts—the skin, 
bones, joints, tendons and nerves. In addition, 
chapters are included dealing with the se¬ 
quelae of amputations, reconstruction of the 
thumb and fingers, and prostheses for the am¬ 
putated hand. Under “Acquired Affections” 
are discussed in extenso Dupuytren’s contrac¬ 
ture (50 pages); tenosynovitis (30 pages); and 
arthritis deformans. There is also a chapter 
on tumors of the hand. The third and last 
section consists of some 25 pages devoted to 
the classification and treatment of congenital 
malformations, including syndactyly, congeni¬ 
tal stricture of the fingers, camptodactyly, 
giant fingers, brachydactyly, agenesis and 
Polydactyly. 

The Book for the Practitioner deals with 
(1) wounds of the hands and fingers includ¬ 
ing foreign bodies and bums, and a discus¬ 
sion of the social aspects of trauma of the 
hands and its sequels; (2) infections, and (3) 
closed traumatisms of the hand and fingers, 
with well-chosen instructions for the manage¬ 
ment of fractures and dislocations. Finally, 
it contains a fourth part entitled “Evaluation 
of Incapacity,” which will be especially inter- 
resting to doctors in industrial medicine. 

The paper, the print and the binding leave 
nothing to be desired. The illustrations, 
photographic and schematic, are plenteous and 
effective. 

Iselin’s Chirurgie de la Main, 1955, is 
especially recommended among related works 
for inclusion in the libraries of practitioners 
handling much traumatic work, as well as 
those of surgeons with special leanings 
toward reconstructive surgery of the hand. It 
is an excellent work of reference for any 
physician. 

ULYSSES Grant Dailey, Jl.D. 

Hey Groves’ Synopsis of Surgery. Edited 
by Cecil Wakeley. Baltimore: The Williams 
and Wilkins'Companj', 1951. 14th ed. Pp. 651; 



JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


NOVEMBER. 1955 


century. Medicine being what it is, a genuine 
epitome must be a continuing process, as 
alive as its users. The present offering has 
required many changes and additions: changes 
in the treatment of infections, resulting in 
part from the newer antibiotics, and definite 
advances in the surgical specialties, such as 
thoracic, plastic, urologic and vascular sur¬ 
gery. Careful revision has made room for 
these innovations and pruned the obsolete. 
There are also additional drawings. 

The present edition will maintain Groves’ 
reputation for dependability as a refei-ence 
when the student is preparing for examination 
or the practitioner needs a thumbnail review 
of a particular treatment. 

Max Thorek, M.D. 

Intestinal Obstructions. By Owen H. Wan¬ 
gensteen. Springfield, Ill.: Charles C Thomas, 
Publisher, 1955. Pp. 838, with 200 illustra¬ 
tions. 

In the third edition of Intestinal Obstrnc- 
tioiis Dr. Wangensteen has written an out¬ 
standing book. Although basically the same 
as the two previous editions, the book is larger 
by 364 pages and 79 illustrations. It includes 
much of the new material that has been pre¬ 
sented in the past fifteen years. The type has 
been reset completely in a style that makes 
for easy reading. 

It is only such endeavors as these that will 
bring about a continuing decline in the mor¬ 
tality rate of intestinal obstruction. The ref¬ 
erences are numerous and all-inclusive. Of 
particular interest to this reviewer was the 
pithy presentation of Chapter 20, which deals 
with intestinal obstruction due to internal 
herina. The book can be recommended highly. 

Philip Thorek, M.D. 

Surgical Forum: Proceedings of the Forum 
Sessions, Fortieth Clinical Congress of the 
.American College of Surgeons, Atlantic City, 
November 1954. Philadelphia: The W. B. 
Saunders Company, 1955. Pp. 835. 

This book, with 384 contributors consists of 
the papers presented at the Forum Sessions 
of the American College of Surgeons. 

^lany e.xcellent experimental studies are 
presented with reference to the stomach and 
pancreas, as well as a number of contribu¬ 
tions on experimental studies in nutrition, 
body fluids and metabolism. In addition, the 
results of further studies on cancer are re¬ 
ported. The steroids, shock, burns and anes¬ 
thetics as well are the subjects of many in¬ 


teresting reports, mostly experimental. 

In addition to these papers, however, con¬ 
tributions on the heart and great blood ves¬ 
sels make interesting reading, calling one’s 
attention to the important advances made in 
this area. Excision of thoracic and abdominal 
aneurysms and replacement with grafts ap¬ 
parently can be undertaken, with a reason- 
ablj" low moi-talit 3 ’^ rate. Various methods for 
sterilization of such grafts are presented by 
Szilazyi and his associates, and the discus¬ 
sions of the papers indicate that most sur¬ 
geons have no hesitation in using plastic 
grafts for such replacements. 

Included in this volume are studies of 
functional disturbances associated with cer¬ 
tain cardiac disorders, such as the work of 
Ferguson and his associates on experimentally 
produced shunts of the patent ductus type; 
the study of Bowes and his associates on ex¬ 
perimental abnormal pulmonary venous drain¬ 
age, and the studies on valvular dysfunction 
by Mecksti'oth and Klassen, Himmelstein, 
Hurwitt, Hoffert and Ferreira. Other ex¬ 
perimental operative procedures on the heart 
are described by Glenn and Turk and Shum- 
way and Lewis, Albert and Warder, and De 
Wall and Varco, as probably clinically pos¬ 
sible. Along the same line of endeavor, a 
number of reports are made on work done to 
develop a safe method for open operation on 
the cardiac chambers, including hypothermia 
and the use of controlled cross circulation. 

Since it is a compilation of predominantly 
experimental and thought-provoking reports 
on a variety of subjects, this book will prove 
most interesting and worth while to those 
who wish to keep abreast of modern develop¬ 
ments. 

W. M. McMillan, M.D. 

Pathology for the Surgeon. By William 
Boyd, M.D. Philadelphia: The W. B. Saun¬ 
ders Company, 1955. Pp. 737, with 547 illus¬ 
trations. 

The seventh edition of this well-established 
work will take its place alongside the previous 
six editions. The book has been rewritten 
rather than revised. It should be noted that 
the title has been changed from Surgical 
Pathology to Pathology for the Surgeon. 

Dr. Boyd’s erudition and method of pre¬ 
sentation are well known to surgeons in the 
United States. This text will remain a classic 
for manj' j^ears to come. It can be recom¬ 
mended highlj’. 

Philip Thorek, M.D. 
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L’espace retro-pubien (The Retro-Pubic 
Space). Carcasonne, M., and Inglesakis, J. 
A., Marseille Chir. 202:6, 1954. 

Anatomists and urologists do not agree as 
to the anatomic aspects of the retropubic 
space. The former insist on the presence of 
the venous plexus of Santorini; the latter 
affirm that they have never encountered it 
during retropubic prostatectomy. 

The authors have carefully dissected 50 
cadaver specimens and have studied numer¬ 
ous prostatectomies (Millin’s retropubic 
operation) with a view to solving the riddle 
of the vascular plane. 

The classic topographic picture of the 
retropubic space is reviewed. Surgically, 
this space is delimited in all directions ex¬ 
cept laterally. The space is divided into two 
layers, the vascular plexus of Santorini be¬ 
ing situated in the inferior. The contents of 
the space are studied in detail: The pubo¬ 
vesical ligaments divide it into two compart¬ 
ments: 1. The superior compartment repre¬ 
sents the cavity of Retzius and is, so to 
speak, empty. For the surgeon it represents 
a plane of cleavage and a route of approach 
to the inferior compartment. 2. The inferior 
compartment is bounded by the symphysis 
pubis anteriorly, the prostate posteriorly, 
the perineum inferiorly and the pubovesical 
ligaments superiorly. It constitutes the more 
important portion of the space and has prime 
surgical significance, particularly because of 
its vascular network. 

The arteries of this lower compartment are 
of no importance. The veins, on the other 
hand, constitute a large plexus described as 
the preprostatic venous plane of Santorini. 
Theoretically this plexus would make it im¬ 
possible to reach the anterior aspect of the 
prostate without extreme danger, but Mil¬ 
lin’s operation has proved the contrary. The 
present study tries to show how these con¬ 
traindications can be reconciled. 

Meticulous dissection has shown that there 
is a double plexus of veins, one superficial 
and one deeper, in front of the bladder and 
the prostate. The superficial plexus is not im¬ 
portant. It is separated from the more sig¬ 
nificant deep plexus by an aponeurotic sheet. 


It represents the perineal confluence of large 
veins, and there is evidence that the super¬ 
ficial plane is its derivative collateral. This 
is a striking observation, and the classic 
descriptions of Santorini’s plexus seem to 
correspond only to the superficial one. In 
reality, since the deep plexus is hidden by 
thick fibrous fascia (a continuation of the 
umbilicoprevesical aponeurosis), one can 
stop the dissection at this point and consider 
it a part of the anterior aspect of the pros- 
tatic bed. 

The different fasciae are the key to the 
surgical planes of cleavage. Behind the um- 
bilicoprevesicoprostatic fascia there is a 
second fibrous layer, which can be clearly 
isolated from the capsuloglandular plane of 
the prostate. 

It is now easy to understand that when the 
surgeon approaches the prostate via the 
retropubic route, he pushes forward the 
plexus of Santorini, which is sandwiched be¬ 
tween two aponeurotic fasciae. When one 
also considers that by enlargement (ade¬ 
noma) the prostate pushes forward and sep¬ 
arates laterally the two venous arcs of the 
deeper layer, one sees that they no longer 
stand in the surgeon’s way, especially as 
they not only are not adherent to the prostate 
but are easily isolated. The anatomosurgical 
contradictions are, therefore, apparent 
rather than real. Thanks to this excellent 
study, the vascular problem of Millin’s oper¬ 
ation is solved, and new possibilities are 
opened for retropubic operations, 

S. A. Gueukdjian, M.D. 


Prognosis of Breast Cancer for Pregnant 
and Nursing Women. White, T. T., Surg., 
Gynec. & Obst. 100:661, 1955. 

After combing comprehensive statistics, the 
author concludes that there is a low incidence 
of mammary carcinoma complicated by preg¬ 
nancy: 3 such carcinomas per 10,000 preg¬ 
nancies, 2.8 per cent of all carcinomas of the 
breast, are associated with pregnancy. 

The survival rate of women operated upon 
for carcinoma of the breast is generally agreed 
to be comparable to that of patients with un- 
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The authors express their firm conviction 
that the occurrence of jaundice as a complica¬ 
tion of peptic ulcer is not rare. The diag¬ 
nosis is uncommon because it is rarely thought 
of, never sought and only occasionally found 
by accident. 

A gastrointestinal roentgen series for every 
patient with obstructive jaundice and a serum 
bilirubin determination for every patient 
with peptic ulcer would undoubtedly increase 
the diagnostic incidence of the complication 
and provide the physician and the surgeon 
with valuable guides as to the patient’s future 
management. 

William E. North, 3I.D. 


Four Cases of Serious Tetanus Treated by 
Curarization, Prolonged General Anesthesia 
and Positive-Pressure Intratracheal Pulmo¬ 
nary Ventilation. Lassen, H. C. A.; Bjorne- 
hoe, M.; Ibsen, B.; Neukrich, F,, and Dollfus, 
P., Presse IVUd. 62:1403, 1954. 

During the poliomyelitis epidemic of 1952 
in Copenhagen the authors learned that 
tracheotomy coupled with positive-pressure 
artificial respiration could keep many a pa¬ 
tient with severe polio alive for several days. 
This led to their using the same technic in 
cases of severe tetanus, in which complete 
curarization is the only means of stopping 
convulsions. 

The method consists of pai'alyzing the pa¬ 
tient completely with curare, keeping him 
under continuous anesthesia with nitrous 
oxide and oxygen. Adequate pulmonary venti¬ 
lation is maintained by positive-pressure arti¬ 
ficial respiration (manual, with the breathing 
bag) via intratracheal intubation. 

Four patients were thus treated. In 1, anes¬ 
thesia was maintained continuously for seven¬ 
teen days. Three are alive; the fourth died 
of myocarditis, granulopenia and septicemia 
after the symptoms of tetanus had subsided. 
The case histories are reported in detail. 

Heretofore, patients died before lesions out¬ 
side the nervous system had had time to ap¬ 
pear. The authors point out that at present 
the complications of tetanus are not well 
understood. Myocarditis and granulopenia 
with thrombocytopenia were noted in 2 ca.ses. 
Septicemia was another complication. The 
possibility that these “new” causes of death 
in cases of tetanus are due to some allergic 
ruction to the drugs administered in large 
doses cannot be overlooked. The pathologic 
problems are commented upon. 

S. A. Gueukdjian, M.D. 


Radical Surgery in Cancer of the Cervix 
Metastasized to Peripheral Lymph Nodes. 
Brunschwig, A., Surg., Gynec. & Obst. 100; 
575, 1955. 

Dr. Brunschwig presents the record of a 
series of 5G patients, subjected to radical 
hysterectomy and pelvic lymph node excision 
three or more years prior to the time of writ¬ 
ing, in whom pathologic study of the peri¬ 
pheral pelvic lymph nodes revealed the pres¬ 
ence of metastases. Of these 56 patients, 24 
(43 per cent) survived three or more years 
after the operation. Twenty-nine were oper¬ 
ated upon five years earlier; of these, 9 were 
well at the end of the five-year period, an 
incidence of 31 per cent. 

It has been suggested that by radical 
hysterectomy and pelvic lymph node excision 
a not inconsequential number of patients (31 
per cent) may be salvaged for at least five 
years. Because of inability to detect peri¬ 
pheral pelvic node metastases by clinical (pel¬ 
vic) examination, the efficacy of radiologic 
treatment in their control cannot be evaluated 
for comparison. This fact might be presented 
as an argument favoring radical operation as 
the best method of primary treatment. 

Edmund Lissack, M.D. 


The Functional Menometrorrhagias: The 
Value of Cytohormonal Biopsy as a Guide 
lo Treatment. Based on 131 Cases fLes m6no- 
metrorragics fonctionnlesses; a propos de 
131 observations. Valeur de la biopsis cyto- 
hormonale comme guide du traitement). 
Mathieu, J., and Villedieu, P., Presse Med. 
63:404, 1955. 

Functional uterine bleeding is a therapeutic 
headache. 

When a woman complains of blood loss per 
vaginam, either as long or hoav'j* periods with 
a normal rhythm, as frequent irregular peri¬ 
ods, as abundant periods with intermenstrual 
loss or as metrorrhagia without any cyclic 
character, the doctor, in the absence of posi¬ 
tive physical signs, diagnoses functional 
menometrorrhagia. He then starts a variety 
of treatments, according to his outlook ami 
iibility. 

A study of 131 cases of functional uterine 
bleeding is presented. Of these 131, 20 under¬ 
went hysterectomy; 22 were subjected to 
hysterographic study, with normal pictures 
in 18, and cytohormonal biopsies were per¬ 
formed in 89. 
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Pneumatosis Cystoides Intestinalis 

JOSEPH I. ANTON, M.D., F.A.C.S., F.I.C.S., D-ICS/ 
HERBERT H. BURGER, M.D., F.I.C.S. 

WILLIAM HOFFMAN, M.S. (Surgery), M.B.. B.A.B.S. 

BROOKLYN, NEW YORK 
AND 

DAVID O. WEINER, M.D., F.A.C.S., D.A.B.S. 

DALLAS, TEXAS 


ALTHOUGH pneumatosis cystoides 
ZA intestinalis is a condition rarely 
^ encountered in clinical practice, 
certain features should lead to its recog¬ 
nition. Pneumatosis of the bowel may be 
an incidental and confusing feature in the 
presence of other pathologic conditions, 
and its recognition is of practical impor¬ 
tance. The presence of so-called primary 
pneumatosis cystoides intestinalis may 
present a major problem to the surgeon. 
The case presented here is unusual in that 
we were able to observe this condition 


•From thr Dep*rtm«it of Surgrry, Beth-EI Hospital. 
Brooklyn. 

Submitted for publication Aue. 2C, 1955. 


during three successive laparotomies on 
the same patient. 

REPORT OF A CASE 

L P., a SG-year-old white man, was ad¬ 
mitted to the Beth-El Hospital for the first 
time on Dec. 2, 1D50. His chief complaint was 
of severe pain in the upper part of the ab¬ 
domen, of six hours’ duration. He had been 
under medical treatment for duodenal ulcer 
for seven years prior to admission, but there 
had been no previous history of melena, 
hcmatemesis or perforation. 

At 8 a.m. on the da • of ad ',,ipn, he sud¬ 
denly experienced s ’ - ' • ain rad 

ating to the bac vomi 

several times. xen 


GGl 
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ating that he came to the emergency I'oom for 
treatment. 

Physical examination revealed a patient in 
obvious pain, with legs and thighs flexed and 
drawn up against abdomen. The essential 
data were exquisite tenderness on palpation, 
boardlike rigidity of the entire upper part of 
the abdomen, obliteration of liver dullness, 
and a white blood cell count of 13,800 per 
cubic millimeter, with 90 per cent segmented 
cells. An “erect film” of the abdomen taken 
immediately after admission showed the pres¬ 
ence of free gas between the right side of the 
diaphragm and the liver (Fig. 1). 

The clinical diagnosis was perforated pep¬ 
tic ulcer, and an operation was advised. At 
laparotomy the peritoneal cavity contained 1 
L. of slightly turbid, yellowish fluid. There 
was a perforation 3 mm. in diameter on the 
anterior aspect of the first part of the duo¬ 
denum, from which gastric contents were 
issuing freely. Several small berry-like bluish 
nodules tcere noted in the greater omentum. 
The perforation in the duodenum was closed 
by the Graham technic, and a portion of the 
greater omentum containing some of the 
berry-like nodules was removed for biopsy. 


This tissue was later reported as nonspecific 
granuloma. 

The postoperative course was complicated 
by a daily elevation of the temperature to 
102 F., which persisted until the fourteenth 
postoperative day. A chest film taken at this 
time was intei'preted as showing right bron¬ 
cho-pneumonia with bilateral segmental ate¬ 
lectasis and a suggestive right subphrenic ab¬ 
scess. The latter diagnosis was predicated on 
the roentgenogram, which disclosed “multiple 
fluid levels in the subdiaphragmatic area on 
the right side, surmounted by gas bubbles” 
(Fig. 2). However, from the fifteenth post¬ 
operative day on the patient was afebrile and 
began taking a full convalescent ulcer diet 
without difficulty. The abdominal wound 
healed per primam, and he was discharged 
from the hospital on the seventeenth post¬ 
operative day. 

He was readmitted in November 1951, be¬ 
cause of persistent vomiting. A gastrointes¬ 
tinal series was done and disclosed postpyloric 
obstruction phis the presence of gas between 
the diaphragm and the liver on the right. The 
latter condition was explained on the basis of 
the interposition of loops of small intestine 
(Fig. 3). 




|/? 




m 


j 


Fisr 1—A free air under the right side of the diaphragm. Note that the translucency is not uni- 
fomi and shows numerous arcuate shadows (Chilaiditi’s sign) The clinical picture, 
of perforated ulcer. B, probably another e.xample of ChilaiditTs sign—loops of small intestine hung 
up” in the right upper quadrant, owing to the buoyancy of the intestinal gas cysts. 
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The patient was operated upon for the 
second time on November 26. An- indurated 
ulcer was observed on the anterior surface of 
the first portion of the duodenum, just distal 
to the pylorus. In addition, the terminal 4 
feet of ileum was covered by a mass of cysts 
varying from 0.5 to 2.0 cm. in diameter (Fig. 
4). The cysts were grayish to bluish and ap¬ 
peared to be subserous. They apparently con¬ 
tained gas. The serosa of the ileum was 
edematous and thickened. In view of the ob¬ 
scure nature of the ileal pathologic condition, 
it was deemed inadvisable to perform a gas¬ 
trectomy at this time; therefore a retrocolic 
gastrojejunostomy was carried out. A few of 
the cysts of the ileal wall, removed for biopsy, 
were reported as pneumatosis cystoides in- 
testinalis (Figs. 5 and 6). The postoperative 
course was essentially uneventful. 

On the fourteenth postoperative day, gas¬ 
tric analysis disclosed a fasting free acid 
value of 74 units, with a total value of 86 
units. In view of the high gastric acidity and 
the consequent likelihood of stomal ulceration, 
a transthoracic vagotomy was carried out on 
December 14. A Hollander insulin test done 
ten days after the operation showed no free 
acid in the fasting specimen. After sixty 
minutes the value for free acids was 14 units 
and that for total acids 78 units, indicating 
incomplete section of the vagi. The patient 
was asymptomatic, however, and was dis¬ 
charged for follow-up in the out-patient de¬ 
partment. 

He was admitted for the third time on Jan. 
23, 1952. On the afternoon of January 21, he 
had been seized with severe constant pain in 
the right upper abdominal quadrant and right 
paraumbilical region, and also with pain in 
the right costovertebral angle, radiating to 
the right testicle. Physical examination on 
admission revealed slight tenderness and some 
rebound tenderness in the right iliac fossa, 
but no true abdominal rigidity. An intrave¬ 
nous urogram was entirely normal. Gastric 
analysis on January 28 was negative for free 
acids throughout, but showed a total acid 
level up to 56 units. The patient became 
asymptomatic for a time on a convalescent 
ulcer diet, but beginning on February 2 he be¬ 
gan to have nocturnal attacks of severe epi¬ 
gastric pain, sometimes radiating posteriorly 
to the small of the back, and sometimes later¬ 
ally to the flanks. Aspiration of the gastric 
contents during several of these attacks 
yielded a clear residue varying in amount 
from 200 to 600 cc. 



Pig. 2.—Postpyloric obstruction. Note gas shad¬ 
ows in the right upper quadrant. 



Fig. 3. — Striking appearance of pneumatosis of 
the bowel as seen at the operating table. 


A gastrointestinal series done on February 
6 and again on February 11, disclosed a non¬ 
functioning gastroenteros *. toma. The 
duodenal bulb was irre ‘ ' ‘ e, and 

gastric evacuation was 

The patient was lapar 'rd 

time on Februarj' ., T 
dense adhesion 
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the right lobe of the liver. The serosa of the 
entire small intestine, as far as visualized, 
was covered with a fairly thick fibrinous exu¬ 
date. Sjnall bhitsh nodules were seen in the 
serosa of various parts of the small intestine. 
The stomach was markedly dilated and 
showed signs of active inflammation, although 
no definite ulceration could be detected. The 
gastrojejunostomy was taken down, the open¬ 
ing in the jejunum repaired, and a high sub¬ 
total gastrectomy performed, a Hofmeister- 
Polya antecolic gastrojejunostomy being uti¬ 
lized. The postoperative course was compli¬ 
cated by transient lower nephron nephrosis 
caused by a transfusion of incompatible blood. 
The patient eventually tolerated a progres¬ 
sively increasing Sippy diet, and the wound 
healed per primam. On discharge, he was re¬ 
ferred to the outpatient department, where at 
the last report he had gained 15 pounds (6.8 
Kg.) and was entirely asymptomatic. 

COMMENT 

Definition. — Pneumatosis cystoides in- 
testinalis (or intestinorum) has been 
called gas cysts of the intestine, emphy¬ 
sema of the intestine or mesentery, cystic 
pneumatosis of the intestinal tract, entero- 
mesenteric bullous emphysema, gas cysts 
of the abdomen, cystic lymphopneumatosis 
and peritoneal pneumatosis. It is charac¬ 
terized by the formation of gas-containing 
cysts of varying size within the wall of the 
stomach, the small and large bowel, and 
the leaves of the mesentery. Occasionally 
the cysts occur in areas other than the 
gastrointestinal tract, e. g., beneath the 
diaphragm and in the mediastinum. Al¬ 
though any part of the gastrointestinal 
tract may be involved, a predilection for 
the small bowel and the ileocecal region 
has been noted. 

Historical Rcvieir .—The first adequate 
documentation of this disease in man 
dates back to Bang' in 1876. although ear¬ 
lier reports by Du Vernoi- in 17.30 and 
Combalusier" in 1747 apparently described 
the same condition. Cloquet' in 1820 de¬ 
scribed pneumatosis in swine, and in 1825 
I)Iayer.'’ also writing about the disease in 


swine, first coined the name “pneumatosis 
C 3 'stoides intestinorum.” Hahn," in 1899, 
reported the first case observed in which 
a living person was involved. The first 
case in the American literature was re¬ 
ported by Finney" in 1908. 

Numerous reports have come out since 
the turn of the century. Mills,'"' in 1925, 
collected 100 cases from the literature. 
Jackson,® in 1940, and Vaz,"’ in 1941, 
brought the total to 172 and 190 respec¬ 
tively. Koss," in 1952, found an aggre¬ 
gate of 255 cases in the literature. 

This disease also occurs in infants and 
children. Moore'® reported 4 cases in 
1929, Botsford and Krakower'' adding 6 
in 1938 and Lindsaj’’, Rice and Selinger" 
1 ease in 1940. Judge, Cassidy, and Rice,'"’ 
in 1949, brought the total in infants and 
children to 30 cases, and Koss,” in 1952, 
found 31 cases in the literature. 

Gas cysts are known to occur in the in¬ 
testines of swine and sheep and, much less 
frequently, in chicks. A similar lesion has 
been observed in the bladder of men, par¬ 
ticularly in diabetics, and in the vagina 
and bladder of women. 

Pathologic Aspects. —Grossly, the bowel 
and mesenteiy of a patient with pneuma¬ 
tosis cystoides intestinalis present a bi¬ 
zarre and striking picture. The cysts may 
vaiy from the size of a pinhead to several 
centimeters in diameter; they may be ses¬ 
sile or pedunculated; they may occur 
singlj' or in bunches or clusters that re¬ 
semble soap bubbles or hydatid moles. 
These soapsuds-like structures may be at¬ 
tached to the intestine by pedicles and 
spread out like a bunch of grapes. The 
lumen of the bowel may be narrowed and 
actually obstructed b.v submucosal cjLsts 
protruding into it. The cysts contain an 
odorless, noninfiammable gas, and they 
collapse on puncture usually with a pop¬ 
ping noise. On rare occasions the cj’sts 
contain fluid. 

Microscopicall.v the air spaces appear to 


664 



VOL. XXIV. NO. 6 


ANTON ET AL.: PNEUMATOSIS CYSTOIDES 



represent distended and sealed-off lymph 
channels. In most instances the cysts are 
lined by a layer of flat endothelium-like 
cells resembling those found in lymphat¬ 
ics. Not infrequently, the cyst wall in a 
patient with disease in an early stage 
shows a variable amount of acute and 
chronic inflammatory reaction surround¬ 
ing the endothelial lining, plus the pres¬ 
ence of multinucleated giant cells—all in 
a matrix of sparse connective tissue con¬ 
taining some elastic fibers. The multi¬ 
nucleated giant cells on occasion are noted 
in the cyst wall and at other times are 
inside the cyst. Small whitish nodules 
have been observed on the serosa after the 
disappearance of the cysts. These most 
probably represent scar tissue. 

One may conclude that the histologic 
picture of this lesion does not suggest neo¬ 
plasia. Rather, it is probably the result of 
tissue response to the presence of a for¬ 
eign agent—in this case, the gas contained 
within the cyst. •' j 


Clinicdl Observations. — It should be 
stated at the outset that pneumatosis 
cystoides intestinalis may exist in asymp¬ 
tomatic and apparently innocuous form, 
and is discovered at laparotomy for other 
disease. In the great majority of cases 
pneumatosis is associated with other le¬ 
sions of the gastrointestinal tract. Ac¬ 
cording to Koss,'' in 58 per cent of cases 
there were lesions in the pyloric area, pre¬ 
dominantly of the stenotic peptic ulcer 
type. Other concomitant diseases included 
carcinoma of the stomach, intestinal tu¬ 
berculosis, acute and chronic appendicitis, 
chronic colitis, intestinal obstruction from 
various causes, ulcerative disease of the 
bowel, and parasites. In a small group of 
cases the cysts were of the “primary” 
type, unassociated with other disease. 

The pre.sencc of gas cysts in the bowel 
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between neighboring masses of cysts; 
volvulus induced by masses of cysts; 
pneumoperitoneum resulting from rupture 
of the cysts, and intussusception. 

In most cases the presenting symptoms 
and signs (as, for example, in the case 
here reported) were those of the primary 
disease and not the pneumatosis. When 
the pathologic condition is produced by 
the cysts themselves, treatment is directed 
toward the presenting symptom complex 
—most often intestinal obstruction or 
peritoneal irritation. The diagnosis at 
this point may become evident from the 
roentgenogi'aphic observations. Pneumo¬ 
peritoneum without the clinical data in¬ 
dicative of a perforated hollow viscus 
should suggest the possibility of abdom¬ 
inal gas cysts. In all cases, roentgeno¬ 
grams reveal the distinguishing feature of 
the disease. 

Roentgenographic Description .—One of 
the most significant signs, the interposi¬ 
tion of loops of cyst-containing small 
bowel between the liver and the dia¬ 
phragm, was first described by Chilaiditi*® 
in 1911. Barjon and Dupasquier,’" in 
1913, and Moreau,^* in 1917, were the first 
to point out this roentgenographic config¬ 
uration in cases of pneumatosis cystoides 
intestinalis. The first case on record to 
be diagnosed roentgenologicall.v and con¬ 
firmed at operation was reported by 
Reverdin*'-' in 1924. Lerner and Gazin,^'’ 
in 1946, reported the first case in America 
in which the diagnosis was based on roent¬ 
gen examination, and the same authors-^ 
made the diagnosis in another case in 
1949, and this time confirmed it at opera¬ 
tion. 

The roentgenographic data that may be 
considered pathognomonic of pneumatosis 
cystoides intestinalis are as follows: 

1. Free air under the diaphragm, per¬ 
sistent over a prolonged period 
without clinical evidence of a per¬ 
forated hollow viscus. 


2. Loops of small intestine “hung up” 
in the right upper quadrant between 
the liver and the diaphragm. The 
translucency in this area, however, 
is not uniform and shows arcuate 
lines delineating the intestinal loops 
(Chilaiditi’s sign). 

3. Localized accumulations of gas out¬ 
side the bowel lumen manifested by 
relatively circular translucent shad¬ 
ows and giving a honeycomb ap¬ 
pearance on flat abdominal view.-- 

4. An occasional partial or complete 
intestinal obstruction produced by 
submucosal cysts. The interior of 
the bowel assumes a scalloped ap¬ 
pearance especially pronounced on 
barium enema. 

Etiologic Factors .—Until recently, three 
main theories had been advanced as to the 
causation of this disease — namely, the 
neoplastic, the infectious and the mechan¬ 
ical. Recently a fourth theory, the nutri¬ 
tional, has been suggested by Schorr, Ull- 
mann and Laufer.-- These authors sup¬ 
port a nutritional hypothesis based on the 
experiments of Eveleth and Biesterwho 
demonstrated that the intestinal serosa of 
hogs fed on polished rice may become cov¬ 
ered with gas cysts. Friedlander and Tei- 
telbaum-^ have suggested avitaminosis as 
a nutritional factor in human cases, either 
alone or in combination with other causes. 

The older theories, namely, the infec¬ 
tious and neoplastic, have ascribed the 
formation of gas cysts either to infection 
of the bowel and mesenteiy by gas-pro¬ 
ducing organisms or to special “gas-form¬ 
ing” tumor cells. However, no organism 
has been consistently cultured from the 
tissue or the contents of the cy.sts, and, 
when an occasional micro-organi.sm has 
been observed, the growth could conceiv¬ 
ably have been due to contamination. The 
presence of numerous multinucleated giant 
cells in cyst cavities and cyst walls doe.s 
not support the neoplastic theory. 
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In our opinion the mechanical theory 
of origin, either alone or in combination 
with a nutritional factor, is the most con¬ 
vincing. In nearly all of the cases re¬ 
ported, obstruction has been present at 
some point in the gastrointestinal tract. 
Assuming that there is a small break in 
the continuity of the mucosal layer of the 
intestine, it is entirely plausible that the 
increased intraluminal pressure produced 
by obstruction causes gas to be forced 
through the mucosal defect into the lym¬ 
phatics of the bowel and the mesentery. 
Some of the gas may escape directly into 
the tissues. 

The bad state of nutrition in practically 
all of these patients points to severe vita¬ 
min and metabolic deficiencies. When a 
stenotic ulcer of the pylorus or duodenum 
is present, the bowel distal to the lesion 
may lack various factors provided by nor¬ 
mally descending gastric juices. 

COMMENT 

A case of pneumatosis cystoides intesti- 
nalis is presented, in which the condition 
was observed, apparently unchanged, dur¬ 
ing three successive laparotomies. The 
primary pathologic condition in this pa¬ 
tient as in the majoritj- of patients with 
this cystic disease, was a stenosing duo¬ 
denal ulcer, first manifested by perfora¬ 
tion and later by obstruction. It is of in¬ 
terest that the roentgenographic and 
operative observations were confusing 
until the true nature of the concomitant 
pneumatosis was divined. 

In this ease, the cystic disease was pre¬ 
sumably innocuous and did not add to the 
symptoms produced by the peptic ulcer. 
In numerous other reported cases, how¬ 
ever, the pneumatosis produced the pri- 
marj’ clinical picture in the form of 
pneumoperitoneum, partial or complete 
intestinal obstr — 

ability to mak 


tively, primarily from roentgenograms, 
greatly simplified the treatment. 

Pneumatosis cystoides inte.stinalia in it¬ 
self is a self-limited asymptomatic disease 
from which the patient may recover com¬ 
pletely. It is most often observed inciden¬ 
tally at operation for another condition. 
The etiologic, pathologic, roentgenologic 
and clinical features are pointed out in 
this article. The authors e.xpress the opin¬ 
ion that the disease occurs ns the result of 
two coexisting factors—namely, mechani¬ 
cal obstruction in the gastrointestinal 
tract .superimposed on a poor nutritional 
and avitaminotic state. 

The treatment of this disease is the 
treatment of the underlying condition un- 
lc.ss the pneumatosis cy.stoidos intestinalis 
itself has produced the clinical picture. 

ZUSAMMENFASSUNO 

Die Pneumatosis cy.stoides inte.stinalis 
wird meistens zufiillig bei der Operation 
einer anderen Erkrankung beobachlol. 
Der Verfasser erfirtert den Krankhoit.s- 
verlauf und weist auf iitiologische, patholo- 
gische, rontgenologische und k 1 i n i s c h c 
Eigcnheiten hin. Seiner Meinung nach 
entsteht die Erkrankung durch eine Kom- 
bination von zwei Faktoren. niimlich 
mechani.scher Obstruktion im Magendarm- 
kanal und eines schlechten allgemeinen 
Ernahrungszustandes mit Mangel an Vi- 
taminen. 

Die Therapie besteht in der Bchand- 
lung der zugrundeliegenden Erkrankung, 
es sei denn dass die Pneumatosis cystoides 
intestinalis selbst ein klinischos Krank- 
beihsbild hervorgerufen hat. 

La pneumato.se cystoide intestinale c.st 
decouverte dans la plupart de.s ca.s pendant 
I’opcration '-e autre maladie. L’au- 

ie et ex- 
.“, patho- 
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logiques, radiographiques et cliniques. A 
son opinion la maladie resulte de deux 
facteurs coexistants: un obstacle meca- 
nique dans les voies, gastro-intestinales, 
superposant une condition de chetivete et 
avitaminose. 

Le traitement de cette maladie est le 
traitement de la condition originale, pour- 
vu que la pneumatose cystoide intestinale 
n’a pas produit le syndrome clinique elle 
meme. 

RIASSUNTO 

La pneumatosi cistica intestinale per lo 
pill e di osservazione accidentale durante 
interventi per altre affezioni. Viene de- 
scritta I’etiologia, la patogenesi e il quadro 
clinico e radiologico di questa oscura ma- 
lattia che nella opinione dell’autore e do- 
vuta a due fattori e precisamente all’ostru- 
zione meccanica del tubo gastrointestinale 
associata a disturb! di nutrizione e avita- 
minosi. 

La cura consiste nel trattamento delle 
manifestazioni associate. 

RESUMEN 

La pneumatosis cistoides intestinalis se 
observa mas frecuentemente en forma ac¬ 
cidental cuando se hace alguna operacidn 
por algun otro padecimiento. El autor 
comenta el proceso de la enfermedad y 
senala su factores etiologicos, patologicos, 
roentgenologicos y clinicos. En su opinion 
esta enfermedad ocurre como resultado de 
dos factores coexistentes, a saber: obstruc- 
cion mecanica en el aparato gastrointes¬ 
tinal agregada a un estado nutritivo pobre 
.V a una avitaminosis. 

El tratamiento de esta enfermedad es 
el tratamiento del padecimiento que la 
produce a menos de que la pneumatosis 
cistoides intestinalis haya producido por 
si misma la imagen clinica. 

REFERENCES 

1. Baiip. B. L. F.: Luftholdipe kyster i vaggren 
af ileum og i nydannot bindcvav pa pammes ser¬ 
osa. Nord. Med. Ark. 1S76. 


2. Du Vernoi, J. G.; Aer intestinorum tam sub 
extima quam intima tunica inclusus: Obsersm- 
tiones anatomicae; Comment, Acad, acient. imp 
Petropol. 5:213, 1730. 

3. Combalusier, F. de P.: Pneumato-pathologia 
seu tractatus de flatulentia humani corporis affec- 
tibus. Paris; 1747, p. 17ff. 

4. Cloquet, J.: Emphyseme du tissu cellulaire 
qui renit les tuniques de I’estomac, Bull. Fac. Soc. 
de Med. Paris 8:267, 1820. 

5. Mayer, A. F.: Beobachtung einer pneumato¬ 
sis cystoides intestinorum, J. Prackt. Heilk. 61: 
(Part 2);67, 1825. 

6. Hahn, E.: Uber Pneumatosis Cystoides In¬ 
testinorum Hominis und einen durch Lapartomie 
behandelten Fall, Deutsche Med. Wchnschr. 25: 
657, 1899. 

7. Finney, J. M. T.: Gas Cysts of the Intestine, 
J.A.M.A. 51:1291, 1908. 

8. Mills, H. W.: Gas Cysts of the Intestine, 
Surg., Gynec. & Obst. 40:387, 1925. 

9. Jackson, J. A.: Gas Cysts of the Intestine, 
Surg., Gynec. & Obst. 71:675-678, 1940. 

10. Vaz, 0.; Pneumatose cistica intestinal. Rev. 
Med. Munich. 2:449, 1941. 

11. Koss, L. G.: Abdominal Gas Cysts (Pneu¬ 
matosis Cystoides Intestinorum Hominis), Arch. 
Path. 53:523-549, 1952. 

12. Moore, R.: Intestinal Pneumatosis, Am. J. 
Dis. Child. 38:818, 1929. 

13. Botaford, T. W., and Krakower, G.: Pneu¬ 
matosis of the Intestine in Infancy, J. Pediat. 13: 
185-194, 1938. 

14. Lindsay, J. W.; Rice, E. C., and Selinger, 
M. A.: Arch. Path. 30:1005, 1940. 

15. Judge, D. J.; Cassidy, J. E., and Rice, E. C.: 
Arch. Path. 48:206, 1949. 

16. Chilaiditi, D.: Zwei Falle von temporarer 
partieller Leberver-lagerung, Beibl. Mitt. Gesel- 
Isch. inn. Med. Kindern 9:74, 1911. 

17. Barjon, F., and Dupasquier, D.: Kystes 
gazeux de I’intestin, Lyon Med. 121:565, 1913. 

18. Moreau, L.: Sur un cas d’hepatoptose par 
interposition avec kystes gazeux de I’intestin; 
examination radiologique verifie par I’intei'ven- 
tion. Arch, d’elec. med. physioth. 25:393, 1917. 

19. Re\erdin, A.: Maladie Kystique de I’intestin 
(Pneumatosis intestinalis). Rev. Med. Suisse 
Rom. 44:545, 1924. 

20. Lerner, H. H., and Gazin, A. I.: Pneuma¬ 
tosis Intestinalis: Its Roentgenologic Diagnosis, 
Am. J. Roentgenol. 56:464, 1946. 

21. Gazin, A. I.; Brooke, W. S.; Lerner, H. H., 
and Price, F. B.: Pneumatosis Intestinalis, Am. J. 
Surg. 77:563, 1949. 

22. Schorr, S.; Ullmann, T. D., and Laufer, S.: 
Pneumatosis cystoides intestinalis. Arch. Int. 
Med. 88:362-373, 1951. 

23. Eveleth, D. F., and Beister, H. E.: Further 
Studies on Intestinal Emphysema of Swine, Am. 
J. Hyg. 27:364, 1938. 

24. Friedlander, S. 0., and Teitelbaum, S. S.: 
Gas Cvsts of the Intestines; Cystic pneumatosis. 
West. J. Surg. 58:192, 1950. 


668 



Gangrene in the Aged Associated with 
Fractures of the Extremities 

DONALD S. MILLER, M.D., Ph.D., F.I.C.S. 

AND 

ALVIN J. HARRIS, M.D. 

CHICAGO, ILLINOIS 


G angrene of the extremity in the 
aged may he consequent to trauma 
and may he induced hy treatment. 
Traumatic gangrene may occur as a result 
of impingement of large or small bone 
fragments against the blood vessel wall, 
tearing the wall; orthopedic treatment by 
casts or moleskin traction may cause pres¬ 
sure gangrene; sudden traction to ex¬ 
tend flexed knee joints, as in the pres¬ 
ence of arthritis, may produce a sudden 
vascular spasm with ischemia to a distant 
part of the extremity and lead to total 
gangrene; the insertion of pins in pa¬ 
tients with impaired peripheral circula¬ 
tion, and especially intramedullary nail¬ 
ing, may lead to tissue breakdown. Spon¬ 
taneous gangrene must not be overlooked. 
This may take place without warning in 
debilitated persons with diabetes or kid¬ 
ney disorders complicating vascular de¬ 
generation, with the gangrene accelerated 
by superimposed orthopedic treatment. 
Arteriosclerosis obliterans, already pres¬ 
ent, may be complicated by the production 
of a sudden thrombus in the atheromatous 
blood vessel wall or by pressure of tight 
bandages or casts on the soft tissues, iead- 
ing to tissue necrosis. Although the 
greater percentage of gangrenous limbs 
results from arterial thrombosis, venous 
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thrombosis may also lead to gangrene of 
the extremity and does so in the aged in 
about a third of the cases. 

The use of moleskin traction is not so 
widespread as it was formerly; neverthe¬ 
less, it is still applied often enough to the 
aged to justify concern, for it may incite 
further ischemia to the extremity, with 
resulting dry or wet gangrene. 

In old persons, gangrene is likely to fol¬ 
low trauma to the hip or shaft of the 
femur, because many aged patients with 
hip fractures are ordinarily cachectic, se¬ 
nile, diabetic and hypertensive; they also 
have cardiovascular-renal abnormalities, 
especially peripheral arterio.scIerosis oblit¬ 
erans. The medical problems, therefore, 
must be carefully assayed, particularly 
with regard to circulation, so that the 
traumatic condition may be treated ac¬ 
cordingly without worsening existing com¬ 
plications, perhaps irreparably. 

Symptoms. — Cadaverous discoloration 
of the e.\-tremity on elevation, loss of 
pulse, and local pain generally comprise 
the triad of symptoms noted before gan¬ 
grene actually appears. Changes are pri¬ 
marily local. Bluish discoloration of the 
dorsum of the foot, petechiae over the 
malleolar areas or dorsum of the foot, with 
resulting alterations in the peripheral 
nerves and muscles, are typical. Weakness 
of muscle function, paralysis of the exter¬ 
nal peroneal group or the extensors of the 
feet are indications of anoxia to the mus- 
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phenomena become more pronounced and 
usually’' overlap the signs of early gan¬ 
grene. Infection is often present Avith 
associated toxicity, although rises in tem- 
peratui-e are generally not high. If venous 
thrombosis becomes pronounced and 
propagation ensues, pulmonary embolism 
is not uncommon. The opposite extremity 
may likewise become involved, and unless 
treatment is instituted immediately the 
outcome may be fatal. 

Incidence .—The incidence of gangrene 
associated with fractures in the aged, as 
indicated by our experience, is evidently 
higher than the recorded literature would 
suggest. Apparently physicians rarely re- 
lort gangrene as a complication of frac- 
- treatment in the aged. In 1934, Dodd’ 
bllected 29 cases from the world literature 
and added 2 of his own. In the collected 
cases gangrene was usually of the dry va¬ 
riety. In no instance had gas bacillus in¬ 
fection been observed. Most cases of 
gangrene Avere of the noninfective type as 
described by Child,- and AA-ere seen, as in 
Child’s cases, only in the lower part of the 
leg. Dodd’s tAvo cases of gangrene fol- 
loAved fractures of the femur.’ 

Bickel," in a general discussion of com¬ 
plications of fractures, considered the 
problem of A'asospasm and resulting ische¬ 
mia to the part. He mentions trauma to 
the brachial artery in supracondylar frac¬ 
tures AA’hich caused irreparable injury to 
the artery pi*oper. Bickel also noted throm¬ 
bosis in the area of trauma. He suggested 
that the popliteal space in cases of supra¬ 
condylar fractures of the femur may be 
compressed by posterior angulation of the 
fracture AA'ith pressure on the artery or 
rupture of the artery. Vessels of the upper 
extremity are understandably someAvhat 
less A'ulnerable than those of the loAver ex¬ 
tremity. 

In a 1947 review of noninfective gan¬ 
grene complicating fractures. Yaeger’ re¬ 
ported 3 neAv cases and discussed a frac¬ 


ture of the femur AA’ith almost immediate 
ischemia of the leg, Avith gangrene devel¬ 
oping after the third day and amputation 
required on the tenth day. The patholo¬ 
gist’s examination of the artery revealed 
an organizing thrombus at the bifurcation 
of the popliteal artei’y. 

Hedrick and his colleagues'’ discussed 4 
cases of fractures of the extremities: frac¬ 
tured femur; fractured left tibia and 
fibula; fractured midportion of the left 
humerus, and compound fracture of the 
middle third of the left humerus. Al¬ 
though their patients w^ere not aged and 
therefore the arteriosclerotic problems 
AA’ere not the same as in the present series, 
these obsei’A^ers likeAvise stress the neces¬ 
sity for preservation or reestablishment 
of the circulation to the extremity Avhich 
must take precedence over attempts at 
satisfactory reduction. They emphasize 
the importance of examination of the vas¬ 
cular system before reduction is under¬ 
taken. 

Material. — Thirty-nine cases of gan¬ 
grene associated Avith fractures of the hip 
have been collected, Avith 3 exceptions, 
from the three fracture AA^ards of Cook 
County Hospital, AA'here orthopedic treat¬ 
ment is instituted almost immediately on 
arrival, after an initial appraisal of the 
acute problem. If operation is not indi¬ 
cated, consei’Amtive measures are applied. 
All patients Avere transferred to our serv¬ 
ice after the gangrenous complication en¬ 
sued. Most patients admitted to Cook 
County Hospital are medically indigent 
and reflect general neglect and chronic de¬ 
bility commonly associated Avith chronic 
cardioA’ascular-renal disease. They exhibit 
one and usually more of the folloAA’ing con¬ 
ditions: diabetes; hypoproteinemia; hy¬ 
pertension ; hemiplegia; organic heart 
disorders; generalized arteriosclerosis, and 
alcoholism. 

In the cases reported here, except for 
that of 1 patient, aged 54, the age range 
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i between 64 and 97 years, the span 
ing which advancing degenerative arte- 
;clerosis increases susceptibility to al- 
itions in the character of the blood and 
sel walls. Such circulatory alterations 
^ be the precursors of gangrene. 

’he accompanying table shows the 
iiopedic-medical relationship to gan- 
ne in our 39 selected cases. Fourteen 
these cases are herewith reported in 
imary and illustrated. In all cases in 
series, vascular changes in the feet and 
3 led to gangrene following treatment 
the orthopedic or traumatic condition. 

:ONDENSED REPORTS OF FOURTEEN CASES 

’ASE 1 (Figs. 1 and 2),—^V, W., a senile 
gress, aged 97, was admitted to the Cook 
inty Hospital on March 31, 1951. Two days 
Her she had injured her left hip joint in a 
1 . It was ascertained that she had been 
ipneic and orthopneic for a year, with car- 
vascular-renal disturbances and pitting 
ma of the extremities. She was poorly 
irished and debilitated. Roentgenograms 
ealed an intertrochanteric fracture of the 
t hip joint with upward displacement of the 
,/t. Oj) ApriJ 2, moieskifi tr/icthn hsd been 



Fig. 1 {Case I).—Advancing gan¬ 
grene of the moist type with decubi¬ 
tus ulcer following moleskin traction 



Fig. 2 (Case 1 ).—Roentgenographic appearance; 
blade plate in place. 


applied to the left lower e.\tremity, with 25 
pounds (11,3 Kg.) of weight. The conventional 
Thomas splint was utilized, with balanced 
traction. Two days later a blad^ plate was in¬ 
serted for the left intertrochanteric fracture. 
Four days after traction was applied a decu¬ 
bitus ulcer formed on the buttocks, and gan¬ 
grene of the extremity appeared; this became 
progressively worse. By April 23 the entire 
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foot and leg- were involved in a moist type of 
gangi-ene. The dorsum of the left foot was 
cold, with a 2^4 inch (2.6 cm.) zone of gan¬ 
grene. The plantar surface was gangrenous 
as well. Blebs formed along the ankle, with a 
large decubitus ulcer on the medial side of the 
ankle and heel. The skin on both legs was 
atrophic and painful. Because of the poor 
risk, amputation was not done. Supportive 
measures failed, and the patient died on May 
31. 

Postmortem examination revealed an organ¬ 
ized venous thrombus in the left femoral vein, 
extending just beyond the popliteal area, along 
with the expected generalized arteriosclerosis 
Avith coronary involvement. 

Case 2 (Fig. 3).—L. E., a man aged 65, Avas 
admitted to the Cook County Hospital on Dec. 
27, 1950, because of inability to bear Aveight 
since he had fallen tAV'o days earlier. He Avas 
someAvhat disoriented and seriously debilitated. 
The blood pressure in millimeters of mercury 
AA'as 90 systolic and 110 diastolic. The admis¬ 
sion medical diagnosis Avas hypertensiA'e heart 
disease with nephrosclerosis and hypertensiA'e 
encephalopathy, senile dementia and syphilis. 
There was SAvelling oA’er the loAver third of the 
left femur, and crepitation Avas heard. An old 
surgical scar AA'as seen oA^er the left hip. 
BraAAmy edema of the left thigh A\'as present. 
Varicose veins Avere present about the knee. 
The loAA'er part of the left leg Avas encased in 
a boot, and the exposed left toes Avere cyanotic. 
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On Jan. 10, 1951, an anteroposterior roent¬ 
genogram of the left hip revealed irregularity 
and bony outgroAvth of the proximal portion 
of the femur and from the regions of both 
trochanters; an old introchanteric fracture 
had been reduced in A'arus position, Avith some 
Avidening of the neck and intertrochanteric 
region and irregularity of the cortical outline. 
On January 18 neAv roentgenograms revealed 
a severely comminuted fracture of the mid¬ 
portion of the femur, Avith upAvard and poste¬ 
rior displacement of the distal fragment. 

On January 24 traction, 20 pounds (9.1 Kg.) 
AA’as applied, Avith moleskin traction for align¬ 
ment. On February 3 the patient complained 
of “burning’’ of the left foot and leg. With 
the region under local anesthesia, a Steinmann 
pin Avas inserted through the upper third of 
the tibia, Avith 5 pounds (2.7 Kg.) of AA'eight. 
The distal fragment, angulated posteriorly, 
rested on slings of a Thomas splint. Discolora¬ 
tion and pulselessness of the extremity Avere 
chai’ted. 

On February 16 the traction Avas readjusted 
to lessen the pull on the peroneal nerve. It Avas 
noted, hoAvever, that traction Avas not reducing 
the fractiu’e and that the os calcis area Avas 
becoming necrotic from pressure. The large 
necrotic blebs on the heel Avere dressed, but 
by February 15 these areas had coalesced and 
another necrotic area had formed on the leg. 
Early gangrene of the toes appeared, and the 
foot became cold. Gangrene became more pro- 



Fic 3 fCd-sc 2). — .4, progressiA-e necrotic pressure gangrene of heel and ankle Avith early 

linuted fracture of mid-portion of femur; upward and pcsLCiior displacc- 


of toes. B, seA’erely comminuted 


nient of distal fragment. 
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gressive. By February 26 only the femoral 
pulse was palpable. 

Slacroscopic examination of the left poplit¬ 
eal artery after amputation revealed throm¬ 
botic occlusion, some organization of blood clot 
and Monckeberg’s sclerosis. 

Case 3 (Figs. 4 and 5).—H. S., a woman 
aged 80, was admitted to Cook County Hospital 
on June 6, 1949, because of intertrochanteric 
fracture of the hip. The patient was emaciated 
and a little confused. The heart was enlarged 
to the left, with auricular fibrillation. The 
roentgenogram showed the transverse diameter 
increased; the left ventricle and aorta were 
prominent. A recent operative skin incision 
over the left hip, with sutures still in place, 
showed some infection. The lower left extrem¬ 
ity was diffusely edematous, with prominent 
superficial veins. There was a healed wound 
on the lateral two thirds of the thigh; the leg 
below the knee was discolored to light bluish 
purple, and the leg and foot were abnormally 
cold and painful. Blebs were forming on the 
left calf and thigh. All arterial pulsations on 
the left, including the femoral, were absent. 
On the right, only the femoral pulsation was 
obtained. Ice bags had been applied because 
of the painful, swollen left leg but had been 
removed prior to admission. Moleskin traction 
had been applied at another hospital for the 
intertrochanteric fracture; traction had been 
applied for thirty-six hours, notwithstanding 
the charting beforehand of a dusky appearance 
of the foot. Internal fixation of the fracture 
was done subsequently. 

On the sixth hospital day after the opera¬ 
tion (open reduction of the fractured site and 
insertion of a Thornton blade plate and 
screws), the left extremitj’ became cold and 
cyanotic, and drj’ gangrene of the toes ap¬ 
peared on the morning after the operation. 
Eleven days after the patient’s admission to 
the hospital, amputation of the leg was per¬ 
formed at the lower third of the thigh. The 
patient made an uneventful recoverj’ and left 
the hospital on October 7 in fair condition. 

Case 4 (Figs, G and 7).—R. M., a man aged 
54, was admitted to Cook County Hospital on 
Nov. 25, 1950, with weakness, malnutrition, 
chronic alcoholism, and inability to walk 
of four da 3 *s* duration. Roentgenograms re¬ 
vealed a badly comminuted intertrochanteric 
fracture of the right hip. Skin traction was 
applied with 15 pounds (6.8 Kg.) of weight. 
Surgical measures were contraindicated be¬ 
cause of the poor condition of the patient. On 
December 11 moleskin traction was discontin- 



Fig. 4 {Case 3 ).—Dry gangrene of toes advanc¬ 
ing upward. 



1 

' t 

Fig. 5 {Case S ).—Blade plate and screws for 
intertrochanteric fracture. 

ued, as the skin was breaking down; 15 pounds 
(6.8 Kg.) of skeletal traction was instituted, 
with a Steinmann pin through the os calcis. 
On December 16 a roentgenogram showed 
fairly good approximation. On Jan. 1, 1951, 
the temperature rose to 101.5 F., and a foul- 
smelling greenish material was discharged 
from the entire area of the right gastrocnem¬ 
ius muscle. 

On January 5 a midthigh amputation was 
done. By Februarj* 22 the condition had been 
improving until the patient fell out of bed, 
fracturing the left hip. The fracture was too 
comminuted for a blade plate; theref trac- 
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tion through the left tibial tuberosity was 
applied. On March 2 the left hip began drain¬ 
ing at a decubitus site. The patient’s general 
condition deteriorated, and he became cachectic 
and incontinent. He died on April 17. 

Case 5 (Fig. IB). —A. K. a woman aged 75, 
was admitted to Cook County Hospital because 
of pain in the right hip and thigh follo%ving a 
fall while attempting to move from a wheel 
chair to the bed. Two years earlier the pa¬ 
tient’s left leg had been amputated at mid¬ 
thigh because of,gangrene following traction 
for a fractured pelvis. On present admission 
there was a well-healed left stump, with right 
thigh deformity and tenderness over the ante¬ 
rior aspect of the thigh. The patient was 
dyspneic and orthopneic. Sensation and motor 
power were intact bilaterally. Femoral pulsa¬ 
tions were present. Dorsalis pedis, anterior 
tibial and popliteal pulsations were absent. The 
right lower leg appeared pale and cool. The 
heart was enlarged; the aorta, calcified; aui-ic- 
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ular fibrillation was heard, with signs of left- 
sided heai't strain, and there was a further 
complication of chronic bronchitis, with a pro¬ 
ductive purulent cough. 

A roentgenogram showed an extracapsular 
interti’ochanteric fracture of the right femur; 
the patient was placed in traction. This was 
removed on November 4 in preparation for 
surgical intervention, which, however, was 
canceled because of large ecchymotic areas 
over the right leg, with tenderness and pain 
on motion. The right lower extremity re¬ 
mained pale and cold. Traction was again 
applied on November 7. The right hip area 
became painful. On November 11 an episode 
of dyspnea occurred, with minimal cyanosis of 
the lips. The heart beat was slightly irregular. 
Traction was removed and the patient again 
prepared for operation, which was once more 
canceled because of cyanosis and mottling in 
the foot and about the knee. The patient’s 
general condition deteriorated rapidly, and 
death ensued twenty days after the onset of 
gangrene. 
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Case 6 (Fig. 8).—F. K., a man aged 86, 
was brought by police to Cook County Hos¬ 
pital after a fall from bed on Sept. 19, 1949. 
He was confused, rambling, incoherent; he 
was covered with body lice and with multiple 
excoriations of the skin. The pulse rate was 
102, with weak beats at irregular intervals. 
The border of the heart extended to the nipple 
line; the apical rate was 100. The right leg 
was short and everted, with tenderness over 
the femoral neck; no motion was present; the 
right ankle was edematous. A roentgenogram 
revealed a fracture of the femoral neck in the 
varus position. 

Traction failed to correct the deformity. 
An attempt at reduction of varus deformity 
and correction of interlocking was made. On 
September 20 a pin was inserted because mole¬ 
skin traction caused skin breakdown. The pa¬ 
tient was too debilitated for surgical inter¬ 
vention. On October 5 the pin began to loosen 
and the foot slipped. On October 11 the pin 
was removed. Two days later traction was 
discontinued, and the next day infection and 
necrosis were observed around the pin sites. 
By October 26, gangrene was advancing from 
the heel, without response to local treatment. 
Debridement and irrigation were not helpful; 
a leg amputation was needed but was not per¬ 
formed because the prognosis was too poor. 
Extensive septic gangrene appeared in the re¬ 
gion of the old nail site. The patient died 
fifteen days after the onset of gangrene. 

Case 7 (Figs. 9 and 10).—A. K., a woman 
aged 79, was admitted to Cook County Hospital 
on April 15, 1951, because of injury to the 
right hip resulting from a fall. Her memory 
was poor, owing to an associated arterioscle¬ 
rotic brain lesion. 

The patient was put in traction until May 
3, when the sling was removed. The right 
lower extremity was cooler than the left and 



Fig. 8 (Case C).—Gangrene advancing from re¬ 
gion of old nail ^ 
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Fig. 9 (Case 7 ).—Gangrene area of plantar sur¬ 
face of foot. 


paler, and the foot appeared to be pregangre- 
nous. The right femoral pulse was diminished. 
Posterior tibial and dorsalis pedis pulsations 
were absent. The temperature of the right 
foot (dorsum) was 85 F.; that of the left foot, 
90 F. Oscillometric readings for the left leg 
were greater than those for the right leg. On 
the plantar surface of the right foot w'as a 
the a,' *f dollar. The 

^ ^ the leg.s 

' ’ • '^hc gen- 
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Hot moist dressings and a heat cradle were 
applied. By April 22, despite all treatment, 
a severe necrotic ulcer with gangrene ap¬ 
peared, and there was an exudate from the 
lateral malleolus. The patient refused ampu¬ 
tation. The wound was dressed daily for three 
months with varidase. Improvement was 
steady. On May 3 a tibial pin was inserted 
to maintain traction, but traction was discon¬ 
tinued on May 17 because of necrotic draining 
ulcerating sinuses over the medial and lateral 
aspects of the left heel. On July 25 a supra¬ 
condylar amputation was done. The stump 



Fig. 11 (Case S). — Severe necrotic 

ulcer with exudate from lateral malleolus. 



Fig 10 (Cose r). — Hip fracture (subcapital J 
type). j 




oral condition became somewhat better. Opeia- 
tion was not performed. Follow-up investiga- 
tion disclosed that the patient was getting 
along fairly well. 

Case S (Figs. 11 and 12).—E. F., a man 
aged 79, was admitted to Cook County Hos- 
nftal on Feb. 24, 1952. He had recently fiac- 
tured the left ischium. On admission a m^dica 
diagnosis was made of general arterioscleiosn 
with arteriosclerotic heart disease. 

On Februarv 28 the patient was placed in lo 
pounds (6.8 Kg. 1 of longitudinM and 5 pound^ 
3 Kg ) of lateral traction. On Api il 3 tne 
kin became excoriated. Buck’s extension was 
t-emovS. An os calcis pin was inserted but 

da% and 0.5 Gm. of streptomycin twice dail.. 





12 (Case S). — Appearance of hip fracture 


G80 



VOL. XXIV. NO. 6 


BtlLLEU AND HAIUUS: OANOUENE IN THE AOKD 



Fig. 13 {Case 9 ).—Decubiti and eschars on both 
feet. 


healed completely, and the patient was dis¬ 
charged on September 10. 

Case 9 tFig, 13).—J. P,, a man aged 73, 
was admitted to Cook County Hospital on 

r--— 


June 30, 1953. He had fallen five hours 
earlier and could not walk because of pain in 
the hip. The patient was alcoholic. A lumbar 
sympathectomy for leg ulcers had been done 
two years before. Emphysema was present. 
Extrasystoles were frequent, and a systolic 
murmur was present. The electrocardiogram 
showed bundle branch block of the left ven¬ 
tricle. The blood pressure in millimetcr.s of 
mercury was 200 systolic and 100 diastolic. 
The pulse rate was GO and the beat irregular; 
respiratory rate was 24; the temperature was 
99.3 F. 

On July 2, because of delirium tremens, the 
scheduled operation was canceled. The patient 
was placed in a Thomas splint with Ihick's 
extension, and was given fluids, vitamins and 
blood; prophylactic ndministrntion of penicil¬ 
lin was begvm. Ten tlaya later, paroxysmal 
tachycardia was promptly stopped by carotid 
sinus pressure, but a later episode on the .same 
day was uncontrollable. The next day the pa¬ 
tient was taken out of traction. Ho Htibsc- 
quently had pneumonia, which responded to 
antibiotics. Qujnidinc and digitalis slowed the 
cardiac rate to 80, with regular rhythm. Gen¬ 
eral improvement was charted, but decubiti 
appeared on both heels and eschars on the 
dorsa of both feet, for which dressings wore 
applied. 

On Augu.st 11 a .shoe with a bar for cor¬ 
rection of the hip fracture deformity was 
placed on the right foot but removed two days 
later when tissue breakdown increased, neces¬ 
sitating supracondylar amputation. 

Case 10 fFigs. 14 and I5).^C. J., a man 
aged 79, was admitted to Cook County Hos¬ 
pital on Oct. 23, 1951, because of severe pain 
in the right leg, which had been pre.sent since 
he fell a day before admission. The patient 
was emaciated and demented. The right hip 
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ivas painfully tender on flexion. Only 10 de¬ 
gree abduction was possible. An incision 
scar was present on the right hip. A roent¬ 
genogram showed a fracture of the neck of the 
right femur, for which traction, 20 pounds 
i9.1 Kg.) was applied. 

On November 5 an open reduction was done, 
with insertion of a Cubbins-Callahan-Scuderi 
pin. On December 3 a large sacral decubital 
ulcer was cleaned and dressed, and penicillin 
was administered. Two days later skeletal 
traction was applied, with insertion of a tibial 
pin and utilization of a Thomas splint and a 
Balkan frame. The ulcer was painted with 
gentian violet. On December 7 irregular dis¬ 
colored lesions appeared on the dorsum and 
lateral aspect of the right foot. These were 
cleaned and dressed. The patient became in¬ 
continent. On December 31 a pin was inserted 
through the tubercle, but the right foot be¬ 
came gangrenous. The patient's condition 
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Ficr. 15 (Co.'-’'' li ’\.—-Appearance cf hip fracture. 
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Fig. 16 (Case II). — Discoloration of foot and 
ankle, fading over condylar area of femur into 
hyperemic area with ecchyinosis. 


rapidly declined, and he died about a week 
later. 

C.ASE 11 (Fig. 16).—N. H., an obese woman 
aged 75, was uncooperative when admitted to 
the hospital on Oct. 16, 1949. Her pulse was 
irregular but strong. Emphysema was exten¬ 
sive. The skin showed atrophy with intertrigo 
areas around the groin and under the breast, 
with evidence of old varicose pigmentation of 
both the right and the left ankle. The skin of 
the right leg was normal for temperature and 
color: the left leg showed bluish discoloration, 
especially over the foot and ankle, but fading 
out over the condylar area of the femur toward 
a more proximal hyperemic band of 4 inches 
flO.l cm.). There was a decrease in tempera¬ 
ture from the hyperemic area to the foot, 
which was extremely cold. Some improvement 
of both temperature and cyanosis took place 
with straightening of the fracture site. There 
was a hemorrhagic, ecchymotic bruised .area 
about 5 cm. to 7 cm. in diameter above the tip 
of the left olecranon process. 

Sinus arrhythmia was present, and an ir¬ 
regular systolic soft murmur was heard over 
the precordial area. An admission diagnosis 
was made of comminuted fracture of the left 
intertrochanteric area, with dry gangrene 
from an embolus to the left leg, and emphy¬ 
sematous heart disease. 

An anteroposterior roentgenogram of the 
left hip showed the comminuted fracture of 
the intertrochanteric area with fairly good 
alignment of its fragments. 

A lumbar block < at the second lumbar level' 
was done one hour after admission, but with¬ 
out effect. 
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Fig. 17 {Case 12 ).—Demarcation of 
first, second and third toes with in¬ 
cipient dry gangiene becoming pro¬ 
gressively worse. 

This patient couW not be traced for follow* 
up after discharge. 

Case 12 <Fig. 17j.—P. M., a white man 
aged 77, fractured the shaft of the middle 
third of the left femur on April 28, 1949, and 
was admitted to Cook County Ho.spital. He 
was known to have been diabetic for twelve 
years. The fa.sting blood sugar level was 168. 
The heart was enlarged to the left, with sinus 
rhythm. There was a deformity of the left 
thigh. Swelling, ecchjTnosis and crepitation 
were noted. 


On May 1) .skeletal traction Avas applied 
through the tibinl luborcio, with 20 pouikIh 
(9.1 Kg.) of traction. Lateral traction, 
pouml.s (2.3 Kg,), wa.s applied at tlie fracture 
site. On May 14 skeletal traction of Ifi ptunuln 
(0.8 Kg.) was applied for two weeka and two 
(lays. On May 30 a violet di.scoloration of the 
left foot and over t!m first, second and fourth 
toes appeared. Treatment with papiiveriim (2 
gi\), intravenous fluid and a left lumbar block 
had questionable results. Only the femoral 
pulses were pro.sont. The log was placed in 
straight leg traction. On .Inne G llicro was a 
demarcation of the first, second and fourth 
toe.s. The patient was able to lift the left leg 
straight up. On June 32 there was sevm'e )>aln 
in the left foot, and the patient had dlflli.’iilty 
in sleeping. The blood sugar level was 227. 
The left foot was coo), with dry gangrene of 
the first, second and fourth toes and Inelplenl 
gangrene of the third too. The fracturis Inul 
not united. 

Skeletal traction of 10 pounds (4.G Kg,) was 
applied through the os calcis. On Aiigusl 10 
an amputation was rlone above the knee. 'I'hc 
patient was in saUsfaulfwy contlition when n 
follow-up wa.s made al his home. 

Case 13 (Fig, 18).—0. K., a man aged (JK, 
was admitted to Cook County Hospital on Nov. 
16,1945. He had been in moleskin traction for 
four months. There had been gangrene of the 
great toe and of the second, third arul fourlli 
loc.s. The distal phalanges of the toes v/err* 
removed several mfinths later. Healing was 
slow. By February 23 the left fifth toe harl 
become black, and the patient was readmitted. 
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On his second admission the patient was 
thin and exhibited senile changes. A burning 
sensation along the lateral aspect of the left 
foot persisted. Black silk sutures in the stump 
of the great toe were still in place, and the 
wound was draining. Roentgenograms re¬ 
vealed arteriosclerosis of the vascular tree 
with demineralization of the bones. Motion in 
the left ankle was limited. An equinovarus 
deformity of the foot was present, with loss 
of the teminal 20 degrees of extension of both 
knees. Cyanosis was noted in the foot and 
lower part of the leg, with blanching on eleva¬ 
tion. Dorsalis pedis pulsation was not palpable 
bilaterally. 

Amputation of the stump of the left great 
toe was done at the base, as well as amputa¬ 
tion of other toes. 

Case 14 (Fig. 19).—A. S., a woman, aged 
84, had fractured the right hip in a fall, with 
immediate pain. The patient was incoherent 
when admitted (Feb. 7, 1948). The blood 
pressure in millimeters of mercury was 200 
systolic and 100 diastolic; the pulse rate, 90. 
There was tenderness over the greater tro¬ 
chanter, with shortening of about lYo inches 
(3.7 cm.). An admission diagnosis was made 
of senility, hypertensive cardiovascular disease 
and intertrochanteric fracture of the right hip. 

Traction, 30 pounds (13.6 Kg.) was applied, 
with Buck's extension. A visitor cut the 
Buck’s traction over the lateral side, and as 
a result the skin on the medial side of the leg 
became avulsed. Unna paste and 25 pounds 
(11.3 Kg.) of traction were applied. Three 
days later the toes were cyanotic and cold. The 
Unna paste was removed. The distal dorsal 
third of the leg and the foot were cyanotic. 
Neither dorsalis pedis nor posterior tibial 
pulses were palpated on either foot. The veins 
filled rapidly from below on both sides. With 
the i-egion under anesthesia (1 per cent pro¬ 
caine hydrochloride), a Steinmann pin was 
inserted in the os calcis with 25 pounds (11.3 
Kg.) traction. On February 25 the patient’s 
condition was satisfactory except for a decu¬ 
bitus on the buttocks. On March 9 traction 
was removed. A short leg cast was applied 
from the toes to the knee. A pin-track low 
grade infection was observed through the os 
calcis. On Jlay 29 the right toes were dis¬ 
colored and cold. All phalanges were discol¬ 
ored and involved. When the cast was removed 
an area of pressure necrosis was revealed over 
the lateral malleolus, with the bone exposed. 
Dry gangrene was present over the medial 
malleolus and the medial calcaneal areas. An- 



Fig. 19 (Case H ).—Pin track infection through 
os calcis. Pressure necrosis over lateral malleolu.'; 
with bone exposed and dry gangrene of great toe 
and medial calcaneal areas. 

terior and posterior tibial arterial pulses were 
not palpable. On the next day areas of pres¬ 
sure gangrene and dry gangrene of the toes 
were observed. Supracondylar amputation was 
made necessary by peripheral arteriosclerosis 
obliterans. 

Treatment .—Fractures in the aged or 
in patients with premature vascular dete¬ 
rioration should in many cases be treated 
conservatively. Skeletal traction is pref¬ 
erable to moleskin traction in such cases. 
The pressure of moleskin traction induces 
necrosis with ensuing gangrene, often re¬ 
quiring amputation and sometimes becom¬ 
ing fatal. Fortunately, moleskin traction 
is not so popular as it formerlj’' was. Casts 
may likewise compress superficial vessels 
and thus cause gangrene. 

Medical appraisal is imperative. Treat¬ 
ment should be largely supportive, more¬ 
over, because aged patients are usually 
debilitated, often diabetic, and almost al¬ 
ways have advanced cardiovascular dis¬ 
turbances with concomitant renal disor¬ 
ders. Unless the risk is unusually good, the 
orthopedic problem should be regarded a.s 
secondary to the medical problems, with 
treatment of the traumatic condition di¬ 
rected to comfort more than to correction. 

If the patient has serious arteriosclero¬ 
sis, ambulation is essential in order to 
forestall the complication of ischemia, 
which adds to the calculated surgical risk 
with or without the presence of diabete.^. 
The circulation should be as.sayed before 
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orthopedic treatment of any kind is insti¬ 
tuted. This is done by observation, palpa¬ 
tion of pulsations, oscillometric readings 
and registration of the temperature of the 
skin. A third of the limbs with arterial 
thrombosis also have venous thrombosis 
impairing the peripheral circulation. 

If surgical treatment is undertaken, it 
is imperative not to sever the circumflex 
vessels. Those vessels are compensatory 
inasmuch as the large vessels in advanced 
arteriosclerosis are no longer functioning. 

Heat should always be indirect, applied 
to the abdomen or thigh. In 1942 de Takats 
and Miller” advised that “the staffs of hos¬ 
pitals admitting patients with vascular in¬ 
juries or diseases should have a standing 
order never to apply heat directly to an 
extremity in which arterial [or venous] 
circulation is decreased. . . Because direct 
application of even a moderate amount of 
heat may lead to increase in pain and ac¬ 
celeration of gangrene, a plea is made 
never to apply direct heat to any ischemic 
limb." It might be well to add to that ad¬ 
monition another standing order: Never 
institute orthopedic treatment of the aged 
without assaying the circulation for the 
presence of arteriosclerosis obliterans, em¬ 
boli or thromboses, and for the status of 
the peripheral circulation. Be alert to pre- 
gangrenous signs. 

Pressure necrosis is the immediate fore¬ 
runner of gangrene, occluding the small 
blood vessels. Discoloration is an early 
symptom. 

The recently introduced intramedullary 
nailing for fractures of the femur has 
been demonstrated to add to the complica¬ 
tions productive of gangrene. (Case 39 
[table] is an example of dry gangrene of 
right thigh following insertion of an in¬ 
tramedullary nail in a debilitated woman 
aged 92.) The method is strongly con¬ 
demned in cases in which the vascular 
supply is deficient. 

When gangrene is an existing compliea- 
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tion, immediate change of treatment with 
supportive measures must be instituted. 
If amputation is inevitable, it must be ac¬ 
complished at the proper time and level. 
The time is before toxic absorption asso¬ 
ciated with wet gangi-ene of the extremity 
takes place. Repeatedly, refrigeration has 
prevented toxic absorption; moreover, 
with lowering of the temperature, the pa¬ 
tient’s general condition is improved for 
operation. The proper level at which to 
amputate is the supracondylar site. In no 
instance in our series was amputation done 
below the knee, since the peripheral vas¬ 
cular system is the seat of advanced arte¬ 
riosclerosis. 

The choice of anesthetic is important, 
spinal anesthesia being preferable in these 
cases to any general inhalation anesthetic. 

SUMMARY AND CONCLUSIONS 

1. Elderly patients with orthopedic prob¬ 
lems should be treated with a view to com¬ 
fort and preservation of life and limb 
rather than with primary concern for the 
correction of an orthopedic deformity. 

2. Gangrene of the extremity in the 
aged, in association with fractures of the 
neck of the femur, intertrochanteric frac¬ 
tures or shaft of the femur is almost in¬ 
evitable in the presence of advanced 
arteriosclerosis obliterans. 

3. Direct trauma to blood vessels may 
either sever or thrombose the large pe¬ 
ripheral vessels and lead to gangrene of 
the extremity in the aged. 

4. Tight casts or secondary swellings of 
the extremities without timely removal of 
the cast or of bandages that are usually 
elastic may lead to thrombosis of the ar¬ 
teries or veins. 

5. The incidence of arterial thrombosis 

leading to gangrene is greater than that 
of gangrene from venous thrombosis; 
however, the two conditions may be coex- 
is third of "5i;es. 
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6. Early ambulation and indirect heat 
may improve the circulation. 

7. Vasodilation may be effected by sym¬ 
pathetic block, sympathectomy, and pos- 
siblj’’ blood transfusions. 

8. The sites of fi.xation and nailing and 
the areas of pressure from casts or mole¬ 
skin traction understandably are the most 
susceptible to gangrene. 

9. When necrotic areas fail to respond 
to supportive measures and local treat¬ 
ment, and gangrene ensues, -whether and 
when to amputate are determined by the 
surgeon’s judgment. In any case, amputa¬ 
tion must be accomplished before toxic 
absorption of -wet gangrene takes place. 
Refrigeration may prevent toxic absorp¬ 
tion and be helpful in the improvement of 
the patient’s general condition preparatoi-y 
to surgical intervention. 

10. The level of amputation is always 
supracondylar, never below the knee, and 
amputation is accomplished with the re¬ 
gion under spinal anesthesia. 

Fourteen selected and illustrated cases 
are summarized for salient features. All 
39 cases in the authors’ series are pre¬ 
sented in tabular form to show the ortho¬ 
pedic-medical relation to gangrene in the 
aged, associated with fractures. 

RESUME ET CONCLUSIONS 

1. Des malades ages avec des problemes 
orthopediques doivent §tre traites avec 
I’intention de donner confort et de conser- 
ver leur vie et membre au lieu de tacher 
essentiellement de corriger une deformite 
orthopedique. 

2. La gangrene de I’extremite chez les 
malades ages souffrant de fracture du col 
femoral, fractures intertrochanteriques ou 
du corps du femur est presque inevitable 
en presence d’arteriosclerose oblitterante 
avancee. 

3. Un traumatisme direct des vaisseaux 
pourrait causer ou la division, ou la throm¬ 
bose des grands vaisseaux peripheraux 
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suivie de la gangrene de rextremite du 
vieillard. 

4. Des pensements etroits de platre ou 
I’oedeme secondaire des extremites peu- 
vent causer une thrombose des arteres ou 
des veines, si les pensements ou les ban¬ 
dages elastiques ne sont pas enleves de bon 
temps. 

5. L’incident d’une thrombose arterielle 
causant la gangrene est plus commun quo 
celui d’une gangrene apres une thrombose 
veineuse; tout de meme dans un tiers des 
cas les deux conditions coe.xistent. 

6. L’ambulation precoce et I’usage de la 
chaleur indirecte peuvent ameliorer la cir¬ 
culation. 

7. Une dilatation vasculaire pent etre 
effectuee par blocus sympathique, synipa- 
thectomie et peutetre par des transfusions 
sanguines. 

8. Les places qui sont fixees et donees, 
et celles qui sont pressees par le platre sont 
les plus susceptibles a la gangrene. 

9. La question, si et quand il faut ampu- 
ter, en cas que la region necrotique ne re¬ 
pond pas au traitement local et supportant 
et que la gangrene se developpe, est cle- 
terminee par le jugement du chirurgien. 
En tout cas faut il accomplir I’amputation, 
avant que -par I'absorption toxique- une 
gangrene humide prenne place. La refrig¬ 
eration pent empecher Tabsorption toxique 
et pent ameliorer la condition generale du 
patient, pendant qu’il est prepare pour 
I’intervention chirurgicale. 

RESUMEN V CONCLUSIONES 

1. Los pacientes ancianos con problenias 
ortopedicos deben ser tratado.s tendiendo 
a la conservacion de la vida y del miembro 
sin atender a la deformidad ortopedica. 

2. La gangrena de las extremidades en 
los viejos, que se presenta asociada a frac- 
tura del cuello del femur, fracturas inter- 
trocantereas o del tallo del femur, e.s casi 
inevitable, en presencia de arlerioe.=clero- 
.«i.s obliterante. 
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3. El traumatismo directo a los vasos 
puede ser grave o trombosar los grandes 
vasos perifericos dando lugar a trombosis 
de arterias o de venas. 

4. Los enyesados apretados o los creci- 
mientos secundarios de las extremidades, 
sin liberacion del enyesado o de las vendas 
que generalmente son elasticas, puedeii 
dar lugar a trombosis arteriales y venosas. 

5. La frecuencia de trombosis arterial 
que produce gangrena es mayor a la de 
trombosis venosa; sin embargo, los dos 
tipos de trombosis pueden coexistir en un 
tercio de los casos. 

6. La deambulaciCn precoz y el calen- 
tamiento indirecto pueden mejorar la eir- 
culacion. 

7. La vasodilatacion puede modificarse 
por bloqueos simpSticos, simpatectomias y 
posiblemente por transfusiones sangui- 
neas. 

8. Las Areas mas susceptibles a la gran- 
grena son los sitios de fijacion y de en- 
clavamiento y en las areas de presion de 
los enyesados. 

9. Cuando las Areas necroticas no re- 
sponden a las medidas terapeuticas gene- 
rales y a la terapeutica local, se produce 
gangrena; el sitio y el momento de efec- 
tuar la amputacion debe de ser determi- 
nado por el cirujano. En cualquier caso 
la amputacion debe realizarse antes de que 
ocurra la gangrena y la absorcion de toxi- 
nas. La refrigeracion puede evitar la 
absorcion de toxinas y puede resultar de 
utilidad en la mejoria del estado general 
del paciente antes de la intervencion 
quirurgica. 

10. El nivel de la amputacion es siem- 
pre por arriba del condilo, nunca por 
debajo de la rodilla; se lleva a cabo con 
anestesia raquidea. 

Se sefialan los hechos sobresalientes de 
catorce casos seleccionados y debidamente 
ilustrados. Los 39 casos de la estadistica 
de los autores se presentan en forma de 
cuadro para mostrar la relacion ortope- 
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dica-medica en la grangrena y con rela¬ 
cion e la edad; son casos en que se encuen- 
tran fracturas asociadas. 

ZUSAMMENFASSUNG UND SCHLUSSFOLGEEUNGEN 

1. Bei der Behandlung Kranker ira vor- 
geriickten Lebensalter mit orthopadi- 
schen Problemen sollten die Bequemlich- 
keit des Patienten und die Erhaltung des 
Lebens Oder einer Gliedmasse starkere 
Beriichsichtigung finden als die Korrek- 
tur einer ortbopadischen Deformierung. 

2. Bei alten Leuten mit vorgeschrittener 
obliterierender Arterienverkalkung ist, 
wenn es zu einem Schenkelhalsbruch, zu 
einer intertrochantaren Fraktur Oder zu 
einem Bruch des Oberschenkelschaftes 
kommt, eine Gangran der Gliedmasse fast 
unvermeidlich. 

3. Unmittelbare Verletzung von Blut- 
gefassen kann bei alten Leuten zur Zer- 
reissung Oder zur Thrombosierung der 
grossen periphcren Gefasse und zur Gan¬ 
gran der Gliedmasse fiihren. 

4. Uebermassig straff angelegte Gips- 
verb.ande oder sekundare Schweliungen 
der Gliedmassen konnen, wenn der Gips 
Oder die gewohnlich elastischen Verbiinde 
nicht rechtzeitig entfernt werden, zur 
Thombose der Arterien oder Venen fiih- 
ren. 

5. Vei’stopfung der Arterien fiihrt hau- 
figer zur Gangran als Thrombose der 
Venen. Eine Kombination beider Zustiinde 
kann aber in einem Drittel der Fiille beob- 
achtet werden. 

6. Friihzeitiges Verlassen des Kranken- 
bettes und Anwendung indirekter Wiirme- 
behandlung kann zur Verbesserung der 
Zirkulation beitragen. 

7. Gefiisserweiterung kann durch Blok- 
kicrung Oder Resektion des Sympathikus 
und vielleicht durch Bluttransfusionen 
erzielt werden. 

8. Natiirlicherweise sind die Stellen der 
Fixierung und Nagelung sowie die dem 
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Extraperitoneal Pelvic Tumors Following 
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F or over a quarter of a century it has 
been a principle in our clinic that 
proper evaluation of an operative 
procedure should depend not on immedi¬ 
ate results alone hut on the end results 
after a long follow-up period. Gynecolo¬ 
gists are occasionally confronted with the 
problem of finding a pelvic mass behind 
the peritoneum in cases in which total ab¬ 
dominal extirpation of the pelvic organs 
is known to have been performed. These 
tumefactions are sometimes associated 
with symptoms; at other times they are 
symptomless. The differential diagnosis 
may be difficult, especially if no symptoms 
are present. The origin of the tumors may 
be genital or nongenital. Since this study 
is limited to the tumors following total ab¬ 
dominal hysterectomy, it would seem that 
the etiologic factor was nongenital. 

In an effort to diagnose the pathologic 
changes present, the gynecologic surgeon 
should bear in mind that anatomically, 
pathologically, diagnostically and thera¬ 
peutically the generative and urologic 
systems are closely related and that knowl¬ 
edge of both is essential. Benign, malig¬ 
nant and infectious diseases of the gen¬ 
erative organs encroach upon and damage 
the urinary tract. 

Irradiation and roentgen therapy for 
pelvic malignant diseases, in addition to 
their principal effect on the pelvic tumor. 
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may indirectly damage the urinary tract. 
Because of this fact, it is not uncommon 
for patients on follow-up to present symp¬ 
toms referable to either or both of these 
systems. 

The gynecologist should also be aware 
of other nonpelvic etiologic factors (Table 
2). These tumefactions do occur, and they 
deserve more attention than is usually 
given them. It is therefore the purpose of 
this paper to report a few specific condi¬ 
tions, which, although not frequent, have 
been encountered sufficiently often to de¬ 
serve attention. The cases to be reported 
are those of patients who have been under 
our personal observation, the tumor having 
been discovered in the course of routine 
follow-up, 

Extraperitoneal pelvic tumors are 
masses located behind the peritoneum, 
either in the true pelvis or so close to the 
pelvic brim as to suggest that they orig¬ 
inate from the genital organs. Puerperal 
and postabortal infections were the cause 
of pathologic changes encountered in this 
location by most gynecologists prior to the 
use of antibiotics. Brady’ reported other 
retroperitoneal pelvic conditions that are 
not quite so frequent. 

When speaking of retroperitoneal tu¬ 
mors in general, gjmeeologists interpret 
masses observed behind the posterior peri¬ 
toneum as of nongenital origin. This type 
is not infrequent. 

c ■'“'n de to Miller.’s contribu¬ 
tion 1 -discussed 

ti'B . > other 




VOL. XXIV, NO. G 


MAZZOLA ET AL.; PELVIC TUMORS 


Table 1.— Retroperitoneal Pelvic Tumors 
Encountered by the Gynecologist (Miller^) 


1. 

Urinary tract—ectopic kidney (pelvic) 

2. 

Tumors of bone and cartilage arising from 
the lumbosacral vertebrae and pelvic bones 

3. 

Infections of the retroperitoneal space 

4. 

Early psoas abscess 

5. 

Chronic iliac adenitis 

6. 

Embryonic cystic remains of the wolffian 
body 

7. 

Recurring retroperitoneal fibromyomas 

8. 

Retroperitoneal lipomas 

9. 

Retroperitoneal neurolipoma 

10. 

Benign tumors of the peripheral and autono¬ 
mic nervous system 

11. 

Retroperitoneal myosarcoma 

12. 

Retroperitoneal sarcoma 

13. 

Lymphoblastoma 

14. 

Chordoma 

15. 

Retroperitoneal dermoids or teratomas 

16. 

Chylous cysts of the abdomen (Beahrs, etc.®) 


Table 2. —Extrapenioncal Tumors 

Tumors Following Total Abdominal Hysterectomy 

A. Genital 

1. Endometrioma 

2. Follicular cyst 

3. Fibiomyoma 

4. Residual carcinoma in vaginal cui^ 

B, Tumors of the Urinary Tract 

1. Ectopic kidney 


radiating to the left leg, the back and the 
rectal region. On November 14 laparotomy 
was performed and a bluish mass about 2 or 
3 inches (5 to 7.5 cm.) in diameter was re¬ 
moved. The mass was adherent to the left 
ureter. The pathologic specimen was reported 
as tissue from the broad ligament, with endo¬ 
metriosis. 

Case 2.—S. A., aged 66 years, underwent 
total abdominal hysterectomy in 1950 for 
adenomyobi:! and hemorrhagic ovarian cysts. 
On Aug. 31, 1954, Japarotom}' revealed an en- 
dometrioma and stricture, both of the left 
ureter. The endometrioma was removed and 
ureterostomy performed. The pathologic diag¬ 
nosis was endometriosis. On October 18 there 


was ureteral obstruction on the left. An intra¬ 
venous pyelogram revealed a nonfunctioning 
left kidney. 

Follicular cysts have been encountered 
at intervals and their growth noted. The 
chief symptom has been pain radiating to 
the thigh and lumbosacral region. In our 
series these cysts have occurred on the left 
side and periodically have produced symp¬ 
toms of hydroureter and hydronephrosis. 
They may be considered to originate from 
intraligamentous rests. With the symp¬ 
toms becoming worse and the patient un¬ 
able to carry on her daily routine, opera¬ 
tive removal of the cysts became necessary. 
Inspection of the ureter on the affected 
side revealed dilatation of varying degrees 
in all cases. In 2 cases the patients re- 




Fig. 4.—Right extraperitoneal follicular cyst caus¬ 
ing displacement and dilatation of right ureter. 
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fibroid was removed. The left ureter showed 
evidence of distortion and dilatation. 

Case 6.—Mrs. J. A., aged 53, was admitted 
to the hospital on Sept. 24, 1953, because of 
bilateral pain in the lumbar region radiating 
to both legs. Total abdominal hysterectomy 
had been performed twenty-five years earlier. 
On September 28 a large, firm retroperitoneal 
fibroid measuring 20 by 20 cm. and filling the 
pelvis was removed. The ureters appeared di¬ 
lated. The pathologic diagnosis was retro¬ 
peritoneal leiomyoma with degeneration. 

It has been agreed that successful sur¬ 
gical treatment of cancer is possible if the 
extent of the tumor can be determined. In 
cases of cancer of the cervix, gross exten¬ 
sion into the parametrium, regional lymph 


nodes, corpus and vagina must* be consid¬ 
ered. The following case illustrates the 
fact that, despite excision of a large vag¬ 
inal cuff that appeai’ed grossly free of 
malignant change, a lesion of the vagina 
developed later. At the suggestion of 
Graham and Meigs,^ no subsequent histo¬ 
logic sections were made. The patient was 
given adequate high voltage roentgen 
therapy and was under the observation 
and care of the roentgenologist after her 
discharge from the hospital. In spite of 
this cooperation and a second operation, 
advocated by Graham and Meigs,'* the pa¬ 
tient showed extensive pelvic metastasis 
of anaplastic epidermoid tissue and exten¬ 
sive adenocarcinoma from the colon. 

Mackenrodt® in' 1896 pointed out the 
possibility of vaginal extension and the 
difficulty of recognizing it grossly. 

Case C.—On Jan. 20,1954, Mrs. J. M. under¬ 
went a Wertheim operation for exploration of 
the retroperitoneal glands because of early 
epidermoid carcinoma of the cervix. On De¬ 
cember 16 she was readmitted for surgical 
removal of an extension of carcinoma to the 
left upper vaginal vault. On December 22 the 
left upper portion of the vagina was removed, 
together with a parainetrial neoplastic mass, 
4 by 8 cm., which had invaded the left ureter. 
The pathologic report revealed squamous cell 
carcinoma in the parametrial mass; tissue 
from the vagina was reported as anaplastic 
squamous carcinoma. A retrograde pyelogram 
showed extrinsic pressure on the bladder. 
Laparotomy on Jan. 14,1955, revealed a frozen 
pelvis, metastatic carcinoma of the omentum, 
with perforation of the sigmoid, and a dilated 
left ureter. A biopsy specimen was obtained, 
and the right ureter was transplanted to the 
skin. The pathologic diagnosis of the omental 
biopsy specimen was metastatic adenocarci¬ 
noma. 

£7c(optc Kidneif. — When pelvic exam¬ 
ination reveals a retroperitoneal solid, 
smooth, fixed mass with the characteristic 
bean shape, an ectopic kidney must be 
ruled out. An intravenous velogram will 
confirm the di ' ' 

Case 7.—B. B., cd 

to the hospital on 
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between the genital tract and the urinary 
system, a plea is made for the united ef¬ 
fort of the gynecologist and the urologist 
in the management of extraperitoneal pel¬ 
vic tumors. 

ZUSAMJIENFASSUNG 

Sorgfaeltige routinemaessige Nachun- 
tersuchungen nach abdominalen Gebaer- 
mutterresektionen haben zur Entdeckung 
von extraperitonealen Endometriomen, 
follikulaeren Zysten, Myomen, boesartigen 
Infiltrationen des Parametriums und von 
Nierenektopie gefuehrt. Der Verfasser 
berichtet ueber diese von ihm beobachte- 
ten Faelle, um darauf hinzuweisen, wie 
wichtig und empfehlenswert es ist, dass 
der Frauenchirurg mit den extraperito¬ 
nealen Beckenerkrankungen vertraut ist, 
die nach einer totalen abdominalen Gebaer- 
mutterresektion auftreten koennen. Ihre 
fruehzeitige Erkennung und rechtzeitige 
Behandlung koennen von groesster Wich- 
tigkeit sein. Mit Ruecksicht auf die enge 
Beziehung des Geschlechtsapparates zum 
Harnsystem wird angeregt, dass der Gy- 
naekologe und der Urologe gemeinsam die 
Behandlung extraperitonealer Tumoren 
des Beckens uebernehmen. 

BESUMEN 

Como resultado de un examen rutinario 
de control despues de una histerectomia 
abdominal se han descubierto endometrio- 
mas extraperitoenales, quisles foliculares, 
fibromiomas, diseminaciones malignas 
parametriales y rinon ectopico. El autor 
comunica casos observados por el con el 
objeto de sehalar el hecho y recomendarle 
al cirujano ginecologico la posibilidad de 
lesiones pelvicas extraperitoenales que 
puedan presentarse despues de una his- 
terectomia total por via abdominal. El 
reconocimiento precoz de estas lesiones y 
el tratamiento adecuado de ellas puede ser 
de gran importancia. Debido a las rela- 


ciones tan estrechas que existen entre el 
sistema urinario y el genital se aboga por 
una colaboracion entre ginecologos y uro- 
logos en el tratamiento de los tumores 
pelvicos extraperitoneales. 

RESUMfi 

L’endometriose extraperitoneale, les 
kystes folliculaires, fibromyomes, infiltra¬ 
tion maligne parametriale et rein ectopic 
ont ete decouverts apres Thysterectomie 
abdominale, comme resultat d’un bon ex¬ 
amen postoperatoire, donne regulierement. 
L^auteur reporte des cas observes par lui 
meme, afin de faire attention a ce fait, et 
il recommande, que le gynecologe soit 
averti des lesions pelvines extraperito¬ 
neales qui pourraient suivre Thysterecto- 
mie totale abdominale. La reconnaissance 
pr^coce et le traitement approprie peuvent 
etre tres importants. Puisque le trait 
genital et le systeme urinaire sont voisins, 
on recommande un plan d'effort uni du 
gynecologe et urologe dans le traitement 
des tumeurs pelvins extraperitoneaux. 

RIASSUNTO 

Durante isterectomie per via addominale 
e state possibile scoprire un certo numero 
di tumori extra peritoneal!: endometriomi, 
cisti follicolari, fibromiomi, lesioni ma¬ 
ligne parametriali, reni ectopici. 

L'autore, nel riferire questi casi, rich- 
iama Tattenzione dei ginecologi su questa 
possibilita e sull’importanza del riconosci- 
mento e del trattamento precoce di tali le- 
lioni. Ginecologi e urologi dovrebbero 
unire i loro sforzi nella cura dei tumori 
pelvici extraperitoneali, dacche esistono 
strette relazioni fra il sistema urinario e 
quello genitale. 
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Methylene Blue as an Aid in the Diagnosis and 
Location of Perforated Peptic Ulcer 

I. ARNOLD JAFFE, M.D. 

NEW YORK CITY, NEW YORK 


I T occurred to Baker' that the diagnosis 
of perforated peptic ulcer might be 
greatly facilitated and the site of the 
lesion readily determined, with the mini¬ 
mal amount of trauma and handling, by 
giving the patient 3 gr. of methylene blue 
in water by mouth before operating. The 
gastric contents, stained with the meth¬ 
ylene blue, would pour through the site of 
the perforation and reveal it more easily. 

Methylene blue," when taken internally 
in therapeutic doses, is nontoxic and is ab¬ 
sorbed and chiefly excreted in the urine, 
which it stains blue or green. Bailey'’ 
modified Baker's suggestion by advising 
that the methylene blue be given through 
a Levine tube. Since a Levine tube is usu¬ 
ally used preoperatively in all cases of per¬ 
forated peptic ulcer, it has been my prac¬ 
tice not to give methylene blue routinely 
but to keep it available for use in suitable 
cases. Once the abdomen is opened, 30 to 
60 cc. of 1 per cent methylene blue in 
physiologic solution of sodium chloride, 
which has been autoclaved, is injected 
through the Levine tube. 

Although it is true that most perforated 
peptic ulcers are easily demonstrable, 
those occurring on the posterior wall and 
high on the fundus of the stomach (Fig. 
1) may be difficult to locate. The ease and 
rapidity with which the diagnosis and the 
site of perforation can be determined with 
the minimal amount of shock attendant 
on handling of the viscera make this pro¬ 
cedure worth while. 

Case 1. — T. C., a 48-year-old white man, 
was admitted to the hospital with a history of 

From the Second Surcicsl Division of Fordham Ilospiul. 
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severe generalized abdominal pain of sudden 
onset and six hours’ duration. He had had 
pain after meals for several months. Ex¬ 
amination of the abdomen showed marked 
tenderness, with boardlike rigidity through¬ 
out. Roentgen examination revealed air under 
the diaphragm, indicating rupture of a hollow 
viscus. 

At operation, performed three hours after 
admission, a large amount of free cloudy 
gastric content was observed in the peritoneal 
cavity. Thirty cc. of methylene blue was in¬ 
jected into the Levine tube (Fig. 2) and was 
seen to pour through a perforation about 1 
cm. in diameter on the anterior aspect of the 
prepyloric region near the lesser cun'ature. 
The perforation was closed. The patient made 
an uneventful recovery. 

Case 2. — A. P., a 52-year-old white man, 
was admitted to the hospital on June 20, 1951. 
He had had sudden diffuse abdominal pain 
with nausea. There was no history of gastro¬ 
intestinal disease. Examination revealed the 
patient to be in acute distress with boardlike 
rigidity of the entire abdomen. Roentgen ex¬ 
amination showed free air under the dia¬ 
phragm. At operation a large amount of free 
fluid, thick and yellow, was present in the ab¬ 
domen. Thirty cc. of methylene blue, in- 



Fig. 1.—Perc dis 
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Fig. 2. — Course of methylene blue injected 
through Levine tube (see text). 

jected through the Levine tube in the stomach, 
poured out of a perforation on the lesser 
curvature opposite the cardiac end of the 
stomach. The perforation was closed, and the 
patient made an uneventful recovery. 

In the following case there was an ap¬ 
parent acute perforation that sealed oif 
rapidly. Although the signs and symptoms 
of diffuse peritonitis and pneumoperito¬ 
neum were present, no perforation could 
be found at operation. The use of meth¬ 
ylene blue in this case led one to conclude 
that the perforation had sealed off and 
saved unnecessary handling of the viscera. 

Case 3. — A 60-year-oid white man, D. M., 
was admitted to the hospital on May 1, 1953, 
complaining of sharp abdominal pain of sud¬ 
den onset, with vomiting. He had undergone 
operation at another hospital on Jan. 4, 1952, 
for obstructive jaundice. A Roux Y type of 
anastomosis was performed at that time for 


what was thought to be carcinoma of the pan¬ 
creas. Since then the jaundice had disap¬ 
peared, but there had been recurrent attacks 
of abdominal pain. He had not been icteric 
since the operation, and had had normal- 
colored stools. 

Examination showed generalized abdomial 
tenderness, most marked in the right upper 
quadrant, with rigidity throughout the ab¬ 
domen. Roentgen examination revealed free 
air under both domes of the diaphragm. The 
patient’s temperature was 100 F., the pulse 
rate 98, and the blood pressure in millimeters 
of mercury was 112 systolic and 72 diastolic. 
The white blood cell count was 9,200 per cubic 
millimeter, with 92 per cent polymorpho¬ 
nuclear cells. The urine was normal. The 
value for serum amylase was 100 mg. At 
operation a large amount of yellow fluid was 
observed in the abdomen, most of it ap¬ 
parently coming from the right upper quad¬ 
rant. The previous anastomosis of the jejunum 
to the gallbladder and the enteroenterostomy 
were intact and patent. Adhesions of the 
omentum to the pylorus and duodenum were 
freed, and no evidence of perforation was 
found. The lesser sac was entered, and no 
perforation was observed on the posterior 
wall of the stomach. The head of the pancreas 
appeared to be hard and nodular and the body 
and tail soft. Since the small bowel was 
firmly adherent to the pyloroduodenal junc¬ 
ture, and to rule out a perforation here or into 
the lesser sac, 60 cc. of methylene blue Avas 
injected through the Levine tube in the stom¬ 
ach. No dye was seen to emerge at any point 
in the abdomen. Complete inspection of the 
remainder of the small and large bowel dis¬ 
closed no evidence of perforation. The appen¬ 
dix appeared normal. In view of these obser¬ 
vations, it seemed probable that this Avas a 
perforation that had sealed itself off, and fur¬ 
ther exploration of the abdomen Avas not 
undertaken. The abdomen Avas closed Avith 
drainage. At no time during the postopera¬ 
tive course was the dye seen in the fluid 
drained from the abdomen. A gastrointestinal 
roentgen series on May 19, revealed a defor¬ 
mity of the duodenal cap. The patient made 
an uneventful recovery from this acute 
episode. 

In the folloAving case of perforated pep¬ 
tic ulcer the preoperative diagnosis Avas 
uncertain. Exploration for acute disease 
of the abdomen Avith generalized perito¬ 
nitis revealed a normal appendix, cecum 
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and ileum. The use of methylene blue, in¬ 
jected through the Levine tube, facilitated 
the diagnosis of perforated peptic ulcer 
at opei*ation. 

Case 4. — R. 0., a 46-year-old white man, 
was admitted to the hospital on May 9, 1952. 
He complained of generalized pain in the 
lower part of the abdomen, with vomiting. The 
pain had begun suddenly ten hours before ad¬ 
mission. There was no history of gastro¬ 
intestinal disease. The patient was in acute 
distress. There was marked tenderness in 
both lower quadrants of the abdomen, with 
rigidity throughout. There was point tender¬ 
ness in the right lower quadrant. Rectal ex¬ 
amination revealed some tenderness in the 
right side of the pelvis. The temperature was 
101 F., the pulse rate 102 and the blood pres¬ 
sure in millimeters of mercury 110 systolic 
and 80 diastolic. The white blood cell count 
was 10,800 per cubic millimeter, with 94 per 
cent polymorphonuclear leukocytes. The value 
for serum amylase was 120 mg. The urine was 
normal. Roentgen examination showed no evi¬ 
dence of air under the diaphragm. 

At operation the abdomen was opened 
through a right rectus incision from 2 inches 
(5 cm.) above the umbilicus to 2 inches (5 
cm.) below it. A large amount of free cloudy 
fluid was observed in the abdomen. The ap¬ 
pendix, cecum and ileum were normal but ap¬ 
parently secondarily congested, owing to gen¬ 
eral peritonitis. The gallbladder was normal 
to palpation, but the stomach in the region of 
the pylorus seemed indurated. Methylene blue, 
30 cc., was injected through the Levine tube 
in the stomach. At once blue-stained gastric 
contents appeared in the exposed operative 
ai'ea from the upper part of the abdomen, in¬ 
dicating a ruptured peptic ulcer. The incision 
was enlarged upward, and a perforation was 
discovered on the anterior surface of the pre¬ 
pyloric region. This was closed. Postoperative 
pneumonia developed, from which the patient 
made a complete recovery. 

ZUSAMMENFASSUNG 

Es werden zwei Falle von akutem 
Durchbruch eines peptischen Geschwurs 
beschrieben, bei denen die Einspritzung 
von Methylenblau durch eine Levjne- 
Sonde wahrend der Operation als . ’ 
mittel zur Auflindung der Perfo 
.stelle beniitzt wurde. In einem dritte 
von offenbar akuter Perforation erwoc 


die Methylenblaueinspritzung den Ein- 
druck, dass sich die Perforation abgedeckt 
hatte. Ein vierter Fall von akuter Bauch- 
erkrankung mit allgemeiner Peritonitis 
wird beschrieben, in dem die Anwendung 
von Jlethylenblau die Diagnosestellung 
erleichterte. 

RIASSUNTO 

Vengono descritti due casi di ulcera duo- 
denale perforata nei quali si impiego del 
bill di metilene, introdotto nello stomaco 
attraverso un tubo di Levine, per trovare 
intraoperatoriamente la sede della per- 
forazione. In un terzo caso in cui si so- 
spettava una perforazione, il blu di meti¬ 
lene dimostro che la perforazione si era 
chiusa; in una quarto caso, che si presen- 
tava come una peritonite generalizzata, il 
blu di metilene consent! diporre la 
diagnosi. 

r£sum6 

Deux cas de rupture nigue d’un ulcere 
peptique soi\t decrits, ou le blue de meth¬ 
ylene, injecte par le tube de Levine pendant 
Toperation, aida localiser la perforation. 
Un troisieme cas est discute de perfora¬ 
tion apparent, ou le bleu de methylene 
donna Timpression, que la perforation 
e’etait fermee. Un quatrieme cas da mala- 
die aigue abdominale avec peritonite dif¬ 
fuse est decrit, ou Temploi du bleu de 
methylene facilita la diagnose. 

Author’s Note: The cases described in this 
paper are presented with the kind permission of 
Dr. A. B. Sullivan, Director, Second Surgical 
Division, Fordham Hospital. 
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Primary Suture for Pilonidal Cystectomy 

HARRY A. FEIGENBAUM, M.D. 

JAMAICA, NEW YORK 


T he sui'gical management of pilonidal 
cyst still taxes the ingenuity of the 
surgeon. During World War II this 
problem assumed unparalleled importance 
and gave great impetus to study of the 
subject. Many methods were evolved and 
evaluated. Each had its percentage of 
cure, morbidity and failure. I too had oc¬ 
casion to operate in a large series of cases 
at the Regional Hospital, Fort Monmouth, 
New Jersey, and my observations led to 
the conviction that every effort should be 
} made to treat this problem with technics 
that will insure rapid healing and cure by 
a primary suture. Any method that did 
not try to obtain primary union was looked 
upon as a quasifailure except in most un¬ 
usual cases. 

One hundred operativelj^ treated per¬ 
sons were selected for this report. Our 
patients w'ere admitted to the hospital as 
a result of routine physical examination 
and because of symptoms and signs refer¬ 
able to the pilonidal disease. Only 19 pa¬ 
tients were totally unaw^are of the pres¬ 
ence of a cyst until informed by me. The 
symptoms and signs were pain, drainage 
of serum or blood from sinuses at the base 
of the spine, the presence of openings or 
hairs and the presence of a mass in the 
region or an adjacent area. 

The patients came from all walks of 
life, from all parts of the counti’y and 
from nearly evei'y national extraction. 
They were in the age group between 18 
and 36 and otherwise in excellent health. 
Many had undergone incision and drain¬ 
age for acute abscess, and pilonidal cystec- 
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tomies had been performed elsewhere on 
several. 

I chose an operative technic that was 
basically a modification of established 
methods. Success was predicated on the 
following prerequisites: 

1. Complete removal of the cyst and 
sinus tracts. 

2. No evidence of acute infection of the 
cyst for two weeks prior to surgical inter¬ 
vention. 

3. Sacrifice of a minimum of healthy 
skin. 

4. Sharp scalpel dissection en bloc down 
to the sacrococcygeal fascia. 

5. Careful hemostasis. 

6. A minimum of buried suture mate¬ 
rial (since this gives rise to serum forma¬ 
tion and its consequences). 

7. Elimination of all dead space. 

Preoperative preparation consisted of 

admission to the hospital on the night be¬ 
fore the operation. A shower was pre¬ 
scribed, and the patient was instructed to 
scrub the operative area with tincture of 
green soap. The area was painted with 
tincture of metaphen after an enema had 
been administered. Premedication con¬ 
sisted of administration of a barbiturate 
one and one-half hours before the opera¬ 
tion and morphine sulfate and scopola¬ 
mine by hypodermic injection one hour 
prior to the operation. For all patients 
low spinal anesthesia with 100 mg. of pro¬ 
caine hydrochloride was employed. The 
Buie position was used. 

The operative technic was as follows: 
An elliptic incision about 3 inches (7.5 
cm.) long was made from a point about 1 
inch (2.5 cm.) cephalad to the uppermost 
sinus and carried down to the tip of the 
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coccyx. The incision was continued in 
depth down to the sacrococcygeal fascia. 
The entire mass of skin, sinuses, cyst and 
subcutaneous tissue was excised eii bloc. 
Hemostasis was secured by suture ligation 
or a ligature of No. 00 plain catgut. I did 
not trust hemostasis to hot moist packs. 
Lateral extensions were excised in a simi¬ 
lar manner, radial elliptic incisions being 
used. Usually three and occasionally four 
figure-of-eight braided black silk sutures 
sufficed to help obliterate the dead space. 
They were passed through the skin, sub¬ 
cutaneous tissue and sacrococcygeal fascia 
and again through the sacrococcygeal fas¬ 
cia, subcutaneous tissue and skin of the 
opposite side. They were left long and un¬ 
tied. The edges of the skin and subcuta¬ 
neous tissue were then approximated with 
vertical mattress Stewart sutures of black 
silk. A thick roll of bandage was placed 
over the suture line, and the braided silk 
sutures were then tied over the roll. Abun¬ 
dant mechanics’ waste was placed over the 
operative area, and wide strips of adhe¬ 
sive tape were firmly applied to insure 
compression of the area.* 

The patients were returned to the wards 
and given the single instruction to stay in 
bed. No particular posture was advised, 
and no attempt was made to restrict the 
bowel habitus. A cathartic was, however, 
administered on the fifth postoperative 
day. The dressing was not disturbed un¬ 
less there was specific indication, such as 
pain of undue severity or elevation in 
temperature. On the seventh daj' all su¬ 
tures were removed and a light dry dress¬ 
ing applied. The patients were allowed 
out of bed and given the freedom of the 
ward. 

In 93 per cent of the cases the wounds 
healed per primam. In the 7 per cent in 
which the wounds did not heal in this man¬ 
ner, its failure to do so in 5 per cent was 
due to hematoma formation and in 2 per 

•MwhanJea' wsste w«9 att Iht sutrev'ttion of Dr. Sterhena 


cent to the accumulation of serum and pus. 
Hematoma manifested itself by acute ele¬ 
vation of temperature usually forty-eight 
hours after the operation. The wounds in 
these cases were opened and allowed to 
heal by secondary intention. In 1 case the 
wound healed by primary union, but about 
three weeks after the operation the pa¬ 
tient complained of pain. Examination 
revealed a fluctuating mass. This was in¬ 
cised and was observed to contain sero- 
purulent material. Apparently the dead 
space had not been adequately obliterated. 
1 followed my patients for eight weeks, at 
the end of which time they were dis¬ 
charged. The wounds were firm, well 
healed and nontender. There was no evi¬ 
dence of recurrence or drainage. 

COMMENT 

The incidence of wound breakdown 
probably could have been further reduced 
if even greater care were exercised in 
hemostasis. In placing my tension sutures 
and apposition sutures to obliterate the 
dead space I occasionally punctured a 
small blood vessel. My impression was that 
the compression dressing would control 
this, but apparently it did not. Antibiotics 
were not used in this series, but there is 
no doubt that they can play an important 
role in preventing wound breakdown due 
to infection. There is no substitute, how¬ 
ever, for clean, sharp dissection and care¬ 
ful hemostasis in the treatment of piloni¬ 
dal cyst. 

I should like to acknowledge that the 
follow-up period, two months, was com¬ 
paratively brief, considering the magni¬ 
tude of the problem of pilonidal disea.se; 
yet it seemed to me that valuable infor¬ 
mation was gained. 

CONCLUSION 

A report of 100 cases of pilonidal cys¬ 
tectomy by the primary closure technic is 
rc-sentejl. The d e< oyed is a 
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variation of well established technics. It 
is simple and adequate to effect a high rate 
of cure in surgical treatment of pilonidal 
cyst. Primary suture should be the objec¬ 
tive, and preoperative preparation should 
be so planned as to facilitate its wider use. 
The reduction in time lost, compared to 
that lost by the use of the open methods, 
is unparalleled, and the recurrence rate is 
no greater. 

RIASSUNTO 

Vengono riferiti 100 casi di cisti del 
coccige asportate con sutura primaria 
della cute, secondo una particolare tecnica. 
II metodo e semplice e consente la guari- 
gione in un’alta percentuale di casi. La 
preparazione preoperatoria deve essere 
condotta in maniera da facilitare la chiu- 
sura primaria. Si risparmia tempo, in 
confronto con gli altri metodi, e le recidive 
non sono piu numerose. 

RESUMBN 

Se comunican 100 casos de quiste pilo¬ 
nidal tratados mediante la tecnica de cierre 
por primera intencion. El metodo que se 
emplea es una variante de otras tecnicas 
bien establecidas; es simple y adecuado 
para lograr un alto grado de curaciones 
en el tratamiento quirurgico del quiste 
pilonidal. El objetivo debe ser el cierre 
primario mediante suturas y el preopera- 
torio debe ser planeado de manera de fa- 
cilitar su uso en forma mas amplia. Se 
reduce el tiempo de tratamiento y la reci- 
diva no es mayor que con los metodos 
abiertos. 

ZUSAMMENFASSUNG 

Es liegt ein Bericht ueber 100 Faelle 
von Eesektionen pilonidaler Zysten mit 
primaerem Verschluss vor. Das ange- 
wandte Verfahren stellt eine Abwandlung 
wohlbewaehrter Techniken dar. Es ist 
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einfach und geeignet, einen hohen Prozent- 
satz von Heilungen zu erzielen. Der pri- 
maere Verschluss sollte das Ziel der Ope¬ 
ration sein, und die Vorbereitungen vor 
dem Eingriff muessen entsprechend ge- 
plant werden, um eine haufigere Anwen- 
dung des Verfahrens zu ermoeglichen. Die 
Verminderung des Zeitverlustes ist im 
Vergleich mit Techniken, die die Wunde 
offen lassen, sehr eindrucksvoll, und die 
Zahl der Rueckfaelle ist beim geschlosse- 
nen Verfahren nicht groesser als beim 
offenen. 

RESUME 

Un report de 100 cas d’excision de kys- 
tes pilonidales par une technique de ferme- 
ture primaire est presente. La methode 
employee est une variation de techniques 
bien etablies. Elle est simple et satisfai- 
sante et donne un haut pourcentage de 
cures dans le traitement des kystes piloni¬ 
dales. Le but devait etre une suture pri¬ 
maire et la preparation preoperative devait 
etre telle, que I’usage plus generale de la 
procedure est facilite. Le temps perdu 
n’est pas comparable a la perte de temps 
dans I’usage des methodes ouvertes et le 
nombre des recidives n’est pas plus grand. 
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The chief trouble I find with the best of our philosophers is that the obseivers 
of organic life, who are interesting, tell us only what is obvious, and that the ob¬ 
servers of life inorganic, who alone are in a position to make us truly ^v'ise, are still 
thinking in involved mathematical formulae. To realize the poverty of philosophy 
one need only pursue tlie works of Henri Bergson who a few days ago was granted 
the annual Nobel Prize. Being the first of the metaphysicians to try to make himself 
readable, Monsieur Bergson Is almost infantile in his reasoning. 

In all the intricate fiddle-faddle of modern philosophy nothing amuses me more 
than the chief differentiations between instinct and intelligence. Instinct, running 
through channels still uncharted, governs in us those elements by virtue of which 
we remain a part of the inorganic world, in very much the some way as the blood 
running through its arteries irrigates and holds aloof our organic integrity. Wlien 
erupted, instinct, too, bursts its channels, overruns and coagulates into clots of intel¬ 
ligence. Is it not apparent that if W'e always followed our instincts smoothly there 
would be nothing to think about? 

We need in philosophy more sages wise enough to follow the example of Emile 
faures who declared in his lefiections on Violence that it took him twenty years to 
acquire his education and nearly forty years to disabuse himself of it. 

I remember that one night, when I w'as very young, I U’as on my way liotne along 
a deserted street when the w’hole meaning of life seemed to flash on me in one single 
golden sentence. I paused to WTite it down but could find neither pen nor pencil. 
I memorized it. But when I reached home it had passed entirely out of my mind. 
I have never been able to recollect it, and I was really sufiicicntly ignorant at that 
lime to ha%e hit on the absolute truth. 


—Anonymous 
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Neuroplegie et Hibernation Artificielle 

H. LABORIT, M.D., F.I.C.S. 

PARIS, FRANCE 


L ES etudes que nous poursuivons depuis 
dix ans nous ont amene a distinguer 
dans tout syndrome morbide deux 
types d’elements: les uns resultant de Tac¬ 
tion directe de Tagent agresseur (trau- 
matique, toxique, infectieux), les autres 
de la reaction organique a Tagression. 
Nous avons reuni les premiers sous le titre 
de “syndrome lesionnel,” les seconds sous 
celui de “syndrome reactionnel.” 

Ce dernier, qui met en jeu les differents 
systemes de correlation intercellulaires et 
interorganiques, systeme nerveux, sys- 
teme cardiovasculaire, systeme endocri- 
nien, a finalement des consequences cellu- 
laires. Celles-ci peuvent se resumer en 
disant qu’a Tetage tissulaire peripherique, 
on assistera a une depolarisation mem- 
branaire stable, a une orientation du me- 
tabolisme dans le sens du catabolisme 
proteique et hydrocarbone intense et non 
compense immediatement par un anabo- 
lisme reparateur. D’ou certaines pertur¬ 
bations ioniques, fuite cellulaire potassique 
en particulier, qui ne sont en fait que Tex- 
pression des perturbations metaboliques 
(Fig. 1). 

Si cet etat fonctionnel persiste un cer¬ 
tain temps, on atteint une certaine inten- 
site, il pent en r e s u 11 e r des lesions 
cellulaires et tissulaires graves qui sont 
capables d’entrainer la mort. Elies consti¬ 
tuent un “syndrome lesionnel secondaire” 
a la reaction organique desordonnee. 
Suivant les cas, le syndrome lesionnel 
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ou le syndrome reactionnel predominent. 
Parfois ce dernier constitue Tessentiel de 
la maladie (syndrome paleur hyperther- 
mie chez Tenfant apres une intervention 
chirurgicale benigne, complications vei- 
neuses et emboliques, digestives, pulmo- 
naires). Dans d’autres cas, le syndrome 
lesionnel est predominant. Le plus sou- 
vent il y a intrication des deux types de 
facteurs. 

Nous allons resumer les bases qui nous 
ont permis, sur ces donnees generales, la 
realisation de ce que nous avons appele 
“neuroplegie” et “hibernation artificielle.” 
Nous tenons a preciser que devant Tabon- 
dance considerable de travaux experimen- 
taux et cliniques concernant la pharma- 
cologie, la biologie, la biochimie, la 
physiologie et Tetude clinique de ces 
methodes therapeutiques, il nous est ac- 
tuellement impossible d’etablir un bilan 
complet. Nous nous limiterons a mention- 
ner certains travaux parmi les plus utiles 
car, contrairement a ce qu’ecrivent et 
pensent certains de nos collegues anglo- 
saxons*- sans doute insuffisamment in¬ 
formes des travaux europeens, nous 
croyons que peu de sujets ont provoque 
depuis cinq ans autant de recherches expe- 
rimentales precises et d’etudes cliniques 
dans toutes les disciplines medico-chirur- 
gicales. 

Puisque la maladie operatoire depend 
de deux types de facteurs: les uns reac- 
tionnels, les autres lesionnels, la therapeu- 
tique doit s’adresser a ces deux elements. 


704 



LABORIT: NEOROPLEGIE ET HIBERNATION 


VOL. XXIV. NO. C 



^ ^ I ~ I I_■ ■_Ll 

^ ,j 2j 3j 5j 6j 

Intfrventiof' 


Fig. 1.—Cholecystectomie sous anesthesie basal. 
Hyper puis hypokaliemie; hyperkaliurie; bypona- 
triurie; hypoexcitabilit^ neuromusculaire contem- 
potaire <lu deficit potassique. 


1. Prophylaxie et tvaitement du syn- 
drome reactioniiel. —(a) : II va sans dire 
que le premier devoir de I’operateur en 
vue de minimiser la reaction organique 
sera de diminuer I’intensite de Tagression: 
chirurgie atraumatique, pen hemorra- 
gique, role essentiel de la restauratlon 
isochrome per-operatoire de la masse 
sanguine. Cependant, dans certains cas, 
malgre I’observance de ces imperatifs, 
Tagression demeure severe. Dans d’au- 
tres, malgre la benignite de I'agression, la 
reaction s’avere quand meme desordonnee, 
du fait d'un terrain reactionnel, psychique 
ou organique particulier. 

(b) : D’ou la necessite de controler le 
sens, I’intensite et la duree de la reaction 
neuro-endocrinienne. Les tests opera- 
toires sont le plus souvent incapables de 
nous permettre de prevoir avec exactitude 
la forme que prendr« vAnntmri T.n 


recherche de I’excitabilite neuro-muscu- 
laire pre operatoire est susceptible, comme 
nous le verrons, de nous fournir certains 
renseignements. 

La reaction mettant en jeu principale- 
ment les systemes nerveux vegetatif et 
endocrinien, voyons comment nous pou- 
vons inhiber le fonctionnement de ces 
systemes, 

A. Inhibition vegetative — NeuropUgie. 
—Nos premieres recherches experimen- 
tales®' nous ont montre Timpossibilite 
d'interdire les lesions engendrees par Tir- 
ritation splanchnique chez le cobaye par 
Tutilisation d’une substance lytique isolee 
(ganglioplegique, sympatholytique, para- 
sympatholytique, antihistaminique), et au 
contraire Vefficacite d'associations medica- 
mcnteuses assurant une inhibition multi- 
focale du systeme vegetatif, aussi bien 
centrale que peripherique (neuroplegie). 
C’est ainsi que sont nes les “cocktails ly- 
tiques.” Un autre avantage de ces me¬ 
langes medicamenteux est de realiser une 
inhibition globale plus importantepourdes 
doses moindres de chacun des constituants 
qui potentialisent reciproquement leur 
action sans provoquer les reactions in- 
versees frequemment engendrees par les 
drogues a action vegetative quand on aug- 
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mente considerablement leur posologie. 

Nous emprunterons a Bobbio, Goffrini 
et Bezzi (Parme^^) les schemas suivants 
(Figs. 2, 3 et 4) qui montrent la reduc¬ 
tion considerable de reactions vaso-mo- 
trices a des agressions traumatiques ou 
electriques portant sur des nerfs varies 
apres utilisation de cocktails lytiques. 
Parmi les travaux confirmant Tinhibition 
des reflexes vaso moteurs, citons ceux de 
Benelli et coll.,®^ Dasgupta et Werner,et 
Vanlerenberg et coll.®'' Sur les spasmes 
renaux, Laborit et Escudie,®® Bubnoff et 
Taugner®' et Cadili.®® 

Ces autres schemas (Figs. 5 et 6) em- 
pruntes a Weese^- montrent que la I'eac- 
tion au froid intense ne pent etre interdite 
que par I’association appelee par nous 
melange Mi (Chlorpi’omazine -f prometa- 
zine -t- pethidine). Encore, chez le chien 
et I’homme apparait-il necessaire le plus 



Fig. 3.— A, stimulation electrique du splanchnique 
dans sa continuite. Riposte hypertensive avant 
et apres cocktail lytique. B, stimulation mecanique 
du splanchnique dans sa continuite. Reponse 
hypertensive comparee avant et apres blocage 
piiarmacodynamique (d’apres Bobbio, Goffrini et 
Bozzio). 



Fig. 4.—Stimulation faradique du bout periphe- 
rique du vague en corresponse hypertensive avant 
et apres blocage vegetatif medicamenteux (d’apres 
Bobbio, Goffrini et Bozzio). 


souvent d’administrer egalement de fai- 
bles quantites de barbiturates. 

Les derives de la phenothiazine dont nos 
travaux ont montre I’importance thera- 
peutique en pathologie generale et en 
anesthesie, nous ont grandement facilite 
la realisation de cette inhibition vegeta¬ 
tive. La constatation que nous avons faite 
d’une action potentialisatrice de ces corps 
vis-a-vis des anesthesiques generaux^®-” 
amena la recherche et la decouverte par 
Charpentier, Courvoisier et coll.^'' d’un 
corps qui fut tout d’abord fourni comme 
“potentialisateur anesthesique.” Ce fut 
la chlorpromazine, dont notre etude 
Clinique princeps*® posa les indications 
medico-chirurgicales essentielles, y com- 
pris la psychiatric, dans I’inhibition con- 
trolee des reactions organiques aux agres¬ 
sions de tous ordres. Viaud en a fait une 
etude pharmacologique recente.®® 

Les multiples etudes auxquelles ce corps 
a donne lieu ont permis de lui assigner une 
activite surtout centrale qui parait sieger 
au niveau des formations r e t i c u 1 a i r e s 
(Terzian;!" Berard;^® Hiebel, Dell et Bon- 
vallet;^® Carreras et de Risios;®® Dasgupta 
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Fig. 5.—Accroissement du metabolisme par le 
refroidissement chez le cobaye. A, animaux te- 
moins. B, animaux avant re^u 20 mg./Kg. de 
chloropTomazine. Reaction diminuis mais pas 
constanment interdite (d’apres Weese). 






Fig. C. (d’apres 'Weese).—Evolution du metabo- 
lisme chez le rat refroidi. A, apres cocktail ly- 
tique; megaphen-thorazine, atosil-phenergen, 
dolatinc-demerol. B, apres emploi isole des dif- 
ferents elements du cocktail. 

et Werneret peripheriques^ surtout 
cellulaires, dont nos recents travaux ont 
en partie precise le mecanisme.®"'Nous 
le decrirons plus loin. L'action ganglio- 
plegique parait actuellement discutee, les 
uns I’affirmant (Wirth;-' Chauchard;- 
Quevauviller), les autres la niant (Ph. 
Decourt;-^ Donnet;-^ Jourdan). Elle 
parait du moins secondaire, comparee a 
ses actions cellulaire (histoplegie^’' et 
centrale). 

La chlorpromazine, par la richess' 
ses proprietes pharmacodynamiques, 
minimiser a elle seule certaines re-'*- 
organiques d’intensite limitee. Tin 
cas de reaction intense elle est ins*'*' 
malgre raccroissement considerable 


doses, et les cocktails lytiques s’averent 
indispensables. L’experimentation animale 
de Weese'" apporte une confirmation de ce 
fait que de tres nombreuses observations 
cUniques ont mis en evidence. 

Insuffisante dans bien des cas, elle n'est 
pas non plus indispensable a I’obtention 
d’une inhibition vegetative efficace. De 
nombreux auteurs (Li Voti;^'* Cahn et 
coll.;"^ Huguenard et Compan,"" etc.) en 
ont apporte la preuve clinique et experi- 
mentale. L'hydergine semble posseder une 
activite comparable en bien des points. La 
chlorpromazine presente certains inconve- 
nients, en particulier la tachyc&rdie et la 
depression myocardique. Mais ils nous 
paraissent secondaires puisque nous pou- 
vons efficacement latter centre la premiere 
par Temploi de I'Hydergine, bradycardi- 
sante, et contre la seconde par Temploi 
des sels de calcium.-'’’''’'’' 

Ainsi, I’avantage des cocktails lytiques, 
en particulier du Mi, est de realiser une 
inhibition equilibree periph^rique et cen¬ 
trale des reflexes v^getatifs. 

Penphevique. — Les variations per et 
post-operatoires de la vaso motricite de 
sont pas interdites par I'anesthesie pro- 
fonde, comme I’a montre Hustin.^'' 

Le parasympathique reglant I’anabo- 
lisme et dominant le sommeil, il semblerait 
logique d'inhiber preferentiellement le 
systeme adrenergique, facteur de catabo- 
lisme azote, de la reaction organique au 
milieu ct du metabolisme hydrocarbone. 

En fait, chez les mammiferes et chez 
rhomme, le systeme cholinergique equili- 
bre un systeme adrenergique puissant. Un 
blocage adi*energique exclusif est dange- 
reux en anesthesie. II aura pour conse¬ 
quence des snasmes de la musculature lisse 
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la pharmacopee permet actuellement cle 
realiser. 

C’est aiiisi qu’ayant a notre disposition 
des ganglio 2 )legiques (T. E. A.,^^ amide 
procainique,^® pendiomide, arfoiiad, metho- 
niums), nous pi’ovoquerons dans certains 
cas une inhibition vaso-motrice predomi- 
nante permettant une hypotension con- 
trolee qui, dans I’application de la 
neuroplegic et de rhibernation a la neuro- 
chirurgie, a ete denomee par Lazorthes et 
C a m p a n: hibernation-hypotension, qui, 
presente sur Thypotension controlee pure 
et son ralentissement circulatoire Favan- 
tage d’une plus grande securite demontree 
par les dosages d’oxygene arteriel et vei- 
neux et des consommations oxygenees 
cerebrates (Espagno;-' Feruglio et coll. 
Siemons et Bernsmeier,®^ et Ganshirt et 
Brilmayer''-), qui montrent une diminution 
des combustions cerebrates beaucoup plus 
importantes que la diminution du debit 
circulatoire au niveau des centres. 

Les adrenoUjtiqnes (Chlorpromazine, 
Hydergine) contribueront a inhiber la re¬ 
action medullo surrenalienne a Fagression. 

Les parasympathohjtiqucs (Dolosal, 
phenothiazines et surtout Diparcol, atro¬ 


pine) s’opposeront a Faction de Facetyl- 
choline. Le Diparcol, atropinique, ganglio- 
plegique vagal, excitant respiratoire, 
neuroplegique central, que nous avons 
introduit en anesthesie^ et en therapeu- 
tique generate,ets un des derives de la 
phenothiazine d’un interet constant. Son 
etude pharmacologique vient d'etre reprise 
recemment dans cette orientation anes- 
thesique par Sciarra et coll.”“ 

Les antihistaviiniques derives de la 
phenothiazine (Phenergan) dont Faction 
centrale est proche de cede de la chlor¬ 
promazine ont un interet par leur action 
sur les sphincters precapillaires qu’ils 
maintiennent fermes. Nous avons intro¬ 
duit leur emploi en anesthesie"® et en 
pathologie generate,"" interesse par leurs 
effets secondaires (Hypnogene, antither- 
mique, antiemetique) dont certains, jus- 
qua ce que nous en montrions Finteret, 
passaient pour nuisibles ou tout au moins 
genants. 

Centrale. —Nous ne reviendrons pas sur 
Fexperimentation de Terzian,’’ Hiebel et 
coll.,^" Carreras et de Risio-" demontrant 
Faction de la chlorpromazine sur les for¬ 
mations reticulaires. Du point de vue 
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biologique, cette inhibition consiste vrai- 
semblablement en un blocage enzymatique 
du metabolisme cerebral essentiellement 
hydrocarbone auquel les derives de la 
phenothiazine prennent une part sans 
doute importante comme nous Tavons in- 
dique.-‘ 

Les travaux de Peruzzo et Forni,®- ceux 
de Balestrieri et Berti'^’ ont recemment 
tente de preciser le point d’action des 
phenothiazines dans le catabolisme des 
hydrates de carbone, en etudiant les pro¬ 
cessus oxydatifs de coupes de cerveau dans 
differents substrats. 


Substrat. 0,01 M. 

Qo. 

To d'inhibition 
Largactil. 10 ''jM. 

Glucose . 

.5.0 

27 

Lactate . 

.4,4 

26 

Pyruvate . 

... 4,8 

23 

Citrate . 

.... 3.9 

25 

Succinate . 

... 12,3 

0 

Plasma . 

.4,65 

23 


d'apres Balestrieri et Berti^^ 


Ces resultats amenent leurs auteurs a 
penser a un blocage des flavoproteines et 
du cytochrome b. Le bleu de methylene 
annulerait cette action. Nous ferons re- 
marquer en passant la similitude des for- 
mules de ce corps et des phenothiazines. 
Antagonisme de competition? 

Cette interference sur le metabolisme 
cerebral n’est sans doute que I'aspect cen¬ 
tral d’une propriete generale, sur laquelle 
nous rcviendrons en etudiant Taction cel- 
lulaire de ces substances. De toute fagon, 
la differentiation cellulaire ayant abouti 
dans Torganisme evolue a une differentia¬ 
tion metabolique, cette propriete generale 
ne pent avoir consequence “univenselle*' 
comme Tont pretendu certains, ct tout 
porte a croire c 
zines comme cel 
sera “preferent 
sur certains Is > 
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Fan'aP'oMS de la kalieviie chez les rats 
iraitcs par le melange lytiqnc 
Composition du melange : 


Chlorpromazine . 50 mg 

Pethidine . 50 mg 

Promethazine . 50 mg 

Eau : q. s. p... 10 ml 


Dose injectee : ml/kg en quatie fois. 

Les temperatures centrales des aniniaux sont 
celles constatees avi moment de la pvisc de sang 


que sur Tanimal entier comme in vitro, 
c*est encore le metabolisme cerebral qui 
sera le plus profondement influence comme 
Ta montre Bernsmeier,^^ puisqiTil est 
reduit de 35% pour cet auteur par IMnjec- 
tion intraveineuse de Phenergan et de 
Lavgactil (Promethazine -f Chlorproma¬ 
zine). 



Fig._8.—Effet cle la chlorpromazine (injcctcc dans 
la bifurcation aortique) sur le fonus du ga.stroc- 
nemicn de chat, soumis h une stimulation dirccte 
ou indiiecte (d’apies J. Kupcr.s et A. K. Armi- 
tage). Abais'je, temps en minutes. Ordormie, 
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*d’apres Delga et coll. 

Vohimiiieux Sarcome Sternal — Exercse* 

Mr. Drou. 


18.1.55 


19 

20 

21 

22 

23 

24 

25 

26 27 28 

SANG 


op. 











Uree 

0,18 

0,24 

0,44 

0,45 

0,32 

0,32 

0,24 



0,26 



0,31 


61 

59,5 

57,5 

58,5 

53,5 

56 

57 






54 

Hematoc. 

42 

43 

43,5 

43 

41 

40 

38 



37,5 



42,6 

Tx. proth. 







100% 



54% 



60% 

Protides 

64 

64,5 

68 

68 

64,5 

76 

64,5 



66,5 



77,5 

Na 

2,95 

2,75 

3,25 

2,96 

2,85 

3,80 




3,40 




K/mg. 

140 

144 

120 

116 

120 

88 




142 




Ca/mg 

97 

102 

102 

100 

100 

79 

93 



86 




URINES 

Uree 

13 

0,73 

5,6 

0,86 

1,18 

12,4 


18 

13,6 

9,8 

13,2 


8,4 

Phosphates 

1,4 

0,07 


0,23 

0,37 



0,30 

0,64 

0,75 

1,04 


1,19 

Chlorures 

14,7 

1,29 

5,2 

1,46 

0,17 

,08 


6,16 

12,16 

12 

9,8 


6,9 

Ca 

0,171 

0,004 

0,016 

0,04 

0,005 

0,02 


0,02 

0,03 

0,045 

0,065 


0,042 

K 

1,62 

0,057 

0,76 

0,073 

0,28 

0,48 


0,9 

1,04 

1,27 

1,04 


0,84 

Na 

4,05 

0,45 

1,84 

0,38 

0,35 

1,64 


3,07 

3,24 

5,9 

5,85 


3,29 

TESTS NEURO-MUSC. 

T.C. 


13 

22 

17 

15 

12 

11 

12,5 


11,5 

8,6 

10,5 

11 

Rh 


2,9 

3,9 

2,8 

2,4 

2,35 

2 

2,7 


1,9 

1,8 

2 

2,3 

Ch 


0,3 

0,35 

0,35 

0,35 

0,35 

0,35 

0,35 


0,45 

0,35 

0,35 

0,3 


39° 

38' 

37' 

36' 

35' 

35' 

34° 

33' 



TRAITEMENTS 


Neuroplegiques 


Insuline-glucose 


CIK 

1 g i.v 

0,50 

0,50 

( 2 g ) 

2 g 2 g 2 g 


CaCU 

4 cc 

lOcc 

5cc 

(per os) 




(59f) 


‘Bilan biologique du opere sous hibernation artificielle. Noter la positivite des bilans potassiques et 
les faibles variations de I’excitabilite neuro-musculaire. 


Les chiffres de Potassium urinaire experiment les quantites reelles de potassium excrete. 
Les debits horaires n’ont pas ete signales ici. 


B. Uinhibition endocrinienne. — Nous 
avons constate I’inhibition plus ou moins 
p r o f o n d e hypophyso-surrenalienne des 
cocktails lytiques des 1951^^ alors que la 
chlorpromazine n’existait pas encore. Elle 
a ete confirmee depuis par JentzerBob- 
bio et coll.,"-’ Castaigne," Aron et coll.,^® 
Li Voti,-"^ Kuwabara,^'^ Somniariva,-*^ Chey- 


mol, de Leeuw et Oger,^- Forjanini et 
Cecconi,''-’ Monaci et Nocentini,’" etc., avec 
des melanges sans ou avec chlorpromazine. 
L’introduction du melange doit etre faite 
progressivement, ce qui est difiicilement 
realisable chez le petit animal ou la bru- 
talite d’administration a un caractere 
agressif qui, a notre avis, a conduit cer- 
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Animaux Temoina 


Poids 

Tenipcratufc 

Kaliemie 

150.. 

.37 

166 

170 

37 

257 

1 Ol) 

T. 

277 

1 :o 

3*. 

230 

1^0 

37 

260 

185 .. 

.37 

245 

170... 

.37 

225 

130.. 

.37 

245 

180.. 

.37 

220 

27S... 

.37 

212 

230... 

.37 

196 

270.. 

.37 

208 

240 . 

.37 

196 

Valeur moyenne de la kaliemie : 

225 


Animaitx traitcs et Sacrifies 

Poids 

Temperature 

Kaliemie 

1® apres 3 heures 

235 

25 

179 


IS 

133 

18H 

•>(; 

1C7 

175.. 

.31 

215 

Valeur moyenne de la kaliemie 

173 

2* apres 4 beures 

140- 

.28 

132 

142. 

.23 

117 

IGO... 

. 17 

95 

215- 

.19 

147 

230.. 

.18 

156 

205 . 

..18 

203 

IGO 

.15 

105 

205 . 

... 17 

120 

176 . 

.31 

146 

180. 

.18 

125 

Valeur moyenne de la kaliemie : 

143 


tains auteur ii decrire une action cortico- 
trope aux products (Cahn et coll.^-' 

Les drogues paraissent bloquer I’hyper 
fonctionnement endocrinien post-agressif 
en laissant persister leur fonctionnement 
physiologique. IMarquardt/" notant Tac¬ 
tion adrenolytique et non nor-adrcnoly- 
tique de la chlorpromazine, voit la I'expli- 
cation du maintien du fonctionnement 
“minimum" du systeme vegetatif et le 
blocage de la “fonction de danger" puisque 
la noradrenaline parait etre Thormone 


sympathique vraie maintenant le tonus 
vaso-moteur tandis que Tadrenaline serait 
secretee par la surrenale a la suite d'une 
agression. Le fonctionnement hypophy- 
saire paraissant en partie lie a la secretion 
adrenalinique, on pent supposer que les 
drogues interviennent sur lui par leur 
propriete adrenolytique. Mais la com- 
mande nerveuse ou neuricrine de Thypo- 
physe peut egalement etre inhibee par 
Taction reticulaire des drogues. Enfin, 
facteur essential a notre avis, leur inter¬ 
ference dans le metabolisme des hj'drates 
de carbone rend sans doute inutile la raise 
en jeu hypophyso-cortico surrenalienne 
dont le role essential est d’assurer la neo- 
glucogenese post agressive. II est interes- 
sant aussi de constater que la cortico- 
suj-renale n’en conserve pas moins toute 
sa reactivite a Tacth., comrae Castaigne 
Ta montre.®' 

En tout cas, en limitant notre examen 
a la reaction hypophyso-surrenalienne 
post-agressive, il serable bien que la chlor¬ 
promazine ou les cocktails lytiques varies 
Tinhibent ou la minimisent. En chiriirgie, 
la chute du taux des eosinophiles du sang 
circulant est tres reduite sous anesthesie 
potentialisee.'^’ Parfois c’est une eosino- 
philie qu'on rencontre. Chez Tanimal on 
interdit de la meme maniere, ou I’on re- 
duit, la depletion de Tacide ascorbique 
.surrenalien apres une agression (Cheymol 
et coll.'*-). 

C. Action cellnlaire dirccte. — Nous 
avons prononce parfois, en parlant des 
derives de la phenothiazine, le terme 
d' “histoplegie,"--’ c’est-a-dire d’une action 
dont la cible serait la cellule. II ne pent 
s'agir d'une “diminution de la reactivite 
ccllulaire" (Decourt). Au contraire, la 
recherche de Texcitabilite musculaire par 
T^tablissement de courbes (Texcitabilite 
intensite-duree chez Tanimal ou le sujet 
neuroplegic, montre une cxciUibilitc aup- 
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Fig. 9.—Bilan unique sous neuroplegie. Noter la c'nuta de I’uree sanguine et celle de I’uree urinaire 

experiment I’embolisme protidique. 


elle est en rapport avec une perturbation 
metabolique qui ne peut etre indentique 
sur des cellules dont les processus metabo- 
liques sont forcement differents, car ces 
cellules sont differentiees. Elle ne peut 
etre la meme sur la cellule nerveuse, glan- 
dulaire ou musculaire. Elle est deja dif- 
ferente sur des muscles de types varies 
comme les jambiers (fibres toniques riches 
en sarcoplasme) et I’opposant (fibres a 
contraction rapide, riches en phosphagene, 
pauvres en sarcoplasme). 

Cette augmentation de I’excitabilite 
s’accompagne d’une diminution du tonus 
(ce qui est classique, la depolarisation 
cellulaire diminuant I’excitabilite et aug- 
mentant inversement le tonus). Cette 
diminution du tonus musculaire strie a ete 
mise en evidence par Kopera et Armitage^* 
sur la preparation nerf phrenique-dia- 
phragme du rat et sur le gastrocnemien 
de chat (Fig. 8) avec la chlorpromazine, 
la promethazine et la pethidine, ainsi que 
]'ar GruV‘-’ avec ces memes produits et le 
diparcol. 


Cette diminution du tonus est egalement 
valable pour la fibre musculaire lisse des 
vaisseaux et explique Taction vaso-dilata- 
trice et hypotensive d’une drogue comme 
la chlorpromazine surtout, du phenergan 
et meme du dolosal (a un moindre degre), 
composants du melange Mj. Pour la chlor¬ 
promazine, cette action directe cellulaire a 
ete mise en evidence recemment par 
Forster, O’Mullane, Gaskell et Churchill 
Davidson''® chez Thomme et par Morin, 
Donnet et coll.-^ chez Tanimal. 

Elle est enfin valable pour les muscles 
lisses intestinaux, comme I’ont montre 
Lamarche et Arnould®" sur Tintestin isole, 
et explique Taction spasmolytique de la 
dx'Ogue. Cette action musculaire directe 
peut etre deduite d’ailleurs des travaux 
realises au Val-de-Grace et qui nous ont 
permis de conclure a une augmentation 
des potentiels de membrane sous Taction 
des neuroplegiques (service du Pr. 
Favre^"' '"I. 

La chlorpromazine, et plus encore le 
melange Mi, provoquent une hypokaliemie 
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(Table 1) (Delga et coll.*“) que nous 
avons montre etre due a une penetration 
intracellulaire du potassium (Laborit et 
coll.-'" et H. et G. Laborit®*) - C’est la con¬ 
clusion qu’on peut tirer de I’etude des 
bilans potassiques qui montrent une hypo- 
baliemie avec hypokaliurie (Table 2). 

La mise en charge cellulaire du potas¬ 
sium, vraisemblablement consecutive a 
une interference sur le metabolisme cellu¬ 
laire que nous nous efforqons actuellement 
de preciser, s’accompagne d’une augmen¬ 
tation de la polarisation membranaire, du 
potential de repos, d’une augmentation de 
I’excitabilite, done d’une diminution du 
tonus. 

La recherche de Vexcitabilite neuro- 
miiscidaire devient done, ainsi comprise, 
et comme le montrent les bilans ioniques 
que nous avons realises, I’expression de 
I’etat d’^quilibre d’un element biologique, 
la fibre musculaire, baignant dans un mi¬ 
lieu interieur commun a tous les organes 
et tissus et capable de rdagir comme eux 
par des perturbations metaboliques dont 
les consequences ioniques influenceront a 
la fois le potentiel energdtique cellulaire 
et la Constance du milieu interieur. L’ex- 
citabilite estainsi sous la dependance du 
rapport entre les concentrations ioniques 
(principalement potassique) intra et ex¬ 
tra cellulaires. Mais la concentration 
potassique extra cellulaire etant peu in¬ 
fluences tant que le rein est capable de 
fonctionner normalement et d’e.xcretcr 
sans seuil I’ion K+, les variations de I’ex- 
citabilite seront done le plus souvent cn 
rapport avec la teneur en ion K, diffusible 
intracellulaire. Nous pouvons actuelle¬ 
ment aflirmer qu I’etablissement des cour- 
bes d’excitabilite intensite-duree apporte 
des renseignements d’importance majeure 
comme test pre, per et post operatoire (H. 
et G. Laborit"''). La chronaxie peut etre 
tiree de ces courbes d’excitabilite inten¬ 
site-duree. Etudiee isolement elle nous a 
paru cliniquement ininterpretable. 


1. La neuroplegie, repetons-le, aug- 
mente Texcitabilite neuro-musculaire, 
vraisemblablement par accroissement de 
la polarisation membranaire et penetra¬ 
tion intracellulaire de I’ion K. 

2. Les courbes d’excitabilite permettent 
de tester un certain nombre de therapeu- 
tiques. L’excitabilite augmente sous Taction 
de certains agents anabolisants: insuline- 
glucose, A.T.P., somatotrophine hypophy- 
saire (Huguenard). Elle diminue sous 
Taction de certains agents catabolisants: 
adrenaline, ACTH., cortisone, anesthesiques 
generaux qui sont des depolarisants mem- 
branaires. 

3. Toute agression chirurgicale s’ac- 
compagnant d’une fuite cellulaire du po¬ 
tassium diffusible exteriorisant le catabo- 
lisme azote et glucidique, Tetablissement 
des courbes d’excitabilite intensite-duree 
permettra: 

a. Line appreciation pre-operatoire du 
potentiel energetique cellulaire; 

b. L’appreciation d’un deficit potassique 
cellulaire pas toujours en rapport evident 
avec la valeur de la kaliemie (Fig. 1) ; 

c. Le maintien de ce potentiel par les 
therapeutiques de neuroplegie et d’hiber- 
nation artificielle; 

d. L’equilibration electrolytique potas¬ 
sique et calcique en montrant qu’il n’est 
pas suffisant, pour le premier de ces ca¬ 
tions, d’en apporter a Torganisme defici- 
taire. II faut encore le faire penetrer dans 
la cellule, e’est-a-dire repolariser la mem¬ 
brane en orientant son metabolisme post 
operatoire vers Tanabolisme, tout en fre- 
nant le catabolisme. La Fig. 9 montre la 
diminution du catabolisme azote sous neu¬ 
roplegie, son augmentation avec Taban- 
don de la therapeutique. Les bilans biolo- 
giques precis permettent de confirmer 
Texactitude de ces donnees electrophysio- 
logiques. 

Les courbes de la Fig. montrent 
evolution de Tex " 'te ne IV nsc ir 
malgre Tappo s i 
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Fig. 10 (d’apres Roux et Huguenard).—Hyperexcitabilite du cours de riiibernation meis apres noter 
I’hyperexcitabilite progressant de jour an jour (du 2/2 an 8/2) exteriorisant une complication (occlu¬ 
sion) inapparente. Reapparition apres reintervention le 8/2, de la sensibilite au Cl.K. 


chez un malade qui fit une occlusion post- 
operatoire. La diminution progressive de 
I’excitabilite N. M. malgre la therapeu- 
tique pouvait faire prevoir plusieurs .iours 
a I’avance I’etablissement a bas bruit de la 
complication, indecelable cliniquement 
(malade de Roux et Huguenard"'-). 

Action snr differentes fonctions. —L’ac- 
tion des neuroplegiques et de I’hibernation 
artificielle sur la erase sanguine est une 
hypocoagulabilite que nous avons signalee 
(Laborit et Huguenard,”" Laborit®) et que 
nous attribuons a la sympatholj'^se. Cette 
action a ete retrouvee par de Gregori”® et 
Tabal et Della Santa Font signalee sous 
Finfiuence de la seule chlorpromazine.”” 
Une recente etude de Visconti et coll.'^® 
en hibernation artificielle s’est interessee 
aux variations de la formule sanguine. La 
neuroplegie par cocktail lytique et I’hiber¬ 
nation artificielle ne semblent pas influ- 
encer defavorablement le fonctionnement 
renal (Peruzzo,’”" Moyer et coll.^°U» et 
ne provoquent experimentalement aucune 
lesion parenchymateuse. La chlorproma- 
zine utilisee isolement non plus. 

Par contre, des icteres ont ete signales, 
du tj’pe par retention, probablement en 
rapport selon nous avec Faction musculo- 
trope de la chlorpromazine, mais il est bon 
de precise!* que ces ictm*es sont apparus 
generalement en clinique psychiatrique, 


ou la drogue est utilisee a hautes doses et 
pendant plusieurs semaines ou mois. Ils 
sont exceptionnels en clinique chirurgicale 
et nous n’en avons jamais vus. 

La djmamique cardiaque aux doses 
therapeutiques est peu influencee (Moyer, 
Kent et coll.’"’). La tachycardie due a la 
chlorpromazine pent etre combattue par 
FHydergine et la diminution de la pression 
systolique par les sels de calcium (H. et G. 
Laborit"’’). La djmamique cardiovascu- 
laire chez le chien sous hiberation a fait 
Fob jet de nombreux travaux parmi les- 
quels nous citerons ceux de Cahn et coll.’"\ 
Sheila Howarth et S. G. Owen ont re¬ 
cherche Feffet de la promethazine sur la 
pression sanguine, cell de Fartere pulmo- 
naire et la circulation pulmonaire par 
catheteiisme cardiaque. Ils n’ont pas note 
de changements importants.’"® 

Le comportement de la fonction respira- 
toire a ete etudie par Irmer et Koss”" et 
par Brancardoro et Cuocolo.”® 

Par ailleurs, les derives de la phenothia- 
zine diminuent tons la permeabilite capil- 
laire. 

II est interessant d’insister sur les cor- 
rehitions d’action des neuroplegiques aux 
differents niveaux de 1 ’ e q u i 1 i b r e or- 
ganique. 

1. Inhibiteurs de la reaction neuro- 
vegetative a Fagression, et adreno- 
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Fig. 11.— A, hibernation aitifi- 
cielle sans calcium. Noter I’hy- 
pohalieme neuroplegique. Mais 
ensuite la fuite potassique (re¬ 
tour de la kaliemie contnux 
antei’ieur) provoquee par I'm- 
tervention. B, hibernation arti- 
ficielle avec calcium. Noter le 
hypokaliene persistente malgre 
I’apport de CI.K. 

lytiques, ils maintiennent au niveau des 
membranes cellulaires, sur la musculature 
lisse des vaisseaux en particulier, un po- 
tentiel de I’epos que la reaction adreno- 
sympathique a tendance a diminuer, De ce 
fait, ils empechent la vaso-constriction 
rcactionnelle et la fuite potassique cellu- 
laire due a cette reaction. 

2. Inhibiteurs hypophyso-surrenailiens, 
il.s interdisent aussi Taction depolarisante, 
catabolisante, hyperkaliemisante, des cor- 
ticoi’des surrenaux. 

3. Par leur action cellulaire propre ils 
augmentent la charge energetique cellu¬ 
laire ou la reconstituent, tant que la mem¬ 
brane n'est pas definitivement lesee et que 
les desordres metaboUques cellulaires sont 
encore reversibles. II est actuellement 
difTicile de preciser Texistence et Timpor- 
tance de cette augmentation du potentiel 
de repos sur le fonctionnement de cellules 
variees, cellules glandulaires en particu¬ 


lier. II est egalement difficile de preciser 
le mecanisme metabolique interesse. On 
a cependant pu montrer la diminution de 
Tactivite catalasique sous hibernation arti- 
ficielle chez Thomme (Massone et Fer- 
raris'®-) de Tactivite peroxydasique 
(SchaumkelP®^). Blais Finkelstein et 
coll.*®^ ne pensent pas que Taction de la 
chlorpromazine soit due a un effet sur les 
processus d’oxydation. Uactivite cholines- 
terasique du serum humain est diminuee 
par les phenothiazines (Morand et Gay,^®^ 
Bianco et coll.^^0 ont montre par la de¬ 
termination de carboanhydrasemie la 
diminution sous Taction de la chlorproma¬ 
zine, de la vitesse de respiration intratis- 
sulaire. Blais n'est-ce pas a cette action 
cellulaire repolarisante qu’il faut attribuer 
Taction protectrice sur les cellules du sang 
conserve, reconnue par Halpeim et coll.^®® 
et par Blocchi,^®' des derives de la pheno- 
thiazine? 

2. Prophylaxic ct trnitement du syn¬ 
drome Icsionnel. — Elle depend en grande 
partic de la fagon dont est conduit Tacte 
op4ratoire et de Tobservance des grandes 
regies de chirurgie traumatique, sur les- 
quelles Leriche a longuement insiste. La 
encore la douceur des gestes, la limitation 
des attritions cellulaires au minimum in¬ 
dispensable, Themostase soigneuse, la 
crainte des tiraillements reflexogenes, Ic 
blocage novocai’ne des pedicules vasculo- 
nerveux completant localement la decon- 
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Fig. 13 (d’apres Jaulnes et coll.).— A, hibernation artificielle simple suivie de rechauffement (chien). 
O, temperature; B.C., rhythme cardiaque; G/i/, glycemie; C.O., consummation d’oxygene; OF, oxy- 
gene vieneux; OA, oxygene arterial; L.O., louvroir oxphorique; B.R., rhythme respiratoire. B, choc 
hemorrhagique, chien temoin. II est pratique deux hemorragies successive apres transfusion du sang 
epouche a la pendre. Meme legende que pour la Fig. 13 A, an en folus: V, ventilation; P.A., pression 
ai'terielle; I.O., indice oscillometrique; H 1, premiere hemorragie; H 2, deuxiemes hemorragie; R, re¬ 
transfusion. L’hemorragie est evaluee en centimetre cube pour Kg. 

nexion generale sont essentiels. Ces gestes La vaso-constriction, facteur d’anoxie 
assureront egalement, avons-iious dit, et d’acidose, rendra les membranes capil- 

dans line certaine mesure, la prophylaxie laires et cellulaires hyperpermeables, parce 

du syndrome reactionnel, puisque ce der- que depolarisees de faqon stable, du fait 

nier est en partie lie au syndrome lesion- en particulier d’un metabolisme cellulaire 

nel. anaerobie. La mort cellulaire pent en 

a. il/aifl il c.viste des lesions secondaires resulter sous forme d’oedeme, d’infarctus, 

fl la reaction .—En effet, une prophylaxie de necrose. La fuite hydrique et plasma- 

insuffisante du syndrome reactionnel pent tique transcapillaire et les deplacements 

autoriser I’apparition de certains desor- aqueux du secteur extra au secteur intra- 

dres cellulaires qui sont des lesions sec- cellulaire, favoriseront la spoliation de la 

ondaircs, directement en rapport seule- masse sanguine et conduiront a des trans- 

ment avec Facte operatoire et pas force- fusions inefficaces. De meme, I’atonie in- 

ment proportioiinelles a la gravite de ce testinale favorisera la fuite liquidienne 

dernier. dans la lumiere de l’inte.stin et les vomis- 
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Fip. 14 .—A (d’apvc's Jaulnes et coll.),chochemor- 
laprique chez I’aninial hiberne artificiellement. B, 
choc traumatique suivant la technique d’Hermann 
(chien temoin). Noter d’evolution en 2 temps du 
choc (compensce puis decompensee). 

sements completeront la cleshydratation 
fi’lobale et les pertes electrolytiques. 

II est evident que la neuropleg:ie mise en 
jeu apres I’etablissement du syndrome 
lesionnel peut etre ineflicace elle—meme si 
le.s lesions cellulaires sont irreversibles. 

Bu fait de la reduction constante a ce 


LABORIT: NEUKOPLEGIE ET JIlnERNATION 

stade de la masse sanguine circulante, il 
est egalement indispensable de I’etablir 
sous la protection d'line transfusion san¬ 
guine abondante, seule capable de remplir 
le systeme vasculaire rendu, sous Taction 
des drogues a sa capacite premiere. La 
repolarisation membranaire par mise en 
charge postassique redonnera im certain 
tonus aux vaisseaux et remplacera, s’il en 
est temps encore, Tatonie par epuisement 
par une vasoplegie due a line repolarisa¬ 
tion de la membrane des muscles lisses des 
vaisseaux. 

b. Vacte operatoire on Va^'cetion qid le 
commandc peuvent determiner des lesions 
directes extremement variees. 

Uhcmorragic parait etre un facteur 
preponderant. II est relativement facile 
d*y remedier par la transfusion sanguine. 
La transfusion intraarterielle nous parait 
d'eflicacite superieure a la transfusion 
veineuse car, ainsi que Creyssel, Marion 
et Deleuze'^ semblent Tavoir montre, une 
pression arterielle normale retablie en une 
region meme limitee du systeme vascu¬ 
laire, parait mettre en jeu un reflexe, sans 
doute sino carotidien, qui va s’opposer a 
la vasoconstriction peripheriqiie reaction- 
nelle. Bn resultat analogue est realist par 
I’infiltration des sinus carotidiens (Leger, 
Creyssel et Siiire*’*). On aboutit encore a 
Tinhibition d’une reaction vaso-motrice, 
but recherche par la neuroplegie. 

Mais la lesion n’est pas toujours d la 
portec d'ltn acte thcrapcutiqne. Teiles sont 
par exemple les petites hemorragies ponc- 
tiformes disseminees dans le tronc cere¬ 
bral apres un traumatisme cranio-encep 
halique. Tels sont les desordres biolo- 
giques, cellulaires et du milieu interieur 
provoquees par une peritonite vue tardi- 
vement ou une septicemic par exemple. 

La mort est a peu pres certaine h tres 
breve echeance, minutes ou heures. L’acte 
operatoire (draina e, sutur d’une perfo¬ 
ration) ou T ' anti 

ques appropri' e a 
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te) n’avroni pas Ic temps de montrer 
r efficacite. 

^ notre avis, une seule thei-apeutique 
it donner le temps necessaire a Taction: 
ipothermic qui. par le I’alentissement 
bal de tons les processus vitaux, retar- 
■a la mort et permettra Tintervention 
rurgicale indispensable, la reequilibra- 
n biolog-ique cellulaire et du milieu in- 
ieur, Tinhibition du processus infectieux 
toxique par les antibiotiques. 

7 cst cnfin certaincs notions sur les- 
^Ucs nous devons insister. Puisque 
'morragic et ses consequences (diminu- 
n de la masse sanguine, vaso-constric- 
n peripherique aboutissant a une pro- 
tion temporaire des centres, mais au 
X d’une anoxie au niveau d’organes 
ondairement indispensables a la vie, 
n et foie en particulier) constitue 
ement le plus frequent du syndrome 
ionnel, nous devons nous preoccuper 
n faire la prophylaxie. 

Dr. contrairement a ce que Ton croit 
leralement, nous pensons que la valeur 
'Olue de la pression arterielle, qui est la 
ultante de multiples facteurs, est un 





r 



Fig. 16 (d’apres Goffrini et BozzioK— A, courbe 
de I’augnientation de I’azotemie chez 4 chiens sou- 
mis a la ligature des ureteres. D, courbe de I’aug- 
mentation de I’azotemie chez 6 chiens soumis une 
ligature des deux ureteres et hiberni artificielle- 
ment (29 C.) de la 48 h. a la 60 h. apres inter¬ 
vention. 

element relativement secondaire dans Tim- 
portance du saignement. La cause majeure 
du saignement, selon nous, est Taugmen- 
tation de la tonicite vasculaire, la vaso¬ 
constriction influengant en particulier la 
pression minimum. Nous ne pouvons nous 
etendre sur les bases experimentales de 
cette affirmation. Qu’il nous suffise de dire 
que dans Texperience du choc hemorra- 
gique suivant la technique de Wiggers, 
modifiee par Delorme, oil Tanimal saigne 
dans un flagon dans lequel le niveau supe- 
rieur du sang est maintenu a un niveau 
constant au-dessus du plan du coeur, la 
pression arterielle de Tanimal enregistree 
sur le cylindre demeure a un taux con¬ 
stant. L’injection d’un vaso-constricteur 
augmente considerablement le .saignement, 
celle d’un vasoplegique le diminue, sans 
changer evidemment la pression arterielle. 
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La technique d’hypotension controlee sui- 
vant Enderby est done improprement 
nominee, car si Thypotension, commandee 
par une disproportion entre .la capacite 
accrue du systeme vasculaire et la masse 
sanguine diminue evidemment le saigne- 
ment, elle est dangereuse pour la dyna- 
mique circulatoire et Toxygenation tissu- 
laire, et ne devra etre retenue que dans 
certaines indications particulieres. Par 
centre, la vasoplegie, la paralysie vaso- 
motrice sans chute tensionnelle impor- 
tante, est essentielle dans la diminution du 
saignement en interdisant la vasco-con- 
striction. C'est celle qu’on obtient dans 
notre technique d’anesthesie potentialisee 
ou d’hibernation artificielle. 

Siir le plan ccllulaire, la neuroplegie 
nous I’avons dit (combinee ou non a Tin- 
suline -f glucose), provoque une mise en 
charge potassique cellulaire, mais elle 
diminue seulement, par I'inhibition des 
systemes catabolisants, la fuite potassique 
cellulaire post agressive, sans Tinterdire 
complMement (Fig, HA), Ces faits cor¬ 
respondent d’ailleurs a ceux mis recem- 
ment en Evidence par Holland*^^ qui con¬ 
state que la fuite potassique de prepara¬ 
tions tissulaires in vitro est diminu4e par 
certains agents anesthesiques (nous pour-' 
rions dire neuroplegiques) tels que chlo- 
rure de Mg.-procaine, Nous aurons interet, 
pour maintenir la polarisation mem- 
branaire, a utiliser les sels de calcium, qui 
imperm^bilisent la membrane cellulaire 
et reduisent ou interdisent la depression 
cellulaire potassique (Table 2, Fig. IIB) 
comme le montre Tetude des bilans ioni- 
ques et le maintien d’une excitabilite 
neuro-musculaire normale. Le calcium, 
par ailleurs, augmente I’intensite de la sys¬ 
tole cardiaque, possede une action anti¬ 
curare et une activite eupneisante qui nous 
ont ete revelees par son emploi en ane.s- 
thesie. II augmente I’excitabilite neuro- 
musculaire an niveau des temps courts 
(0.1 milliseconde) alors qu'il la diminue 


dans les intensites rheobasiques (H. et G. 
Laborit^S Fig. 12). 

Notons aussi que I'insuline et la somato- 
trope favorisent egalement la rentree 
cellulaire posassique et que si du point de 
vue biochimique leur mecanisme d’action 
est sans doute bien different de celui des 
neuroplegiques, la synergic des ces deux 
groupes d'agents medicamenteux est ex- 
tremement efficace. C'est egalement I'avis 
de Vegni et Prior.^*^® 

3. Prophylaxie et traitement du syn¬ 
drome lesionnel prMominant. Uhiherna- 
tion artificielle. —Dans certains cas gravis- 
simes, le syndrome lesionnel primitif ou 
secondaire a une reaction trop intense ou 
de trop longue duree, domine toute la scene 
et parait devoir entrainer la mort a bre\ e 
echeance. Le syndrome reactionnel de- 
vient secondaire. Vhypothermic est alors 
essentielle a la protection organique. Ces 
faits ont ete mis en evidence experimen- 
talement par Jaulmes, Laborit, Benitte et 
coll, au cours du choc hemorragique et du 
choc traumatique par ecrasement des 
masses musculaires des membre.s poste- 
rieurs chez le chien/’’L’hibernation arti¬ 
ficielle ainsi realisee est egalement efficace 
envers des agressions varices: intoxica¬ 
tion ej’anhydrique (Jaulmes, Delga, Rich¬ 
ard'”) ; intoxication au pentachlorophe- 
nate de Na (Vallier, Roche et Brune”"); 
brulures experimentales (Kuwabara^^) ; 
occlusions intestinales (Rodolico, Florena 
et Bazan"-) ; ligatures coronarienne.*? 
(Cahn et coll.;”" Danese et coll.”*). Cen¬ 
tre Tagvession par rayons X (Baclesse et 
Marois;”'* Gros et Comsa;”'"* Languedorf 
et Koch,”" et Baldini""). Centre I’infarc- 
tus mesenterique experimental (Cahn et 
coll.””) le choc par evi.sceration (Brena et 
Marocco'-”). 

Hermann, Cier, Tanche et coll, ont ap- 
porte confirmation do ces faits au cours 
du choc hemorragique chez le chien en 
montrant le role * ' -.ij- I'hypo- 

thermie. Ces 
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que la iieuroplegie par la seule chlorpro- 
mazine'”’ precipite la mort cle I’animal s’il 
est maintenu a une temperature centrale 
constante. Ce qui ne pouvait nous eton- 
ner, puisque clevant un syndrome lesionnel 
aussi grave, la survie temporaire de I’ani- 
mal n’est assuree que par sa reaction 
neuro-endocrinienne. et en particulier par 
la vasoconstriction maintenant pour un 
temps limite un approvisionnement cen¬ 
tral correct. Supprimer par la chlorpro- 
mazine cette reaction, sans transfuser 
I'animal et sans supprimer la lesion, c’est 
accelerer I’apparition du collapsus et la 
mort. L’hypotliermie au contraire, dimi- 
nuant les exigences tissulaires, augmente 
considerablement la survie de I’animal. 
C’est ainsi que I’experimentation de Chey- 
mol et Levassort montre la moindre re¬ 
sistance des rats soumis a I’hypoxie par 
depression"-’ apres injection de chlorpi-o- 
mazine, ce qui confirme ce que nous venous 
de dire, car ces animaux ne sont pas hypo- 
thermiques. Alors que I’experimentation de 
Flacke, I\Iulke et Schultz^-'*’ montre dans 
une experimentation identique que la pro¬ 
tection est assuree par les produits liypo- 
thermisants et suivant I’intensite de I’hy- 
potliermie. Ces derniers auteurs utilisent 
d’ailleurs des doses moins elevees de 
chlorpromazine.’-'" Par contre, nous avions 
montre il y a deja plusieurs annees, que la 
simple Iieuroplegie a un role prophylac- 
tique majeur dans certains syndromes: 
briilures (Laborit et Escudie^”) ; occlu¬ 
sions intestinales (Laborit'-'). 

Les schemas ci-contre (Figs. 13, 14 et 
15) montrent les variations des princi- 
jKiles constantes physiologiques. sur I’ani- 
mal temoin et sur I’hiberne soumis au choc 
hemorragique et au choc traumatique 
(Jaulmes et coll.). Ils mettent en evidence 
la survie beaucoup plus grande de ce der¬ 
nier et le maintien des constantes. Notons 
ceiiendant une hyperglycemie souvent 
constatee (Laborit et coll.-"') et retrouvee 
par Taverna et Sagrepanti"' et que Gaz- 
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Fig. 17 (d’apres GofFrini et Bozzio).—Courbe de 
I’azotemie de fi-oids chiens avant soumi une liga¬ 
ture des ureteres et bibernee immediatement apres 
pas qui a la mort. Abscence d’hyperazotemie. 

zarini et Torres"" attribuent comme nous 
a un defaut d’utilisation tissulaire du 
glucose. 

L’ecole du Pr. Bobbio a Parme avec Gof- 
frini et Bezzi ont apporte une importante 
contribution a cette etude. Ces auteurs 
ont etablie en particulier-"" le role respectif 
du desequilibre hemodynamique aigu et 
celui de I’anoxie dans la pathogenie de la 
mort par hemorragie massive et rapide. 
Contre le premier, un remplissage vascu- 
laire rapide a I’aide d’un simple liquide 
non vecteur d’oxygene empeche la fibrilla¬ 
tion et la mort immediate. Contre I’anoxie, 
seule I’hypothermie provoquee (hiberna¬ 
tion artificielle) permet de s’opposer effi- 
cacement a une hypoxie prolongee et ii la 
mort. 

Les etudes experimentales de ces au¬ 
teurs"" ainsi que celles de Bazan, Rodolico 
et Florena'"" ont egalement montre la 
(Umi)nitio 7 i du catabolismc azote sous hi¬ 
bernation artificielle apres ligature des 
deux ureteres chez le chien. L’augmenta- 
tion de I’uree sanguine e.st alors inverse- 
ment proportionnelle a la temperature 
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Fig. 18 (d’apres Dauri, 

Illing et Gallozzi). — A. 
metabolisme basal avant 
hibernation. Temperature 
ambiente 16 C.; pvession 
atmospherique, 760 mm.; 
temperature rectale, 36.5 
C.; M.B., 18%. metab- 
olisme basal preoperatoire. 
Temperature ambiente, 

21 C.; pression atmosphe¬ 
rique, 760 mg.; tempera¬ 
ture rectale, 33.5 C. C, 
metabolisme postopera- 
toire. Temperature am¬ 
biente, 22 C.; pression 
atmospherique, 760 mg.; 
temperatuie rectale, 31 
C.; M.B., 59%. 

(Figs. 16 et 17). Nous avons apporte plus 
haut un exemple clinique, sous simple neu- 
roplegie, de la diminution du catabolisme 
azote (Fig. 9). Parallelement a reduction 
du catabolisme, rhibernation artificielle 
tempere I’hydrophilie tissulaire consecu¬ 
tive ail choc par evisceration (Bazan'=^). 

En ce qui concerne la reduction mefa- 
boliquc realisee par la methode et mise en 
evidence par les multiples enregistrements 
de la consommation oxygenee pris au 
laboratoire sur I’animal (Fig. 13A) et en 
clinique chez le malade hiberne, certaine."! 
precisions doivent etre apportees. 

L’utilisation de la chlorpromazinc settle 
ne pent esperer provoquer une grosse 


diminution metabolique chez I’animal d’un 
certain volume (Laborit et coll. Filk et 
coll.’^^). Chez le petit animal (rat), 
I’augmentation de la thermolyse par vas¬ 
odilatation peripherique suffit a provoquer 
une hypothermie profonde, elle-meme fac- 
teur d’hypometabolisme. Chez le gros 
animal (chien, homme), la diminution du 
tonus musculaire strie diminue bien la 
thermogenese, la vasodilatation augmente 
bien la thermolyse (sur le chien rase ou 
I’homme nu), mais ces deux facteurs sout 
insuffisants a provoquer une chute metabo¬ 
lique importante en dehors d'une hypo¬ 
thermie quela chlorpromazine settle realise 
difficilement. Par centre, son association 
en cocktail lytique et la potentialisation 
des barbiturates par le melange JI, pro- 
voque une chute importante du metabo¬ 
lisme en dehors de toute hypothermie 
active (Laborit;"'” Campan et Riser;'”” 
Brocker et Hell;'”” Fazzini et Rizzi'”'). 
Cette derniere accuse cependant con.sid- 
erablement rhypometabolisnie (Loehr et 
Ulmer'”'). Les courbes metaboliques ci- 
contre (Fig. 18) empruntees a Dauri, 
Illing et Gallozzi"'' montrent chez Thomnie 
ces variations. Mais 'la clintc thermiquo 
due atir ncnropicgiqnes et a la cltloritro- 
vtazinc en pnrticiilier, depend essenticlle- 
ment, comme nous I’avons soutenu depuis 
longtemp.s"'” so et comme I’experimentation 
de P. Binet et Nicaud,”' et celle de Berti 
et Cima le demontrent,'” de la temperature 
du milieu ambiant (Fig. 19A). La mort 
est beaucoup plus raphle en ambiance 
thermique "ebaude pour les animanx neuro¬ 
plegics. Nous pensons quo I’explication de 
ce plienomene doit etre recherchec dans 
I’impossibilite oil ils se trouvent de realiscr 
I’optimum de fonctionnement thermique 
de leur.s tissus.”” 

On sail en efiet, depuis les travaux de 
Bachrach,“ Reinberg,'” Laget et Lund- 
berg,*” quo I’enrichissement du milieu 
extraceilulaire en "'1.^ !’• i lum de 

fonctionnement - ' '' 
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toul* de 40 ou 41°. Son appauvrissement 
au contraire I’abaisse au-dessous de 37° 
Or, nous avons dit plus haut que Tune des 
proprietes de la chlorpromazine etait I’hy- 
pokaliemie qu’elle provoque, de meme que 
les cocktails lytiques. On conceit alors que 
sous son action I’optimunri de fonctionne- 
ment thermique soit abaissee et que I’ani- 
mal qu’on oblige a maintenir sa tempera¬ 
ture centrale a 37° par maintien dans une 
ambiance chaude en meurt. Le meme 
phenomene a ete mis en evidence par Giaja 
avec I’insuline.''*' Nous pensons pouvoir lui 
fournir la meme explication puisque I’in- 
suline provoque egalement une hypoka- 
liemie. II sei'ait interessant de rechercher 
si le meme mecanisme ne doit pas etre in- 
voque avec la novocaine, puisque Pulewka 
et coll.’-'’ montraient recemment que I’in- 
toxication mortelle induite par la drogue 
etait d’autant plus frequente chez I’animal 
que sa temperature s’elevait entre 22° et 
37°. 

Les travaux precedents sur I’equilibre 
thermo-cationique montrent egalement 
que Toptimum de fonctionnement ther¬ 
mique s’abaisse avec renriehissement du 
mileu extracellulaire en calcium. La Fig. 
\1B (d’apres Laget et Lundberg) montre 
qu’n nerf de mammifere qui s’arrete de 
conduire I’influx nerveux entre 15° et 18° 
dans un Ringer normal, fonctionne encore 
a 5° dans un Ringer hypercalcique. Or, les 
hibernants vrais sont hypercalcemiques et 
hypokaliemiques et leur fonctionnement 
nerveux s’interrompt pour des tempera¬ 
tures bien inferieures a celles ou celui des 
mammiferes non hibernants s’interrompt. 

Voici done une raison majeure pour 
utiliser en hibernation les sels de calcium, 
comme nous le proposions plus haut. Nous 
abaissons I’optimum de fonctionnement 
thermique deja favorise par 1‘hypokalie- 
mie neuroplegique. 

L’abaissement thermique sous leur ac¬ 
tion est en effet tres favorise. Voir a ce 
sujet le travail realise par notre equipe 


sur rhomme.''’-”- Mais I’equilibre thermo- 
ionique etant influence egalement par le 
Mg, le Br, le SO’, le PO’, etc., un gros 
travail experimental reste a faire dans 
cette voie, remarquablement ouverte par 
Bachrach. 

4. Prophylaxie du risque anesthesique. 
—Nos etudes, commencees il y a une di- 
zaine d’annees, etaient dirigees primitive- 
ment vers la reaction organique a I’agres- 
sion chirurgicale. Elies furent enrichies 
par I’etude de I’anesthesiologie, car I’anal- 
gesie est une des formes de protection 
centre I’agression chirurgicale et le mode 
d’obtention du sommeil anesthesique s’est 
trouve egalement faire partie de I’inhibi- 
tion controlee des sj'^stemes reactionnels 
vegetatif, endocrinien, cellulaire. C’est 
ainsi que nous avons ete conduit, des 1948- 
49, a deer ire ce que nous avons denomme 



Fig. 19.— A, mort plus rapide en hyperthermic 
des animaux soumis a une irradiation infra rouge 
dvsentrique une injection de chlorpromazine 
(d’apres F. Binet et J. Decaud), P, d'apres Leger 
et Lundberg. 
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“I'anesthesie potentialisee” et qui n’est 
autre qu’une “neuroplegie" anesthesique.®* 

Les neuroplegiques en effet potentiali- 
sent les anesthesiques generaux, comme 
nous I’avons montre.®^ II en resulte une 
accentuation de TefRcacite de ces derniers 
pour des doses considerablement moin- 
dres, et une toxicite diminuee. D’autre 
part, la stabilisation vegetative realisee 
assure une prophylaxie efficace des acci¬ 
dents de I’anesthesie qui sont pour la plu- 
part dus a des reflexes vegetatifs, vagaux 
ou sympathiques, dont les incidences re- 
spiratoires (broncho et laryngospasmes), 
cardiaques (syncope, arythmie) ou vascu- 
laires (hypotension ou hypertension bru- 
tales) sont ainsi interdites. La reduction 
des quantites d’anesthesiques generaux ou 
meme la suppression de toute anesth^sie 
complementaire autorise une tres large 
oxygenation. La myoresolution favorise 
I’acte chirurgical. La depression respira- 
toire, facteur d’anoxie, est reduite, les 
vomissements et nausees post-anesthe- 
siques ont disparu de notre pratique chi- 
rurgicale depuis plus dix ans par cette 
methode. L’analgesie post-operatoire est 
excellente. 

II est meme curieux de constater que la 
decouverte de la chlorpromazine dont 
Tutilisation s’est generalisee en therapeu- 
tique suivant nos premieres indications'® 
a une origine anesthesiologique basee sur 
le fait que nous avions mis en evidence 
une potentialisation des anesthesiques 
generaux par les derives de la phenothia- 
zine.'*" L’action centrale de ces drogues 
dont nous avons oriente Tutilisation en 
psychiatric’® place le malade dans un etat 
psychique de detente et de desinteresse- 
ment pre operatoire qui est d'un interet 
majeur, tant dans I'obtention d’une bonne 
anesthesie que dans la prophylaxie de la 
maladie post-operatoire elle-meme. On 
sait par example Timportance attachee par 
I’ecole russe aux reactions corticales dans 
revolution de cette derniere. II nous est 
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evidemment impossible dans le cadre de 
cet article de fournir un apergu du nombre 
considerable de travaux parus concernant 
Tanesthesie potentialisee et I’utilisation 
des phenothiazines en anesthesie. Killian, 
Weese et coll, dans “Die Narkose" en ont 
fait une tres bonne synthese.'*® La Jour- 
nee commune aux trois Congres allemands 
de medecine, de chirurgie, et d’anesthesie 
qui s'est tenue a Munich en 1954 a ete con- 
sacree a ces questions."® 

5. En penode post-operatoire .—Ce que 
nous avons dit nous evitera de nous eten- 
dre longuement sur cette periode qui entre 
entierement dans le cadre general du 
risque operatoire. Les chapitres prece¬ 
dents s'adressent aussi bien a la periode 
operatoire que post-operatoire, puisque les 
dereglements cataboliques provoques par 
Tagression chirurgicale ne cessent pas avec 
la fin de I'acte operatoire, mais se pro- 
longent pendant toute la phase que nous 
avons denommee catabolique (de la reac¬ 
tion oscillante post-agressive**). L'inhibi- 
tion de la reaction organique a I’agression 
devra done se prolonger dans la periode 
post-operatoire et s'attenuer avec elle. 

Par centre, la phase anabolique presente 
certaines particularites therapeutiques. Si 
certains organismes n'anabolisent que peu 
ou pas et ne parviennent done pas a cica- 
triser, a reconstruire les proteines perdues, 
du fait d'une reaction catabolique persis- 
tante ou desordonnee, d’autres, les vieil- 
lards en particulier, ne reagissent pas, 
comme nous Tavons deja signale, aussi 
bien dans le sens catabolique qu’anabo- 
lique. Ils paraissent relativement indif- 
ferents a Tagression chirurgicale mais ne 
reussisent pas a sortir par la suite du 
marasme biologique qui les entraine pro- 
gressivement vers la mort. 

Si aux premiers convient une therapeu- 
tique neuroplegique, anticatabolique, asso- 
ciee a une therapeutique anabolique, 
centree sur Tutilisation de la .somatotro- 
phine hypophysaire, des androgenes, des 
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vagomimetiques (prostigmine, choline), 
de I’insuline et clu glucose, aux seconds 
conviendra ce que nous avons appele 
“thei'apeutique oscillante.” Celle-ci ten- 
tera de favorisei’ le cataboUsme diurue par 
I’emploi alterne de I’acth et de la coi'ti- 
sone, parfois de la thyroxine et des sym- 
pathomimetiques, et Vanabolisme nocturne 
par la STH., les androgenes, I’insuline- 
glucose. L’administration du groupe cata- 
bolisant se fera dans la matinee, celui du 
groupe anabolisant avant le sommeil qui 
sera favorise par les barbiturates. On 
tiichera de faire dormir ces malades sou- 
vent insomniques 12 ii 14 heures par 
nycthemeres. 

La somatotrophine hypophysaire,*’’'’-si 
elle n’a pas revolutionne les methodes 
d’hibernotherapie comme nous avons pu le 
penser an debut de son utilisation, nous 
apporte cependant un puissant moyen 
d’action anabolique qui demande certaines 
precautions d’emploi. Son pouvoir can¬ 
cer igene la fera rejeter chez les cancereux 
ou suspects de cancer. Chez les infectes 
il faut savoir qu’elle donne souvent un 
coup de fouet aux processus phlogistiques 
et pourra etre utile dans certaines infec¬ 
tions torpides.”* Elle favorise la mise en 
hibernation et la chute thermique et son 
emploi avec I’insuline provoque une mise 
en charge cellulaire potassique et une 
hyperexcitabilite neuro-musculaire (Hu- 
guenard). Certains travaux recents mon- 
trent qu’elle favorise I’litilisation des 
lipides chez I’animal non hibernant re- 
froidi,"" comme nous I’avions primitive- 
ment suggere."* Elle semble aussi, experi- 
mentalement. a pporter une certaine 
protection contre I’hypoxie (Roth et Lille- 
hei’""). Nous devons enfin noter que nous 
evitons les opiaces et la pethidine en phase 
post-operatoire et preferons les barbitu¬ 
rates a jietites doses par voie rectale ou 
intra-musculaire. En effet. il est alors pos¬ 
sible de coiiserver une diurese e.xcellente, 
voire souvent une polyurie dont Taction 


des pheno-thiazines sur Thypophyse poste- 
rieure (Jentzer^'O est peut-etre la cause. 

6. Etablisscment de Vhypothermie .— 
Sur le malade neuroplegie, nous sommes 
reste fidele a une refrigeration progressive 
et lente. Nous utilisons dans ce but 
t’fnbernoteur afmospherique dont nous 
avons confie la realisation a Claude 
Cuvier.'- Cet appareil nous pei-met de 
realiser autour du malade une ambiance 
thermique par bombardement moleculaire 
d’air refrigere, de temperature variable 
allant de 25 a 5°. Un thermostat d’am- 
iance permet de stabiliser le degre ther¬ 
mique desirable. L’air pulse pent etre 
sterilise sur un tube a rayons ultra violets. 
Le rechauffement pent etre realise par le 
meme precede. Cet appareil, qui nous per¬ 
met d’atteindre progressivement des tem¬ 
peratures proches de cedes du bain froid, 
n’en a pas Tagressivite. Peu encombrant, 
de manipulation simple, marchant zur le 
secteur 120 v., il permet enfin la climati- 
sation d’un malade en dehors de toute 
methode d’hibernotherapie. 

En resume, la neuroplegic parai't sufli- 
sante a assurer la prophylaxie et le traite- 
ment de la maladie operatoire quand celle- 
ci est essentiellement constituee par la 
reaction organique a Tagression. Elle pro¬ 
voque en effet une inhibition reactionnelle 
neuro-vegetative et endocrinienne, et as¬ 
surer ainsi la protection cellulaire, en 
meme temps que son action directe main- 
tient le potentiel energetique de la cellule. 

Par contre, Vhypothermie associee pa- 
ra'it esseiitielle a Tobtention d’une veritable 
vie ralentie organique et tissulaire, seule 
capable par la reduction des exigences 
metaboliques de fournir la protection et 
le temps necessaires a Tefficacite de la 
therapeutique en cas de .syndrome lesion- 
nel gravissime devant entrainer la mort a 
bref delai. 

Il est impossible de rapporter ici les 
tres nombreux travaux cliniques et experi- 
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mentaux qui viennent confirmer ces no¬ 
tions. 

Une tliera'peutique hiologique ‘*oscil- 
lante” estindiquee dans les suites opera- 
toires des malades en etat d’adynamisme 
reactionnel profond, comme c’est le cas 
frequent chez le grand vieillard. Elle per- 
met parfois une transformation rapide de 
I’etat general. 

DISCUSSION 

Nous voudrions repondre maintenant a 
certaines critiques. La plupart sont theo- 
riques et ne sont basees sur aucun fait 
experimental ou clinique serieux. 

On a parle de pobjphannacopee. Or, si 
nous avons dans un premier temps, essaye 
de preciser les produits utilisables et les 
indications particulieres auxquelles ils 
pouvaient repondre, cela ne veut pas dire 
qu'il soit indispensable d’utiliser 8 pro¬ 
duits en hibernation artificielle.^- Le me¬ 
lange Ml (chlorpromazine -1- promethazine 
+ Dolosal ou barbiturate) est generate- 
ment sufRsant. Diparcol, methoniums, 
amide procainique, sparteine, novocaine, 
etc. ont des indications particulieres que 
nous avons pr^cisees et sont loin d’etre 
indispensables. De meme, certains agents 
a visees metaboliques (hormone somato- 
trope, insuline, heparine, androgenes) 
font partie d’une therapeutique biologique 
generale qui n’est pas reserve a Thiberna- 
tion artificielle. Cela n’en diminue nulle- 
ment leur importance theorique et pra¬ 
tique et montre qu’il ne s’agit pas d’une 
methode, mais d’une attitude particuUerc 
du medecin en face de la maladie, attitude 
tendant a minimiser generalement les 
phenomenes cataboliques et a favoriser les 
phenomenes anaboliques. 

A I’oppose, on ne peut reduire dans tous 
les cas la neuroplegic ou I’hibernation arti¬ 
ficielle a I’emploi isole de la chlorproma¬ 
zine. Nous en avons fourni quelques exem- 
ples experimentaux et il ne faut pas rendre 
responsables neuroplegie et hibernation 
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artificielle de certains echecs de la chlor¬ 
promazine. 

On a parl^ de I’ignorance ou nous 
sommes des proprietes des agents utilises. 
Nous pensons avoir montre que Ton est 
actuellement aussi renseigne sur leur phar- 
macologie et leur mecanisme d’action que 
sur celui de I’insuline, des hormones cor- 
tico-surrenales ou de certains ions mine- 
raux. L’etude de leur distribution et de 
leur elimination a ete faite, en particulier 
pour les phenothiazines (Berti et Cima'^D • 
Nous devons egalement insister sur ce fait 
essentiel que I'experimentation animale et 
I’utilisation clinique nous a maintes fois 
montre, et qui fut a I'origine de notre tra¬ 
vail, “L’anesthesie facilitee par lessyner- 
gies medicamenteuses,” (H. Laboiut, Mas¬ 
son et Cie. 1951), que la multiplication de 
drogues a action synergique mais a point 
d’action cellulaire different et differem- 
ment metabolis^es dans I'organisme, 
permet une efficacite globale accrue et une 
toxicite moindre. Certains pharmacolo- 
gistes, qui etaient nos adversaires theo- 
riques il y a quelques mois, semblent re- 
connaitre maintenant I’interet de cette 
action multifocale, voire de la potentiali- 
sation d’action (Zaimis;*^- Bein*®"^). On 
paralt bien admettre les combinaisons 
d’antibiotiques, pourquoi ne pas admettre 
celles de drogues dont la pharmacodynamic 
isolee est bien connue, et dont la combinai- 
son possede une efficacite therapeutique 
indiscutable. D’ailleurs, croire que dans 
I’infinie complexite des phenomenes corre- 
latifs qui president a Tequilibre physio- 
biologique, I'introduction d’une drogue 
isolee provoque des perturbations plus 
facilement observables que celles d’unc 
combinaison pharmacodynamique est dis- 
cutable. N’est-ce pas toujours sur des 
phenomenes globaux que nous jugeons, et 
le developpement journalier des connais- 
sances biologiques nous montre combien 
nos connaissances des mecanismes intimes 
est parcellaire. Avons-nous attendu, pour 
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utiliser Tinsuline, I’acth et la Cortisone, 
les curares, les salicylate de soude, la qui¬ 
nine, etc. . . . d’en connaitre le mecanisme 
d’action. qui se precise encore tons les 
jours? Des drogues comme la chlorproma- 
zine sont certainement moins dangereuses 
a manier que I’acth et la cortisone et ont 
jusqu’ici, semble-t-il, provoque moins d’ac- 
cidents. 

Quant a leur toxicite les examens anato- 
mo-pathologiques n’ont pas encore montre 
de lesions cellulaires aux doses utilisees en 
Clinique, et I’autopsie de malades morts 
sous hibernation dans des comas oxycar- 
bones irreversibles n’a meme pas permis 
de mettre en evidence les lesions centrales 
rencontrees en dehors de I’hibernation 
dans des cas semblables (Bertrand et Mol- 
laret’--‘Q. D’ailleurs, si cette toxicite etait 
importante aux doses therapeutiques, com¬ 
ment expliquer la protection realisee par 
I’hibernation artificielle dans les diverses 
intoxications par I’acide cyanhydrique,”’ 
le pentachlorophenate de Na”” ou des 
toxines bacteriennes telles que la toxine 
tetanique (Brancardo et Visconti’^*' et 
Hougs et Andersen'-"’) ? Par centre, Maz- 
zeo et coll.*-*- ont fait I’etude anatomo 
liathologique des principaux organes en 
hibernation artificielle sous differentes 
temperatures. Ils ont constate des lesions 
au-dessous de 27'", temperature qu’ils con- 
seillent de ne pas depasser dans I’etat 
actuel des techniques. 

Si nous avons insiste dans cet expose 
sur les principales etudes e.xperimentales 
concernant ces methodes, nous devons 
ajouter egalement que plus de cinq ans 
d’etudes cliniques et les observations re- 
cueillies dans de nombreux pays etrangers. 
dans toutes les disciplines medico-chirur- 
gicales. permettent de penser que les no¬ 
tions theoriques et les therapeutiques 
jiharmacodynamiques proposees par nous 
ont sans doute quelque valeur et, comme 
I'ecrit le Pr. Leriche dans son dernier 
livre:" “Si la defense (physiologique) 
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existait, I’hibernation de Laborit (qu’en 
d’autres temps on eut consideree comme 
un stress) ferait des catastrophes, puisque 
paralj’sant la reaction avant meme qu’elle 
n’intervienne.” 
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Traitement Radium-Chirurgical des 
Tumeurs Malignes de la Vessie 

R. DARGET. M.D., F.I.C.S/ 

BORDEAUX, J-TiANCE 


L a gravite des tumeurs malignes de la 
vessie tient a plusieurs facteurs. 

1. Elle depend de I'importance de 
Vctendne de la timeur en surface: Vexem- 
ple le plus frappant est realise par la poly¬ 
pose diffuse de la vessie qui pose un prob- 
leme difficile de traitement. 

2. Elle depend de la localisation: en fait, 
75% de ces tumeurs sont tres mal plaeees, 
et localisees sur la region des orifices ure- 
t4raux. 

3. Elle depend enfin de Vimportance dc 
Vinfiltration dans I'epaisseur du muscle 
vesical. Cette infiltration peut survenir 
tres tard dans revolution de tumeurs volu- 
mineuses, pediculees, mais elle peut sur¬ 
venir tres tot dans les formes de tumeurs 
ulceratives, specialement graves du fait de 
la participation ganglionnaire precoce. 

Le probleme du traitement demande 
avant tout, des donnees tres exactes sur la 
topographie de la tumeur, sur son volume, 
sur son extension. Si la cystoscopie est la 
premiere investigation pratiquee pour 
poser le diagnostic, nous devons garder 
present a Tesprit qu’elle peut etre sujette 
a beaucoup d'erreurs. 

Plus utiles sont I’Urographie intravei- 
neuse et la cystographie. Un aspect nor¬ 
mal des ureteres, montre par I'urographie 
est tres significatif; il veut dire que la tu¬ 
meur, meme volumineuse, n’envahit pas le 
meat ureteral et que la vessie n'est pas 
infiltree dans cette region. Au contraire, 
la dilatation d’un des ureteres et naturelle- 
ment des deux ureteres est un mauvais 
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pronostic, car elle fait presumer une tu¬ 
meur envahissante de la region du trigone, 
principalement si la fonction du rein cor- 
respondant est faible ou s’il est silencieux. 
Dans ces cas, la necessite d’une cystectomie 
ou d’un traitement palliatif apparait deja. 

Les renseignements donnes par I’uro- 
graphie sont completes par la cystographie 
qui montre souvent I’extension reelle de 
la tumeur, la deformation de la vessie, la 
presence de plusieurs tumeurs (Fig. 1). 

Si la cystographie est completes par une 
tomograpliie (voir cliches speciaux) com- 
me nous le faisons actuellement, dans les 
mauvais cas, nous pouvons obtenir des 
notions precieuses sur les dimensions de 
la base de la tumeur et sur sa localisation 
precise. Cela est de la phis grande impor¬ 
tance dans le choix du traitement. Parfois 
dans les tumeurs extensives, nous prati- 
quons des explorations arterielles par 
I’aortogi-aphie retrograde par voie femo- 
rale, et des veinographies qui montrent 
souvent un systems veineux dilate avec 
stase (Fig. 2). 

Enfin, le toucher rectal pratique sous 
une courte anesthesie peut nous donner 
des renseignements trte precieux. 

En accumulant autant d’investigations 
qu’il est possible, nous pouvons finalement 
classer les tumeurs de la vessie en trois 
categories. 

1. Les tumeurs qui sont bicn limitces, 
pour lesquelles une niethode conservative 
dc traitement peut etre appliquee. 

2. Les tumeurs qui sont, sans contredil 
possible, dc la plus haute gravite, pour 
lesquelles la cystectomie to tale ou un 
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Fig. 1. — Cystographie a double contraste mont- 
rant le profil d’une tumeur etendue de la vassie. 



Fig. 2. — Veinographie par ponction du pubis 
montrant une stase veineuse importante dans une 
tumeur etendue de la vessie. 


traitement palliatif doivent etre reserves. 

3. Un groi'pc intermcdiaire de tinnein'S 
pour lesquelles il est impossible de decider 
a Tavance si un traitement conservateur 
est encore a envisager, ou si au contraire 
une cystectomie totale ou un simple traite¬ 
ment palliatif seront necessaires. 

En depit de tons nos efforts, la difficulty 
du probleme doit toujours etre presente 
a I’esprit quand nous considerons le traite¬ 
ment. 

Dans la premiere categories de tuineurs 


limitees qui sont malignes du fait de leur 
aspect, de leur base large, et specialement 
dangereuses quand elles sont situees sur 
la region du trigone, mon opinion formelle 
est que ces tumeurs appartiennent a la 
radiumtherapie apres large cystostomie. 

Technique operatoire .—^^^oici les carac- 
teristiques principales de ma technique: 
D’abord, le malade doit etre aussi bien 
prepare que possible pour supprimer I’in- 
fection. Juste avant I’operation une infil¬ 
tration de novoca'ine des nerfs erecteurs 
et des nerfs honteux est pratiquee. Elle 
previendra les contractions de la vessie 
pendant le traitement de radium, ce qui 
empechera les aiguilles de radium de se 
deplacer. L’operation est faite avec la plus 
gi'ande attention, de maniere a eviter que 
les cellules cancereuses ne soient acciden- 
tellement projetees dans la plaie. La tu¬ 
meur bourgeonnante est completement 
nivelee au moyen d’une anse diathermique. 
Les aiguilles de radium de 3,33 sont im- 
plantees parallelement au mur vesical, 
profondement dans le muscle, environ a 
cm. Tune de I’autre. Pour eviter que 
les aiguilles ne se deplacent et pour pro- 
teger la vessie saine, un ballon en caout¬ 
chouc special est place sur les aiguilles et 
rempli d’une 30 a 50 d’une solution saturee 
de nitrate de plomb. Ce ballon de caout¬ 
chouc joue le role d’un ecran protecteur 
centre les radiations. Le radium est laisse 
en place de 4 a 6 jours, mais le malade doit 
garder une cystostomie pendant 4 a 6 se- 
maines avant que Ton puisse laisser fer- 
mer sa vessie. 

Des irrigations journalieres sont pra- 
tiquees par la sonde hypogastrique. 

Quand la situation de la tumeur est 
favorable a une cystectomie partielle, les 
aiguilles de radium doivent toujours etre 
placees dans la marge meme de la resec¬ 
tion vesicale. 

Deux conditions contre indiquent un 
traitement conservateur qui assurerait 
une bonne fonction vesicale. 
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Fig. 3. — Coupe tomographique de tumeur A'esicale tumeur pcfli'eulee. [‘, coupe p;t««ant par If p/'-df* 
cule; T, tumeur; S, fonde VMicale; 1% contour^ de la vf«*ile. 
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dium peut etre tente. 

Que pouvons-nous faire en presence de 
tumenrs de la phis haute malignite? S’il y 
a espoir pour un traitement utile, deux 
possibilites peuvent etre envisagees: 

La cystectoviie totale, ou cette nouvelle 
methode qu’est la radiumtherapie totale. 

Elargissant autant qu’il se pouvait, le 
cadre de la radiumtherapie, je n’ai effec- 
tue des cystectomies totales, que dans de 
rares cas. Je ne partage pas I’opinion de 
certains chirurgiens qui demandent de 
meilleures conditions operatoires pour ob- 
tenir de meilleurs resultats par la cj’^stec- 
tomie. Ces “meilleurs cas” des lors, a mon 
sens, appartiennent . . . au radium. 

Dans les viauvais cas que nous reser- 
vons d la cystectoviie, jepense recommand- 
able de proceder en deux etapes. D’abord 
nous effectuons I’implantation des ureteres 
dans I’intestin, par un precede personnel 
d’anastomose latero-laterale, par voie ili- 
aque, de chaque cote, faisant en meme 
temps I’ablation des ganglions pelviens, et 
ligaturant I’artere hypogastrique. La 
cystectomie totale est effectuee dans le 
second temps mais seulement si le con- 
trole histologique des ganglions preleves 
ne montre pas d’envahissement neoplas- 
ique. Mes resultats avec la cj^stectomie 
totale n’ont pas ete encourageants: sur 12 
operations effectuees dans mon service ces 
dernieres annees, la plus longue survie a 
ete de 11 mois. 

Du fait de la pauvrete de ces resultats, 
je tends actuellement a abandonner com- 


pletement la cystectomie totale au profit 
d’une radiumtherapie totale de la vessie. 
Apres derivation bilaterale des urines 
dans I’intestin—ou a la peau—et souvent 
apres une enervation chirurgicale de la 
vessie par section des nerfs erecteurs et 
honteux, une dose massive de radium est 
placee dans la vessie, et meme en dehors, 
contre sa paroi externe, pour detruire I’or- 
gane completement. 

Si le cas semble particulierement mau- 
vais, je me contente d’un traitement pal- 
liatif avec derivation bilaterale des urines 
et enervation de la vessie. 

En ce qui concerne le troisieme groupe 
de tumeurs pour lesquelles il est impossi¬ 
ble a Tavance de determiner si un traite¬ 
ment conservateur ou une cystectomie to¬ 
tale sont adequats, le probleme est delicat. 
Nous souvenons tons de neoplasmes 
qui, une fois exposes par cystostomie 
large, apparaissent plus graves, ou au 
contraire, moins dangereux qu’on le sup- 
posait. Void; via ligve de couduitc? apres 
avoir effectue une cystostomie large, nous 
decidons de ce qui peut etre fait et si une 
radiumtherapie conservative peut etre en- 
visagee. Dans le cas contraire, si la tu- 
meur semble trop extensive, ferons-nous 
la cj’^stectomie totale? Je crois que dans 
ces conditions, le radium doit etre prefere 
a la cystectomie totale. Celle-ci requiert 
en effet, une preparation minutieuse, elle 
ne peut etre decidee instantanement; d’au- 
tre part, la cystostomie d’exploration 
prealable, constitue des conditions opera- 


Fig:. 4 (opp.).—Autre exemple de toniographie de la vessie, d’apres le D’ Dalge (these Bordeaux) 1955. 
Monsieur J., Age C3 ans. Examen cystoscopiqne: Tumeur fortement hematurique. Grosse ma.sse 
bourgeoniiante s’appliquant coutre I’optique du cystoscope : interpretation difficile du volume de la 
tumeur et de son implanation. Exavicn 7adiographiqtte: A, Cystographie de repletion. Volume nor¬ 
mal, contours reguliers. Tres discrete image par defaut sur la partie inferieure droite de la vessie. 
B, Cystographie par double contraste. Mise en evidence d’une importante tumeur dont le mode d’im- 
plantation est difficile a prociser. C, Coupe tomographique passant en avant de la tumeur delimi- 
tantun petit sillon “s” 1 — 1 etant la zone d'implantation. Apparition dans la partie inferieure 
gauche d’un petit bourgeon T pratiquement invisible sur le cliche en double contraste, et largement 
sessile. D, E, et F, coupes passant par I’implantation de la grosse tumeur T, montrant une inser¬ 
tion tres larpre se prolongeant vers la partie posterieure de la vessie, avec empreinte sur le residu 
baryte R. Vrrincatioii opcratoire: (Prof. Agr. Lange): Ablation de deux tumeurs: (a) une tumeur 
tres bourgeoniiante et tres infiltrante, volume d’un oeuf, et etendue a la partie posterieure de la 
vessie. et (bl le bourgeon T’, gros comme une noisette implante sur une surface grande comme une 

piece de un franc. 
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toires defavorables. 

La radiumtherapie totale, que je pre- 
fere, vise a detruire la tumeur sans tenter 
de sauvegarder la fonction vesicale. Elle 
reclame une derivation bilaterale des 
urines dans I’intestin ou une ureterosto- 
mie cutanee. Mais, et c’est un avantage a 
souligner, la derivation intestinale ne doit 
pas necessairevient etre eifectuee en meme 
temps que le traitement par le radium. 
Elle peut etre repoussee de quelques jours 
OU quelques semaines. Je dois ajouter que 
la radiumtherapie totale que nous prefe- 
rons est parfois obligatoire quand un 
malade refuse la cystectomie totale qui 
aurait ete conseillee. 

Void quel est mon point de vue sur ce 
sujet si controverse. Comme vous le voyez, 
j'ai tente de classer les nombreuses varie- 
tes de tumeurs de la vessie sous un angle 
essentiellement clinique afin que le traite¬ 
ment le plus approprie en decoule. 

Je me resumerai ainsi: 

Dans les cas Hmites de hiineur vialigne, 
quelle que soit la localisation, nous aurons 
recours au radium apres large cystostomie. 

Quand la tumeur excede les limites rai- 
sonnables de la radiumtherapie conserva¬ 
tive et curative, deux possihilites restent 
entre nos mains: cystectomie totale, ou 
radiumtherapie totale apres derivation 
des urines. Enfin, dans les cas les phis 
graves, une seule possibilite persiste, un 
traitement palliatif avec derivation uri- 
naire et enervation chirurgicale de la ves¬ 
sie pour diminuer les terribles douleurs 
des tumeurs extensives. Vous avez pu 
mesurer quel role le radium joue, entre 
mes mains, dans le traitement des neo- 
plasmes de la vessie. Pour etre convaincu 
de son efficacite, il n’est que de s’en referer 
aux resultats obtenus. 

Ces resultats reposent sur I’etude de 74 
malades operes entre 1942 et 1951 dans la 
meme clinique privee, tous avec controle 
histologique de leur tumeur. 


Ces malades peuvent etre classes en 3 
categories. 

1. Tumeurs tres etendues avec haut de- 
gre d’infiltration — 14 cas soit 19% du 
nombre total. 

2. Tumeurs tdcerees et infiltrees 8 cas 
soit 10% du nombre total. 

3. Tumeurs limitees 51 cas soit 69% su 
nombre total. 

En definitive, sur .74 malades 
30% etaient tres graves. 

70% furent operes dans des conditions 
satisfaisantes. 

La mortalite operatoire globale ne fut 
que de 5% et la tolerance pour le radium 
fut en general excellente. 

J’insiste d’une fagon particuliere sur ce 
point car on voit encore, par des auteurs 
qui n’ont aucune experience de la radium¬ 
therapie, decrire les mefaits de cette 
therapeutique accusee d’accidents graves, 
tels que perforation, cystite difinitive, re¬ 
traction vesicale. 

Cela c’est une legende qu’il faut detruire, 
ces accidents sont obsoluement exception- 
nels, on ne saurait les rencontrer que dans 
les tres mauvais cas, profondement ul- 
ceres ou infectes, 

Sont encore vivants apres 5 ans: 26 
malades sur 58 soit 45%. 

Etudiant successivement chaque cate- 
gone d’operes: 

1. Dans les tumeurs tres etendues et in¬ 
filtrees, au-dessus, a priori des possihilites 
de cure chirurgicale. 

1 malade eut une survie de 3 ans. 

2 malades eurent une survie de 2 ans. 

2 malades eurent une survie de 18 mois. 

1 malade eut une survie d’une annee. 

2. Dans les tumeurs ulcerees et infil¬ 
trees, au nombre de 9. 

1 malade reste gueri plus de 10 ans 
apres radiumtherapie. 

1 malade mourut 5 ans apres—il 

etait gueri de sa tumeur. 

1 malade eut 2 ans V 2 de survie. 

1 malade eut 1 an de survie. 
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3. Enfin, dans les fttmeurs limitees, et 
traitees dans des conditions satisfaisantes, 
an nombre de 51. 

25 sur 42 sont eii vie et en excellent 
efat 5 ans et davaiitage apres ra- 
diumtherapie soit 59,5% 

S2 sti7’ les 51 cas sont en vie et en excel¬ 
lent ctat plus de 3 ans apres radium- 
therapie soit 62,5%. 

4. Envisageant les 74 cas de malades 
bans et matcvais, traites par le radium, 
50% de bans rSsnltats fw’ent obtenns. 

Nous avons pue remarquer que les mala¬ 
des en bon etat 3 ans apres Toperation 
avaient les plus grandes changes de rester 
gueris. 

Si pou7' conclure, nous rappelons que la 
mortalite operatoire fut tres faiblc et que 
les malades operes dans des conditions 
satisfaisantes fournirent 62,5% de bons 
resultats, la radiumthcrapie prddse des 
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tumeurs malignes de la vessie apparait dc 
toute evidence comme une methode de 
traitement a preferer a toute autre. 

CONCLUSIONS 

The author discusses the treatment of 
malignant tumors of the bladder by oper¬ 
ation and radium therapy. He classifies 
the tumors in his series into three cate¬ 
gories: (1) diffuse and infiltrating; (2) 
ulcerative and infiltrating, and (3) cir¬ 
cumscribed and clearly localized. Surgical 
intervention followed by radium therapy 
yielded generally good results. The oper¬ 
ative mortality rate among patients in 
suitable condition for surgical interven¬ 
tion was extremely low, and 65 per cent 
of the results were good. In the author’s 
opinion, operation and radium therapy 
provide the treatment of choice for malig¬ 
nant tumors of the bladder. 


The storms and sufferings of the higher spheres of human existence are nppreci* 
ated only by the lofty spirits who inhabit these. In all things we can he properly 
judged only by our equals. 

When one has one’s entire way to make, it is better to make it great and illustri¬ 
ous; pain for pain, it is preferable to suffer in a higli sphere tlian in a low one, and 
I much prefer dagger-thrusts to pin-pricks. 


—Balzac 



Considerations Pratiques a Propos de 200 
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I Cl, nous laissons volontairement de cote 
tout ce que la Radio-Manometrie (de¬ 
rive et extension des beaux travaux lim- 
inaires de Mirizzi) a apporte a la chii'urgie 
des voies biliaires. L’experience que nous 
avons de cette chirurgie autorise las re¬ 
marques techniques et tactiques — ap- 
paremment disparates — qui constituent 
le fond de cette “Note.” En chirurgie, ce 
sont les resultats qui comptent. 

1. La Voie d’Abord. — La meillenre in¬ 
cision est celle qnie conduit non sur le fond 
de la vesicule, niais sur le pedicide hepa- 
tique. C'est I’incision mediane qui repond 
a cette necessite. A la condition toutefois 
qu’elle soit longue : mordant sur la xypho- 
ide sternale en haut, sous ombilicale d’au 
moins trois bons travers de doigts en bas, 
comme nous I’a enseigne notre regrette 
Ami Jacques Charles Bloch. 

Avec I’anesthesie moderne (le Nesdonal- 
Curare est bien supporte par les hepa- 
tiques les plus graves), il est rarement 
besoin de cambrer le malade. En tout cas, 
on ne le fait qu’au minimum. Le coussin 
de caoutchouc gonfle a la demande, ne 
traumatise pas comme le billot a cremail- 
lere et evite le “mal aux reins” dont se 
plaignaient tant les operes. 

Ainsi se passe-t-on toujours de la “luxa¬ 
tion du foie,” geste brutal la oii il faut 
douceur et minutie. 


•ChirursTien-Chef de I’Hopital de Thouars. 
Submiitix! for puMJcation Aiijjust 1C., 19.15. 


Des ecarteurs malleables engaines, une 
bonne protection avec des champs douce- 
ment mis en place evitent les inutiles meui’- 
trissures de la glande fragile et son re- 
froidissement. 

Il n’en reste pas moins que la forme du 
thorax, que des raisons cliniques (doute 
diagnostique, cholecystites aigues avec 
peri-cholecystite . . .) laissent leurs indi¬ 
cations aux incisions tranversales, courbes, 
en L, transrectales .. . Ces indications sont 
reduites. 

2. Le Choledoque, fiil d’Ariane. —Que 
ce soit facile ou qu’on doive dejouer a 
force de patiente minutie les adherences 
plus ou moins denses qui masquent la re¬ 
gion (tout etant sectionne entre fines liga¬ 
tures) c’est au bord externe du pedicule 
qu’il faut aller et c’est le meilleur moyen 
de venir a bout des plus grosses difficultes. 
Le doigt explorateur passe-en le permea- 
bilisant progressivement s’il y a lieu— 
dans I’hiatus de Winslow. 

Tres bas, dendere le bord superieur du 
duodenum qu’on abaisse, on ouvre sur 
son bord externe le peritoine du pedicule 
et on degage peu a peu, en remontant vers 
son origine, le canal choledoque qu’il est 
tou jours facile d’identifier sans qu’il soit 
besoin de ponction de securite. 

Le dissecteur, la manoeuvre de la pointe 
des ciseaux de Mayo ou d’une pince coudee 
de Halsted sont les instruments de cette 
decouverte. Tout est vu, le plus mince 
vaisseau lie et en agissant ainsi, meme 
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Fig, 1 .—A and B, le degagement du canal choledoque est indique trop haut. II doit se faire derriere 
le bord superieur du duodenum. Vers le haut, on doit voir la branche droite du canal hepatique. C, 
le "roulage “de la v^sicule et I'etendue du lambeau peritoneal inferieur,; particulierement au niveau 
du confluent et du bassinet. D, vesicule degag ee entierement avant la taille choK*docienno. 


dans les plaques inflammatoires les plus 
denses on parvient a voir, meme avant de 
les couper, les plus minuscules filets ner- 
veux pre-choledociens. 

A la hauteur du confluent cystico hdpa- 
tique, I’incision du 
droite, s’eloignant ( 
cule, permettant d’i 
repere avec un lin q 


fait, on poursuit le decollement antdrieur 
pour mettre en evidence le canal hepatique 
et ses deux branches originelles. 

3. Vaisscaux. — En tenant compte de 
I’extreme variabilite de sa disposition. 
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sui* le “piege” suivant, que nous avons ren¬ 
contre et du dejouer a plusieurs reprises: 
la branche droite de Tai-tere hepatique 
court pi-esque au I'as du bord superieur et 
gauche de la vesicule. Elle emet un nom- 
bre parfois grand de petits rameaux brefs 
qui suppleent a I’absence d’artere cystique. 
La grosse pince de jadis eut ecrase et fait 
couper la branche droite de I'artere hepa¬ 
tique. Que I’artere soit en position nor- 
male, qu’elle soit franchement au dessous 
du canal cystique, cravatant alors le pedi- 
cule, plus ou moins haut (c’est loin d’etre 
exceptionnel) ou qu’elle soit entierement 
posterieure on la trouve et on la sectionne 
entre ligatures. 

II est absolument exceptionnel que la 
veine porte soit une gene. S’il est un doute, 
line ponction avec une fine aiguille le leve. 

4. Liberation de la Vesicule en Sauve- 
gnrdnnt le Lambean Peritoneal Posterieur: 
Le Roulage de la Vesicule. —La cholecys- 
tectomie sous-sereuse telle que I’a decrite 
Serge Huard, est seduisante et s’adresse 
aux vesicules bien peu malades. Elle mul- 
tiplie les pieges dont le plus frequent est 
la rupture du cholecyste. Le feuillet peri¬ 
toneal est le plus sur soutien de la paroi 
de tout viscere creux. 

Pour utiliser au mieux le peritoine vesi- 
culaire, il faut: 1, etre particulierement 
attentif en le dissequant au niveau du bas¬ 
sinet; 2, conserve!’ un vaste et solide lam- 
beau posterieur. 

Pour ceci, on disseque d’abord le lam- 
beau superieur plus bref, puis on “roule” 
la vesicule doucement vers le bas et on la 
libere de son lit hepatique en liant au cat¬ 
gut 000 (que Ton passe avec une fine pince 
courbe) les tractus vasculaires, meme les 
plus tenus, qui sont parfaitement visibles. 
Ainsi obtient—on une hemostase absolue. 
Ce “roulage” est poursuivi de haut en bas 
jusqu’a ce que Ton rejoigne la ligne d’in- 
cision. On sera etonne en agissant ainsi 
du lambeau etendu et solide, parfaitement 
utilisable que Ton obtiendra. Si quelque 


entaille y est faite par megarde, il est fa¬ 
cile de la suturer et de garder au lambeau 
sa valeur. 

5. La Taille Choledocienne. —La vesi¬ 
cule est degagee, appendue a la voie prin- 
cipale par le cystique libre; en haut on voit 
la bifurcation de I’hepatique; en bas on a 
repere le confluent cholecysto-choledocien. 
En dessous de lui, done en arriere du bord 
superieur du duodenum, sur la face ante- 
rieure du choledoque mise a nue des le 
debut de I’intervention, quatre fils de lin 
fin marquent la ligne d’incision. Les fils 
inferieur et superieur empecheront la de- 
chirure avec agrandissement de I'incision, 
lors de I’exploration instrumentale (pince 
de Mirizzi) du canal choledoque. Peut- 
etre est-cea la douceur que nous mettons 
dans ces manoeuvres que nous devons de 
n’avoir jamais observe de retrecissement 
post-operatoire rapide ou tardif dans no- 
tre pratique. 

6. Le Drainage. —Plus s’accroit notre 
experience et plus nous considerons le 
drainage par meches comme un pis-aller. 
La confection d’un bon lambeau peritoneal 
comme nous I’avons indique (procede du 
“roulage”), permet neul fois sur dix de 
drainer par tube. Le “cornet” peritoneal, 
renforce s’il le faut par une plastie ipi- 
ploique (Stern) est fixe au peritoine au- 
tour de L’ouverture de contre-incision 
droite qui donne passage au drain. Par le 
meme chemin sort, s’il y a lieu, le tube 
de Kehr. 

En ce qui concerne le drainage de la voie 
biliaire principale, chaque fois qu’elle est 
realisable sans difficultes et sans risques 
excessifs, notre tendance est de nous 
adreser a la choledoeo-duodenostomie. 
Elle evite bien des- ennuis; ne serait-ce 
que celui de se demander quand il sera op- 
portun d’oter le tube de Kehr. Nous savons 
bien maintenant et les Soeurs du Service 
savent I’incomparable facilite des suites 
operatoires du drainage direct, par abou- 
chement choledoco-duodenal. 
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7. Refection de la Voie Biliaire Princi- 
pale. — II nous est arrive deux fois de 
blesser par section complete la voie biliaire 
principale. 

La premiere fois il s’agissait d’une sec¬ 
tion basse. L’anastomose bout a bout sur 
tube de caoutchouc perdu (Duval) a per- 
mis la guerison apres des suites un peu 
difficiles jusqu’a I’elimination tardive de 
la prothese. 

La deuxieme fois, du fait d’une incon- 
cevable, manoeuvre d’un Assistant etran- 
ger plus apte au pancrace qu’a la chirur- 
gie, notre section a emporte la bifurcation 
de I’hepatique (!!). 

Faite avec quelque peine; a force d’ex- 
treme patience, la refection a ete faite par 
sutures en deux plans au catgut tres fin, 
tube perdu dans le canal. Les suites ont 
dte parfaitement simples et le resultat tar- 
dif est excellent. (Nous publierons ailleurs 
cette observation interessante a plus d’un 
litre). 

8. La Paroi, — L’incision mediane est 
referm^e en trois plans de sutures, des fils 
perdus au Nylon etant places sur le plan 
apon^vrotique. Ces fils ne sont ni mieux 
ni plus mal supportes que pour toute au¬ 
tre intervention. Ils permettent plus aise- 
ment le lever precoce que nous utilisons 
souvent. 

9. Les Resultats .—Sur une serie de 200 
interventions: san taille choledocienne: 
nombre 123, mortalite 1; avec taille cho¬ 
ledocienne: nombre 77, mortalite 2 taille 
avec; drainage par tube de Kehr: nombre 
59, mortalite 1; choledoco-duodenostomie: 
nombre 18, mortalite 1. 

Dans tous les cas les suites ont ete en 
general simples. 

L’eventration est exceptionnelle avec 
I’incision mediane qui fait d’e.\cellentes 
parois.* 
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Fig. 2. — Aspect de la region avant la fermeture 
de rincision abdominale. 


RfiSUMfe 

Une experience personnelle relativement 
etendue de la chirurgie des voies biliaires 
est a la base de cette Note. 

L’auteur y donne ses directives actnellcs 
sur quelques points techniques et tactiques 
de cette chirurgie. Bien qu’il en ait la pra¬ 
tique, il laisse volontairement de cold ici 
les enseignements de la Radio-Manometrie 
qui, d’ailleurs s’inscrit dans le cadre qui 
est trace ici. 

1. La voie d’abord idoine est celle qui 
va droit au choledoque. C’est I’incision 
mediane longue selon Jacques Charles 
Bloch qui repond a cette necessite. 

2. Le fond vesiculaire (parfois si diffi¬ 
cile a trouver) n’est pas le bon “fil d’Ari- 
anne.” C’est au choledoque qu’il faut aller 
meme dans les cas les plus complexes et 
meme si on n’a pas I’intention d’explorer 
la voie principale. 

3. Rien ne doit etre pince ou lie sans 
une identification precise et I’auteur rap- 
pelle I’extreme variabilite de la disposition 

vnsr irp'. pHipiiIp. ftpnntimip 


•Cette nerie portant sur mcs deux < 
cotnprend les interventions pour lithiase 
ou de la voie aecesaoire. Un tres gr 
lercsse dcs malades atteints d'ictere. 
dans trois annees. 
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peritoneal inferieur. II permettra an max¬ 
imum I’etancheite du “cornet” conducteur 
du drain qui doit toujours remplacer les 
meches fallacieuses et dangeureuses. 

5. Le reperage des bords de la taille 
choledocienne doit en haut et en bas etre 
fait avec un fil noue evitant I’agrandisse- 
ment intempestif de I’ouverture chirurgi- 
cale du conduit. 

6. Le drainage sous hepatique, “extra¬ 
abdominal,” s’impose. La choledoco-duo- 
denostomie est certainement le meilleur 
precede de drainage de la voie biliaire 
principale chaque fois qu’on peut la rea- 
liser sans difficultes ou risques excessifs. 
Les suites operatoires y gagnent en fa- 
cilite. 

7. L’anastomose bout a bout, sans pro- 
these perdue, a donne a Fauteur un excel¬ 
lent resultat dans un cas complexe et, Dieu 
merci! exceptionnel. 

8. L’incision mediane permet une solide 
refection de la paroi abdominale et exelue 
presque absolument les risques d’eventra- 
tion en permettant aussi le lever precoce. 

L’auteur donne ses resultats globaux 
sur une serie d’intervention. 

SUMMARY 

A relatively extensive personal experi¬ 
ence with surgical treatment of the bile 
ducts is the basis of this report. 

The senior author describes his present 
personal technic with tactical and tech¬ 
nical comments. Though he has put it into 
practice, he does not mention here his 
“radio - manometric” teaching methods, 
which, however, are within these limits. 

The most suitable approach is the one 


that leads straight on to the common bile 
duct. The long median incision of Jacques 
Charles Bloch is best. 

The gallbladder base (which can be 
most difficult to reach) is the wrong'clue; 
one must go straight to the common bile 
duct even in most puzzling cases, and even 
if one does not intend to explore the main 
duct. 

One must never either tie or clamp any¬ 
thing without a most careful identification. 
Here the author emphasizes the abundant 
vascularity of the hepatic pedicle. 

A proper dissection of the renal pelvis 
(mind the trap!), the gallbladder “rolling 
over” allows the making of a thick, safe 
inferior peritoneal flap, which will allow 
maximum tightness to the peritoneal 
“concha” that makes way for the drainage 
tube, which is far better and less danger¬ 
ous than is tent drainage. 

The common bile duct incision should 
be directed up and down, with a loose tie 
to prevent its enlargement. 

Extra-abdominal, subhepatic drainage is 
recommended. Choledochoduodenostomy 
is, at any rate, the best draining process 
for the main bile duct, if it can be done 
without too many difficulties or risks. The 
secondary conditions are here much easier. 

An end-to-end anastomosis, with no lost 
prosthesis, has given the senior author ex¬ 
cellent results in a most difficult and ex¬ 
ceptional case. 

The median incision gives perfect re¬ 
flection of the abdominal wall; eviscera¬ 
tion becomes exceptional, and the patients 
are therefore able to get up sooner. 

The general results of a series of opera¬ 
tions are presented. 



Le Chifurgien, la Desinfection Intestinale 
et la Recidive Locale 


M. VINK. J 

UTRECHT, 

L e traitement chirurgical du cancer du 
gros intestin a ete standardise dans 
une certaine mesure. Ceci est en par- 
ticulier le cas pour les tumeurs du c61on et 
du recto-sigmoide se trouvant au-dessus du 
repli peritoneal. II se pent que I’on differe 
d’opinion sur I’opportunite de faire prece- 
der toujours une resection par I’etablisse- 
ment d’un anus temporaire, ou bien de 
combiner cette faqon d’agir a ia resection, 
ou bien de ne pas considerer comme obliga- 
toire la decompression, du moins pour les 
cas qui ne vont pas de pair avec une ob¬ 
struction. Certains chirurgiens retablissent 
la continuity par une anastomose termino- 
terminale, d’autres prdferent la technique 
latdro-laterale. Le but de la resection, soit 
I’ablation radicale du processus malin en 
conservant I’orifice anal natural, reste in¬ 
variable malgre ces variations techniques. 

L’opinion sur le traitement chirurgical 
des tumeurs se trouvant entre 3 a 12 cm 
de I’anus est cependant moins unanime. En 
face des adeptes des interventions mena- 
geant le sphincter (methode abdominale, 
methode abdomino-sacree, methode ab- 
domino-trans-rectale) on trouve ceux qui 
considerent le procyde de Miles comme le 
seul justifiy dans ces cas-la. Entre ces ex¬ 
tremes on rencontre un grand nombre de 
chirurgiens qui se servant de Tune ou de 
I’autre de ces methodes, suivant les circon- 
stances. En dehors de la question si..le 
patient pourra oui ou non ouj,!- ',: 
anus definitif le de'"'*^ ../...fo o.,» 
jusqu’auquel il faul 

Du Service de Chinir^rie « 

Utrecht. Pay«»n«s. 


[,D.. F.I.C.S. 
HOLLAND 


interventions menageant le sphincter. 
Apres resection il y aurait plus de possi- 
bilitys de recidive locale et de formation 
de mytastases qu apres extirpation. En ce 
qui concerne le probleme de la formation 
de metastases on pent considyrer cette 
opinion comme suffisamment ryfutee. Les 
manipulations sont identiques dans les 
deux methodes, en I’occurrence la rysection 
et I’extirpation. 

Seulement dans la resection on enleve 
moins d’intestin sain en aval que lors d’une 
extirpation’ (Boerema 1). Dans la plus 
grande majority des ’cas la propagation 
microscopique intra-murale de la tumeur 
ne depasse pas plus que de 2 cm. la limite 
macroscopique visible. Si Ton rysfeque 
done en aval a 3-5 cm. de distance de la' 
limite palpable inferieure de la tumeur on 
est pratiquement sur d'obtenir une surface 
de coupe sans tumeurs. 

La propagation des metastases par voie 
lymphatique de la partie de I’ampoule rec- 
taie et de la partie en-dessus de I’ampoule 
est dirigee en amont, a I’exception des cas 
fort avances dans lesquels on peut observer 
ygalement un dyveloppement latyral le 
long de I’artere hemorroidale moyenne 
(Gabriel;- Dukes et Bussey;’ Westhues'). 
Aussi bien dans la rysection que dans I’ex- 
tirpation on peut a egale proportion en- 
lever la rygion d’evacuation Ij-mphatique 
locale. Pac..ceci le probleme semble done 
etre r' ■! fin d’un exposy sur les 
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ni a la longue plus dangereuse que I’extir- 
pation et qu’il est done justifie de la pra- 
tiquer” (1949). Neanmoins il parait 
exister une difference en faveur du pre¬ 
cede de Miles pour ce qui concerne le 
nombre de survies apres cinq ans. Les 
communications d’un nombre croissant 
d’auteurs sur I’apparition de recidives lo¬ 
cales dans I’anastomose apres le precede 
de resection sent frappantes. Les resultats 
cinq ans apres cette derniere methode sont 
influences par cela de facon defavorable. 
D'Allaines” trouva apres 3 ans 7% de 
recidives locales sur cent resections. Des 
donnees analogues ont ete publiees par 
Golligher, Dukes et Bussey,Naunton 
IMorgan,' Wangensteen^ et McGrew, Laws 
et Cole.'* 

En se basant sur ce que nous venons 
d’exposer il est difficile d’expliquer ce rela- 
tivement grand nombre de cas de recidives 
locales. Seulement lorsque le cancer se 
trouvait dans la partie la plus en aval du 
rectum on pourrait expliquer la recidive 
locale par une ablation insuffisante de la 
region d’evacuation lymphatique locale. 
Ceci n’est pourtant pas valable pour une 
recidive locale apres resection “radicale” 
dans les cas soi-disant ideaux dans lesquels 
on ne pent constater apres recherche 
microscopique minutieuse ni continuation 
du developpement de la tumeur dans Ten- 
tourage, ni metastases dans les glandes 
lymphatiques, ni tissus de la tumeur dans 
la surface inferieure de la coupe. 

Boerema formulait deja en 1950 la pos- 
sibilite de devoir considerer la recidive de 
la suture comme une metastase d’implan- 
tation. Il est curieux que dans la chirurgie 
du conduit intestinal on ne tienne pra- 
tiquement pas compte de cette possibilite, 
contrairement aux precautions que Ton 
prend par example dans I’amputation du 
.‘^ein afin de ne pas intreduire de cellules 
tumorales dans le lit de la blessure fraiche. 
C’est egalement ainsi que Ton deconseille 
de pratiquer une ponction diagnostique 
trans-thoracique d’une tumeur pulmonaire 


vu la possibilite d’introduire des cellules 
tumorales dans le canal de la ponction. Il 
en est de meme pour la ponction trans- 
abdominale lorsqu’on soup^onne un can¬ 
cer du foie. La cause en est probablement 
que selon I’avis categorique de I’anatomo- 
pathologiste la cellule tumorale, dans des 
circonstances bacteriologiques normales, 
ne possede pas de possibilites de develop¬ 
pement sur la muqueuse intestinale intacte. 

Mais a quel point differe la situation 
veritable pendant la resection: une bles¬ 
sure de grande superficie causee par la 
mobilisation obligatoire de I’intestin et des 
structures adjacentes, une surface de 
coupe fraiche des anses afferente et defe- 
rente et une flore intestinale completement 
modifiee par la routine de I’emploi de 
disinfectants de I’intestin. C’est pour 
cela que ces dernieres annees plusieurs 
auteurs ont avance la possibilite que, pen¬ 
dant la I'esection, des cellules tumorales 
sont introduites dans la region de la plaie 
et qu’elles s’y developpent en metastases 
d’implantation (Boerema, 1950; Golligher, 
Dukes et Bussey, 1951 f Naunton Morgan, 
1951 ;■ Lahey, 1952,^° et McGrew, Laws et 
Cole, 1954'>). 

Nous avons deja enonce plus tot que ce 
developpement pourrait encore etre fa- 
vorise par la routine de sterilisation pre- 
operatoire de I’intestin (Vink”’ '■’). 

Afin d’approcher a une solution de ce 
probleme il faut repondre a deux ques¬ 
tions : 

1. Est-il possible que des cellules tumo¬ 
rales presentes dans la lumiere intestinale 
puissent etre introduites dans la suture ou 
dans son entourage immediat par I’ouver- 
ture et la fermeture chirurgicales de cette 
lumiere (par example pendant une resec¬ 
tion avec retablissement de la continuite) 
pour se developper ensuite sur place en 
metastases d’implantation? 

2. Si la reponse a la question 1. est affir¬ 
mative, est-ce que la possibilite de develop¬ 
pement de la cellule tumorale implantee 
pendant I’operation est influencee par la 
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desinfection habituelle pre-operatoire de 
I’intestin au moyen de preparations sulfa- 
midees ou d’antibiotiques? 

Avant d’entamer I’etude clinique de ee 
probleme nous avons tache de trouver dans 
les recherches sur I’animal des indications 
supplementaires pour I'exactitude de nos 
suppositions. 

Epretives experimentales. — Nous avcns 
essaye d’imiter dans I'epreuve aussi mini- 
tieusement que possible les conditions 
existant a la clinique lors d’une resection. 
II fallait pour cela introduire des cellules 
tumorales vivantes dans la lumiere dii 
gros intestin d’un animal de laboratoire et 
il fallait ensuite ouvrir et reformer cette 
lumiere. Par cette intervention nous 
creames la possibilite de faire entrer en 
contact des cellules tumorales avec la sur¬ 
face de coupe fratche et son entourage 
immddiat. Comme animaux de laboratoire 
nous employames de jeunes lapins males 
d’un poids variant entre 2800 a 4200 
grammes. Comme donneur de tumeur nous 
nous servimes d'une suspension prepares 
en partant du testicule d'un lapin qui avait 
ete inocule 4 a 6 semaines auparavant avec 
la tumeur de Brown et Pearce. Cette tu¬ 
meur, qui fut decouverte par hasard en 
1921 chez le lapin par Brown et Pearce, 
est consideree par ces experimentateurs 
comme un neoplasme malin de nature 
epitheliale, se composant de cellules res- 
semblant a celles que I'on observe dans les 
follicules pileux. La nature maligne res- 
sort du pouvoir de developpement destruc- 
tif local et du developpement a distance 
(metastase) qui finit par causer dans un 
pourcentage eleve la mort de I’animal. On 
peut facilement transplanter la tumeur 
par I’intermediaire du testicule, de la 
chambre anterieure de I’oeil et du cerveau 
du lapin. 

Nous obtinmes I’anaesthesie par injec--' 
tion intraveneuse ou intra-peritoneale 
Penthiobarbital sodique." La cavite abd 
minale fut ouverte p 
diane dans la partie 
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Fig. 1. — Tumeur de Brown-Pearce; metastases 
dans le foie, trois mois apres I'inoculntion dans 
I’lntestin. 


ensuite le colon ascendant fut luxe et apres 
avoir vide cette partie intestinale en la 
massant nous plagames des pinces ii res- 
sort a intestins a 4 et it 14 cm. de la valvule 
ileo-caecale. Le champ operatoire fut 
consciencieusement reconvert afin d’eviter 
autant que possibile la contagion des en¬ 
virons. Apres cela nous injectames 4 cm.' 
de suspension de la tumeur dans la partie 
proximale du fragment isole de I’intestiii 
en prenant soin de ce qu’aucune fuite de 
cellules tumorales ne puisse se produirc 
par I’ouverture de la ponction. Apres avoir 
..vide I’intestin'en le frottant nous le cou- 
® ^ ® , ^:us de I’endroit de la 
n suite une suture 


es tumorales 



JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


DECEMBER. 1955 


se trouvant dans la lumiere intestinale 
peuvent arriver sur la surface de coupe ou 
sur les sereuses intestinales ambiantes, ou 
bien elles peuvent meme etre introduites 
dans les couches de la paroi intestinale par 
le materiel de suture. Enfin nous fer- 
mames la cavite abdominale en trois 
couches. 

Premiere scrie .—23 lapins furent operes 
de la fagon que nous venons de decrire; la 
plupart d’entre eux furent sacrifies six a 
huit semaines plus tard; quelques-uns suc- 
comberent apres six semaines a huit mois 
d’une maladie intercurrente ou de cachexie, 
a la suite d’un processus metastatique 
etendu. 

Deuxieme scrie .—Afin d’examiner I’in- 
fluence de la desinfection pre-operatoire 
de I’intestin sur les chances de survie de 
la cellule tumorale on administra par voie 
buccale un desinfectant intestinal (suc- 
cinylsulfathiazol ou streptomycine) a 27 
lapins. Nous controlames bacteriologique- 
ment les feces des animaux ainsi prepares 
depuis le deuxieme jour avant I’interven- 
tion jusqu’au deuxieme jour apres I’opera- 
tion. 23 fois nous ne trouvames pas de 
colibacille dans I’echantillon preleve sur 
les feces obtenues le jour de I’operation; 
dans les quatre cas restants le developpe- 
ment etait fort reduit en comparison aux 
feces de controle venant des lapins non 
prepares. Pour le reste I’operation fut 
pratiquee d’une maniere completement 
identique a celle de la premiere serie et ces 
animaux de laboratoire furent egalement 
sacrifies apres six a huit semaines. 

Rcsulfafs. —Resultats de I’autopsie. Pre¬ 
miere serie; A trois reprises on observa 
des tissus tumoraux sur et dans I’anasto- 
mose. Onze fois on constata un developpe- 
ment tumoral a une distance plus ou moins 
eloignee de la suture. Les endroits de 
predilection etaient: les sereuses de I’in- 
testin gi-ele et du gros intestin, les glandes 
lymphatiques regionales. le peritoine, le 
foie (vide fig. 1) et la cicatrice de la 
laparotomie. Dans les neuf cas restants 


on ne trouva pas de tissu tumoral. 

Deuxieme sei’ie: On trouva douze fois 
des tissus tumoraux sur et dans I’anas- 
tomose et ailleurs dans la cavite abdomi¬ 
nale (vide fig. 2 et 3) ; dans trois cas 
exclusivement ailleurs et non sur la suture. 
Les endroits de predilection etaient dans 
cette serie les memes que dans la premiere 
sei'ie. Chez douze animaux on ne constata 
pas la presence de tissu tumoral a I’in- 
terieur du peritoine. 

Examen microscopique: La presence 
eventuelle de tissu tumoral fut controlee 
microscopiquement sur tons les testicules 
employes comme donneurs. L’anastomose 
fut toujours enlevee en son entier et par- 
tagee en coupes seriees. Dans les cas 
positifs on vit du tissu tumoral la plupart 
du temps dans les sous-sereuses, accom- 
pagne dans quelques cas de developpement 
infiltrant jusque dans la tuniqueetlessous- 
muqueuses (vide fig. 4). Dans la serie 
traitee aux desinfectants on rencontra, 
dans les cas ou le developpement tumoral 
pouvait etre demontre dans I’anastomose, 
celui-ci plus souvent dans les couches plus 
profondes de la paroi intestinale, en I’oc- 
curence dans la tunique et les sous-mu- 
queuses, que chez les animaux non traites. 
A deux reprises nous vimes une lesion 
typique de la muqueuse en forme de cra- 
tere. 

Analyse des residtats exyerimentanx .— 
Vu les resultats de ces recherches on pent, 
d’apres nous, repondre affirmativement a 
la premiere des questions precitees. On 
trouva apres la mort une tumeur de la 
cavite abdominale dans les 29 cas sur un 
nombre total de 50 operations. Ce nombre 
est si gi'and que Ton ne peut plus parler 
d’un resultat accidentel. On doit au con- 
traire (du moins dans les experiences sur 
les animaux et dans la methode que nous 
avons suivie), tenir compte serieusement 
de I’installation de metastases d’inocula- 
tion par des cellules tumorales trainees 
depuis la lumiere intestinale dans le champ 
operatoire. Le nombre total de cas dans 
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lesquels on trouva du tissu tumoral intra- 
pdritoneal est pour ainsi dire egal pour les 
deux series, soit 14 sur 23 et 15 sur 27. II 
est neanmoins frappant que Ton ait con¬ 
state dans la premiere serie trois fois des 
tumeurs dans la suture, tandis que Ton 
trouva cela douze fois dans la deuxieme 
serie, une difference statistique significa¬ 
tive. Etant donne que la seule difference 
entre les deux series consiste en la desin- 
fection intestinale et que I’endroit ou son 
eflfet se revele le plus nettement est, d'apres 
nous, I’anastomose, il nous semble que Ton 
peut egalement repondre affirmativement 
a la deuxieme question, soit que les chances 
de vie de la cellule tumorale sont plus 
grandes dans un milieu desinfecte que dans 
le milieu d’une flore bacterienne normale. 

De depistage cUnique des cellules tn- 
morales .—Quelle est la valeur des resul- 
tats de ces recherches experimentales pour 
la pathologle humaine? Certes nous ne 
pouvons pas transferer les resultats tels 
quels, mais ils nous donnerent un fort 
stimulant pour chercher egalement en 
Clinique s'il existe un rapport eventuei en¬ 
tre les cellules tumorales et la recidive de 
la suture. 

A cette fin nous avons etabli le schema 
de travail suivant: 

1. Une recherche de la presence de cel¬ 
lules tumorales dans le gros intestin, 
lorsque Ton a constate dans cette partie 
de I’intestin un neoplasme malin base sur 
les donnees cliniques. 

2. Une recherche de la presence de cel¬ 
lules tumorales pendant I’operation dans 
les anses afferente et deferente (apres la 
resection) et dans la partie de I’intestin 
resequee. 

3. Un examen comparatif des cellules 
tumorales obtenues avant et pendant 
r intervention afin du pouvoir determiner 
I'influence eventuelle du traitement pre- 
liminaire et des manipulations operatoires 
sur le cellule tumorale. 
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Fig. 2.— A, tumeur de Brown-Penrco dans Vanns- 
tomose (a la fleche) et dans son cntourngo im- 
mediat. Lapin lut traite avant et apres Vinter- 
vention a la streptomycine. D, comme A. Lapin 
traite an snccinylsulfathiazol. 

Le depistage des cellules tumorales avant 
Voperation. — Sub. 1: Apres nettoyage 
scrupuleux de I’intestin nous pratiquames 
une rectoscopie intestinale chez les mala- 
des chez lesquels, a la suite d'un examen 
provisoire,—anamnese, toucher rectal, ex¬ 
amen radiologique du colon, — on avait 
diagnostique de toute probabilite une tu¬ 
meur du rectum ou du colon sigmo'ide. "Lq 
rectoscope ne fut introduit que jusqu’au 
point oil la tumeur dcvenait nettement 
visible mais ou elle n’etait pas atteinte par 
le bord du rectoscope afin de prevenir la 
lesion mecanique de la surface tumorale. 
Ceci serait a meme d’influencer le resultat 
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Fig. 3.—Metastase de la paroi intestinale chez le 
lapin. M, muquese; T, tunique; TM, tunieur de la 
sous-sereuse. 


rin^age pour Texamen anatomo-patholo- 
gique. 

Les preparations furent faites de la 
maniere habituelle en anatomo-pathologie 
et renfermees dans de la paraffine, et ceci 
fut aussi le cas pour les liquides de ringage, 
ces derniers naturellement apres centrifu¬ 
gation prealable. Les coupes furent colo- 
riees a I’liematoxyline-eosine et examinees. 

On pratiqua ensuite une excision explo- 
ratrice dans la tumeur par voie recto- 
scopique, laquelle fut egalement envoyee 
pour examination. Lorsque le diagnostic 
“neoplasme malin du gros intestin” fut 
irrefutable et que le malade entra en ligne 
de compte pour I’operation il fut soumis 
au traitement preliminaire habituel (re¬ 
gime pauvre en cellulose et hypoazote, lutte 
centre une hypo-proteinemie, anemie ou 
avitaminose eventuelles, desinfection intes¬ 
tinale au moyen de preparations sulfa- 
midees ou de streptomycine). 

Sub. 2: Le depistage des cellules tu- 
morales pendant I’operation. La technique 
appliquee ici fut detei’minee par la nature 
de I’operation. 

A. Chez les patients subissant une ex¬ 
tirpation du rectum nous fimes cequisuit: 
avant de commencer par le temps abdom¬ 
inal de I’operation I’anus fut ferme soig- 
neusement par des points de suture. 
L’extirpation fut pratiquee ensuite de la 


fagon habituelle par voie abdomino-sacree. 
Pendant la mobilisation du rectum nous 
decidames pour nous memes, d’apres un 
tableau schematique en grandes lignes, s’il 
fallait manipuler intensivement, normale- 
ment ou peu la partie intestinale qui con- 
tenait la tumeur. Apres la fin I’operation 
la preparation qui, jusqu’alors etait fermee 
des deux cotes, gut ouverte aux ciseaux 
par I’anatomo-pathologiste. On rechercha 
dans le contenu la presence de cellules tu- 
morales. Enfin I’examination anatomo- 
pathologique de la preparation eut lieu, 
examination pendant laquelle I’attention 
fut surtout diidgee sur la pi'esence de tissu 
tumoral dans la surface de coupe proxi- 
male. 

B. Chez les patients ou une resection 
avec retablissement de la continuite par 
une anastomose termino-terminale fut 
pratiquee nous agimes comme suit: la 
limite de la surface de coupe du cote distal 
etait toujours au minimum a quatre cm de 
la limite inferieure palpable de la tumeur, 
celle de la surface de coupe du cote proxi¬ 
mal a quinze-vingt cm, selon necessite, de 
la limite superieure de la tumeur. 

Ici egalement nous jugeames si la mo¬ 
bilisation de Fintestin avait exige une 
manipulation intensive, normale ou moin- 
dre; nous considerions par exemple comme 
manipulation intensive le maintien ferme 
de la tumeur pendant que I’on devait la 
detacher des adherences au moyen d’un 
instrument aigu ou obtus. La partie de 
Fintestin contenant la tumeur fut isolee, 
si possible, avant que Fon commence la 
mobilisation. 

L’anastomose fut faite d’apres la tech¬ 
nique soi-disant “ouverte.” Apres avoir 
fait les points de suture posterieurs on 
enleva les pinces a Fintestin. Le contenu 
des anses afferente et deferente fut ensuite 
prudemment essuj’^e au moyen de gazes 
trempees dans une solution physiologique. 
Ces gazes furent rincees dans un recipient 
contenant de Feau physiologique. L’opera- 
tion fut ensuite terminee selon la fagon 
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habituelle. Apres avoir enleve les pinces 
le fragment intestinal reseque fut ouvert 
aux ciseaux par Tanatonio-pathologiste. On 
fit egalement une preparation du contenu. 
Puis on fit aussi des preparations en par- 
tant des deux liquides de rin^age avec leur 
contenu provenant des anses afferente et 
deferente. 

Sub. S: Les recherches que nous venons 
d’ecrire ont ete efteetuees chez quatorze 
patients consecutifs. Nous allons decrire 
maintenant schematiquement les resultats 
ainsi obtenus. Le materiel a ete divise en 
trois groupes afin d’obtenir une meilleure 
vue d'ensemble. 

A. Tumeurs du colon au-dessus du sig- 
moide (trois cas). Bans ces cas il fut tou- 
jours possible de resequer en plus un grand 
fragment d’intestin sain en haut et en bas. 
La continuite fut r^tablie au moyen d"une 
anastomose termino-terminale. 

1. J.G.h.H.M. 2745 diagnostic: cancer 
de Tangle colique droit. Traitement: 
hemi-colectomie droite avec ileotrans- 
versostomie. A.P. adeno-cancer du co\on 
accompagn^ du cote distal d’un polype 
degenere. Surface de coupe exempte de 
tissu tumoral. Pas de metastases glan- 
dulaires. Liquide de rin^age des anses 
intestinales afferente et deferente ne 
contient pas de cellules tumorales. 
Liquide de la preparation de resection 
contient des petits tas de cellules tumo¬ 
rales. 

2. I.B.f.H.M. 291 diagnostic; cancer 
du colon descendant. Rectoscopie: on ne 
peut pas mettre a vue la tumeur, Liquide 
de ringage: quelques cellules qui font 
fortement soupgonner un cancer intes¬ 
tinal. Traitement: resection colique 
avec colo-colostomie; il est difficile de 
mobiliser la tumeur a cause des ad- 
herences etendues des organes adjacents 
et de la paroi abdominale anterieure. 

A.P. Grand adeno-cancer colique 
developpant par infiltrations, sans 
tastases glandulaires. iquide d 
rin^age des ans 'ferentc 





Fiff. 4. (Patient 4).—/I, tumeur colo-sipmoidiennc. 
Liquide de rincage contient du tissu tumoral 
prescntnnt une structure tubulnire typique. H, 
comrue A. 


ne contient pas de cellules tumorales. Le 

Untiirlo rlo virt/'niTf* rIp In •nrprinrntinn Hp 
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de nombreuses adherences de la tumeur 
avec les environs: isolation rapide de la 
tumeur n'est j)as possible. 

A.P. Grand adeno-cancer envahissant 
toutes les couches de la paroi intestinale. 
Liquide de rin^age de I’anse afferente ne 
contient pas de cellules tumorales; 
liquide de rincage de I’anse deferente 
contient quelques elements qui font for- 
tement soupconner des cellules tumo¬ 
rales; liquide de ringage de la prepara¬ 
tion de resection contient des cellules 
tumorales. 

B. Tumeurs colo-sigmoidiennes (cinq 
cas). Dans ces cas il fut toujours possible 
de resequer un bon bout de I’intestin sain 
du cote proximal; du cote distal on dut en 
general se contenter d’un fragment plus 
court (5a 8 cm.). 

4. A.L.f.H.M. 2701 Diagnostic: tu¬ 
meur colo-sigmoTdienne. Rectoscopie 
avec excision de sondage: adeno-cancer. 
Liquide de ringage: cellules tumorales 
par groupes (tubulaires) (vide fig. 5 et 
6). Traitement: resection sigmoidienne 
avec retablissement de la continuite. 
Isolation avant la mobilisation du frag¬ 
ment intestinal contenant la tumeur. 

A.P. Adeno-cancer du colo-sigmoi'de 
sans metastases glandulaires. Surface 
de coupe du cote distal exempte de tu¬ 
meur. Liquide de ringage des anses 
afferente et deferente ne contient pas 
de cellules tumoi-ales. Liquide de rin- 
?age de la preparation de resection con¬ 
tient des cellules tumorales. 

5. W.S.f.H.M. 1934 Diagnostic: tu- 
meur-colo-sigmoi'dienne. Rectoscopie: 
impossible de mettre la tumeur a vue; 
on ne pent examiner le liquide de rin- 
?age II cause de la forte souillure. Traite¬ 
ment : resection sigmoidienne avec 
retablissement de la continuite; partie 
intestinale contenant la tumeur a ete 
isolee avant la mobilisation. 

A.P. adeno-cancer du colo-sigmoide 
avec metastases glandulaires. Liquide 
de ringage des anses afferente et defe¬ 


rente ne contient pas de cellules tumo¬ 
rales. Liquide de ringage de la prepara¬ 
tion de resection contient des elements 
qui font soupgonner des cellules tumo¬ 
rales. 

6. V.H.h.H.M. 1686 Diagnostic: tu¬ 
meur colo-sigmoidienne. Rectoscopie: 
impossible de mettre la tumeur a vue. 
Pas de liquide de ringage. Traitement: 
resection sigmoidienne avec retablisse¬ 
ment de la continuite. Partie contenant 
la tumeur n’a pas ete isolee avant la 
mobilisation de I’intestin. 

A.P. Adeno-cancer du colo-sigmoide 
sans metastases glandulaires. Liquide 
de rinqage de I’anse afferente ne contient 
pas de cellules tumoi'ales. Liquide de 
ringage de I’anse deferente contient des 
petits groupes de cellules tumorales, 
ainsi que le liquide de rincage de la 
preparation de resection. 

7. E.M.h.H.M, 1365 Diagnostic: tu¬ 
meur colo-sigmoidienne. Rectoscopie 
avec excision de sondage: adeno-cancer. 
Liquide de ringage ne contient pas de 
cellules tumoi'ales. Traitement: resec¬ 
tion sigmoidienne avec retablissement 
de la continuite. Partie de I’intestin con¬ 
tenant la tumeur n’a pas ete isolee avant 
la mobilisation. 

A.P. adeno-cancer du sigmoide avec 
metastases glandulaires. Surface de 
coupe du cote distal exempte de tumeur. 
Liquide de ringage de I’anse afferente ne 
contient pas de cellules tumorales. 
Liquide de ringage de I’anse deferente 
contient un petit group de cellules tu¬ 
morales et le liquide de ringage de la 
preparation de resection contient des 
cellules tumorales en petits groupe- 
ments. 

8. J.V.f.H.M. 2854 Diagnostic: cancer 
due sigmoide. Rectoscopie avec excision 
de sondage: muqueuse intestinale nor- 
male. 

Le liquide de ringage contient des par- 
celles de tissu tumoral sur lesquelles le 
diagnostic adeno-cancer est base. 
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Traitement: resection sigmoidienne 
avec retablissement de la continuite. 
Mobilisation difficile de I’intestin; le 
fragment nontenant la tumeur est pour- 
tant isole aussi vite que possible. 

A.P. Adeno-cancer du sigmoide avec 
metastases glandulaires. Le liquide de 
rinfage de I’anse deferente ne contient 
pas de cellules tumorales. Le liquide de 
rinqage de la preparation de resection 
s’est perdu. 

C. Tumeurs du rectum (six cas). Nous 
avons range dans cette serie les tumeurs 
qui avaient ete localisees a 10 cm. ou moins 
de I’anus. Dans tous ces cas I’extirpation 
rectale (precede de Miles) fut pratiquee 
(a I’exception du numero 14). 

En aval de la tumeur on resequa tou- 
jours en plus un fragment intestinal d’au 
moins 15 cm. On ne trouva jamais de cel¬ 
lules tumorales dans le liquide de rinsage 
provenant de la partie intestinale qui a 
abouchee a la paroi abdominale en anus 
ddfinitif. 

9. H.B.f.H.M, 1213 Diagnostic: tu¬ 
meur rectaie. 

Rectoscopie: carcinoma piano et base 
cellulare. Liquide de ringage contient 
des cellules tumorales. 

Traitement: extirpation rectale. 

A.P. Carcinoma piano et baso cellulare 
recti sans metastases glandulaires. Liq¬ 
uide de ringage de la preparation con¬ 
tient des cellules tumorales. 

10. M.G.f.H.M. 297 Diagnostic: tu¬ 
meur rectale. 

Rectoscopie avec excision de sondage: 
probablement adeno-cancer rectal. Liq¬ 
uide de ringage rectal contient des petits 
groupes de cellules tumorales sur les- 
quelles le diagnostic pent etre base avec 
certitude. 

Traitement: extirpation rectab 

A.P. Adeno-cancer rectal sans i 
tases glandulaires. Le liquide de ri 
intestinal de la preparation contie 
cellules tumorales. .. 

11. L.M.h.H.M. 1815 /liagnostii 
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meur rectale. 

Rectoscopie avec excision de sondage: 
adeno-cancer rectal. Liquide de ringage 
rectal n’est pas propice a un examen. 

Traitement: extirpation rectale. La 
tumeur est difficile a mobiliser. 

A.P. adeno-cancer rectal sans metas- 
tes glandulaires. Le liquide de ringage 
de la preparation contient des morceaux 
de tissu tumoral. 

12. H.J.f.H.M. 2302 Diagnostic: tu¬ 
meur rectale. 

Retoscopie avec excision de sondage: 
adeno-cancer rectal. Liquide de ringage 
rectal contient des cellules faisant soup- 
gonner une tumeur. 

Traitement: extirpation rectale; pre¬ 
cede difficile. 

A.P. adeno-cancer rectal avec metas¬ 
tases glandulaires. Liquide de ringage 
de la preparation contient des morceaux 
de tissu tumoral suspects h aspect re- 
gressif net. 

13. J.H.h.H.M. 1010 Diagnostic: tu¬ 
meur polypeuse rectale. 

Rectoscopie avec excision de sondage: 
adeno-cancer rectal. Liquide de ringage 
rectal contient des elements nettement 
regressifs faisant soupgonner des cellu¬ 
les tumorales. 

Traitement: extirpation rectale: pre¬ 
cede facile. 

A.P. adeno-cancer rectal sans metas¬ 
tases glandulaires. Le liquide de ringage 
de la preparation contient plusieurs cel¬ 
lules qui font soupgonner une tumeur. 

14. M.P.f.H.M. 1091 Diagnostic: tu¬ 
meur rectale. 

Rectoscopie avec excision de sondage: 
adeno-cancer rectal; le liquide de rin¬ 
gage contient des cellules tumorales. 
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Les manipulations operatoires contri- 
buent a ce qu’un nombre plus important 
do cellules et meme des petits morceaux 
de tissu tumoral se detachent de la tumeur. 
La puissance de ces cellules et des ces 
groupes de cellules qui sont intactes, du 
moins du point de vue histologique, est 
probablement plus grande que celle de la 
cellule superficielle que Ton peut deceler 
dans I’examen pre-operatoire, puisque 
celle-ci est souvent deja partiellement 
detruite. 

Ainsi le chirurgien est-il responsable du 
fait que Ton trouve un plus grand nom¬ 
bre de cellules tumorales dans la lumiere 
intestinale a la suite de I’intervention chi- 
rurgicale. Ces cellules tumorales depasse- 
ront facilement la limite de trois a cinq 
cm, c.a.d. la distance que I'on considere 
sure lors des resections en aval, et iront 
ainsi se loger dans la future surface de 
I’anastomose. 

Les rdsultats de nos recherches sont 
entiferement en accord avec ceux de Mc- 
Grew, Laws et Cole.” Ces auteurs examine- 
rent le contenu des preparations de resec¬ 
tion du gros intestin suivant la technique 
de Papanicolaou, Eux aussi arrivent a la 
conclusion que les manipulations chirurgi- 
cales sont responsables du fait que les cel¬ 
lules tumorales se detachent de la surface 
de la tumeur. Par centre ils n'attirent pas 
I’attention sur la possibilite de deceler 
deja avant I’operation des cellules tumo¬ 
rales dans la lumiere intestinale. 

2. Sans qu’il soit deja necessairement 
question d’une continuation du developpe- 
ment de la tumeur, il se forme parfois des 
soudures fixes entre le rectum et les struc¬ 
tures adjacentes a la suite des inflamma¬ 
tions peri-rectales qui se developpent 
souvent dans ces cas. II para?'' 
I’operation qu’il est souvent tri 
de detacher ces adhesions et c’est 
qu’il est possible que la paroi i 
se dechire pendant la mobilisi 
contenu intestinal, et done ' 


cellules tumorales, peuvent de par cela 
sortir de la lumiere intestinale et se nicher 
sur la vaste surface de la plaie dans le 
petit bassin, Lors d’une resection rectale, 
quand celle-ci est du type soi-disant “ou- 
vert,” il sera possible que, pendant que Ton 
pratique I’anastomose, des cellules tumo¬ 
rales aillent s’installer sur la surface de 
coupe ou sur les sereuses. Il y a meme une 
possibilite que les cellules tumorales soient 
introduites dans la paroi intestinale au 
moyen du material de suture. Aussi, pour 
des raisons techniques, peut-on imputer au 
chirurgien la responsabilite que des cellu¬ 
les tumorales arrivent eventuellement dans 
I’anastome ou dans son entourage imme- 
diat. C’est ainsi que Ton introduit des 
cellules tumorales dans un champ initiale- 
ment exempt de tumeur par une interven¬ 
tion qui a ete d’ailleurs executee de fa^on 
correcte! 

3. Est-ce que la cellule tumorale de- 
placee par I’intervention et pendant celle- 
ci se ddveloppera dans le nouveau milieu-se 
d4veloppera en une metastase d’implanta- 
tion—et, si cela est le cas, quel est le role 
que la disinfection intestinale moderne 
joue la-dedans? 

La technique operatoire vise a diminuer 
autant que possible le traumatisme local 
du tissu; on tentera de maintenir a son 
maximum I’approvisionnement sanguin de 
la suture et d’eviter I’hypoxemie et I’hypo- 
proteinemie. La cellule cancereuse perira 
egalement rapidement dans une suture 
menacee de necrose, probablement meme 
plus vite que la cellule tissulaire normale 
qui a sa place organiquement dans son 
milieu. Le deuxieme facteur capable de 
troubler la guerison du traumatisme est 
I’infection locale. Le nombre de cas 
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operations and by abdominoperineal ex¬ 
cision. Good results have been obtained by 
both operations; nevertheless, five-year re¬ 
sults favor the excision therapy when the 
carcinoma is situated partially or com¬ 
pletely below the peritoneal reflection. An 
increasing number of surgeons report that 
local recurrence in the anastomosis is the 
cause of these unsatisfactory results. Dif¬ 
ficulties are encountered in explaining re¬ 
currence after a radical resection. 

In 1950 Boerema suggested the possi¬ 
bility of implantation of cancerous cells in 
the anastomosis during operation; prolif¬ 
eration of these cells might be favored by 
intestinal disinfection. On examination of 
large bowel mucus, tumor cells were shown 
to be present in almost every case of ul¬ 
cerative carcinoma. The surgical manipu¬ 
lations to free the tumor-bearing area 
from the adjoining structures must detach 
fresh, living cells from the tumor surface. 
In performing a resection the surgeon’s 
knife crosses a bowel lumen containing 
tumor cells. A real possibility seems to 
exist of contaminating the cut surface of 
the bowel—if an open technic is used—or 
the adjoining serosa with fresh tumor 
cells. 

As the danger of spilling tumor cells 
during bowel resection is recognized more 
and more as a new problem, the direct or 
indirect favoring effect of bowel disinfec¬ 
tion — with regard to the outgrowth of 
these cells — is added, we approached the 
next two problems in two series of experi¬ 
ments : 

1. Does the possibility of implantation 
of tumor cells from the bowel lumen into 
the suture line exist in the case of resec¬ 
tion? 

2. Will the outgrowth of these cells be 
favored by bowel disinfection? 

Rabbits were used in these e.xperiments. 
A suspension of tumor cells (Brown and 
Pearce tumor) was injected into the bowel 
lumen; care was taken to prevent spilling 
of tumor cells via the puncture canal. Dis¬ 


tal to the site of puncture the bowel was 
transected and the continuity restored by 
end-to-end anastomosis. During this pro¬ 
cedure the cut edges of the bowel and the 
adjoining serosa made contact with the 
tumor suspension. In a first series of ex¬ 
periments 23 animals were operated upon 
in the way described. In a second series 
27 animals were operated upon in the 
same way, but prior to operation the ani¬ 
mals were treated with bowel disinfection 
with sulfasuxidine or streptomycin; in 23 
cases no gi-owth of Bacillus coli was dem¬ 
onstrated on the day of operation, and in 
4 cases a definite reduction of growth was 
shorvn, as compared with the feces of a 
control series. 

Postmortem examination (four to six 
weeks after operation) in the first series 
showed tumor to be present in 14 cases: 
in 3 cases in the anastomosis and in 11 
cases elsewhere in the peritoneal cavity. In 
the second series tumor was demonstrated 
in 15 cases: in 12 cases in the suture line 
and elsewhere and in 3 cases elsewhere 
only. 

All tumor autopsy material was micro¬ 
scopically investigated. In most cases tu¬ 
mor was seen in the subserosal layer of 
the bowel wall. From the results obtained 
in both series the possibility of implanta¬ 
tion of tumor cells from the bowel lumen 
into the operative area is evident. The 
results obtained in the second series indi¬ 
cate the promoting effect of bowel disin¬ 
fection with regard to the survival of 
tumor cells in the anastomosis. In addi¬ 
tion to these experiments, clinical investi¬ 
gations were continued. 

In a series of 14 patients, all with a 
suspicious growth in the large bowel, the 
pelvic colon and rectum were washed out 
via the proctoscope; care was taken not to 
touch the tumor. In the washings thus 
obtained, tumor cells were identified in a 
very high percentage. 

In cases of resection, the aflerent and 
efferent loop of the bowel were washed out 
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L'action Preventive de la Splanchnicectomie 
Gauche sur la Production de la Pancrektite 
Aigiie Experimentale 
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ATHENS, GREECE 


D EPUIS Claude Bernard (1856) plu- 
sieurs experimentateurs ont repro- 
duit, chez les animaux, des pancre- 
atites aigiies par Tinjection de bile dans 
le canal pancreatique. Ulterieurement, la 
bile a ete remplacee par divers liquides, tel 
que Phuile, I’jode, le sue intestinal, la tryp- 
sine, des emulsions microbiennes etc. 
Toutes ces experiences ont demontre que 
I’^tendue des lesions pancreatiques, ainsi 
provoqu4es, depend beaucoup moins de la 
nature du liquide, que de sa quantite et de 
la pression sous laquelle il fut injecte. 

Pour provoquer chez le chien une pan- 
cr^atite aigue, il faut injecter au moins 
3 cc. de bile (Rich-Duff^) sous une pression 
de 80-600 cc. d’eau (Mann-Giordano-). 
Mais, si on fait communiquer le canal pan¬ 
creatique avec le choledoque, soit par une 
anastomose, soit par I’intermediaire d'une 
sonde ureterale, la pancreatite est, en 
general, evitee (Nordmann,*^ Mann,” Bis- 
gard,-* Wangensteen,^ Tejerina-Fothering- 
ham,*’ Bottin^). 

La production d’une pancreatite aigiie 
chez I’animal, est beaucoup plus sure, si a 
Tinjection de bile on associe la ligature du 
canal pancreatique. 

Toutes ces experiences ont comfirme la 
theorie du reflux bilio-pancreatique, la¬ 
quelle se basait sur quelques rares obser¬ 
vations cliniques de pancreatites aigues, 
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eonsecutives a I'obstruction calculeuse de 
la papille. Depiiis la premiere communica¬ 
tion d’Opie (1901),* cette theorie a ete 
soutenue par un grand nombre d’auteurs. 
Pourtant, recemment des serieuses objec¬ 
tions ont etc faites concernant la generali¬ 
sation de la theorie du reflux comme seul 
facteur etio-pathogenique. En effet, pen¬ 
dant la cholangiographie. on observe le re¬ 
flux du liquide de contraste dans le canal 
pancreatique-dont la visualisation s’ob- 
tient dans un pourcentage de 30% environ- 
sans que le malade presente des troubles 
(Mallet-Guy,'’ Caroli,"' Hjorth," Rud- 
strom'" etc.). En p)us I’existence d’un 
“common channel” de 2 mm. de longueur 
au minimum, rendant possible le reflux 
Wirsungien, n’existe que dans une propor¬ 
tion de 30% environ (Opie* Mann-Gior- 
dano,=, Belou,'* Rienhoff-Pickrell"). L'ob- 
struction, par calcul, de la papille s’observe 
dans 5% des cas de pancreatite aigiie, 
tandis que celle par neoplasme n’est, pour 
ainsi dire, jamais suivie de pancreatite. 

Le spasme du sphincter d’Oddi, comme 
cause possible du reflux bilio-pancreatique, 
a ete invoquS en 1919 par Archibald'-' et 
ulterieurement par d’autres auteurs. Mais, 
le plus souvent, le sphincteur se trouve au- 
dessus de la jonctio" dans I’ampoule d" 
Vater du ■ ’ ‘ 

Par coni' ;■ 
tractant, enr , 
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(14%) et des nto-oses (7%). L’excitation 
bu bout peripherique, apres section du nerf 
splanchnique, provoquait les memes effets. 
Chez le chien, I’excitation electrique, me- 
canique ou chimique, du nerf splanchnique 
gauche produisait des pancreatites typiques 
dans une proportion de 30%. Les l&ions, 
ainsi provoquees, s’echelonnaient de I’oe- 
deme et de I’hemorragie a la necrose cel- 
lulaire et la steatonecrose. L’excitation 
du splanchnique droit ne produisait qu’une 
legere vaso-dilatation. Pour Mallet-Guy, 
la necrose cellulaire est due a I’ischemie, 
tandis que la vaso-dilatation qui lui suc- 
cede, en augmentant la secretion pancreati- 
que, conditionne I’apparition de Toedeme, 
de I’hemorragie et de I’auto-digestion. Les 
poussees aigiies de la pancreatite chro- 
nique sont provoquees par des perturba¬ 
tions vaso-motrices declenchees dans le 
rdseau nerveux sympathique du pancreas, 
irrite par la sclerose evolutive. 

Les experiences de Mallet-Guy ont ete 
confflrmees par Kment” en Allemagne, et 
par Longo, Gallardo, Ferraris®'’ en Argen¬ 
tine. Ces derniers, contrairement a 
Mallet-Guy, afflrment que I’excitation du 
splanchnique provoque, des le debut, de la 
vaso-dilatation. Repetant les experiences 
de Mallet-Guy, concernant la section du 
splanchnique gauche et Texcitation du bout 
peripherique, ils constatent que cette ex¬ 
citation reste inop^rante, si on laisse passer 
10 jours, afin de donner lieu a la degdneres- 
cence des filets nerveux. 

II y a, neannoins, quelques experiences 
dont les resultats, a premiere vue, ne con- 
cordent pas avec ceux de Mallet-Guy. 
Ainsi, d’apres Kosunoki (1936)“® la 
splanchnicectomie bilaterale aggrave les 
lesions de pancreatite, provoquees par I'in- 
jection intra-canalniculaire d'emulsions 
microbiennes. Recemment, Brancadoro et 
Cecchi (1953) ont constate que la 
splanchnicectomie bilatdrale pratiquee 1 
a 6 heures apres le debut d’une pancreatite 
aigiie, provoquee apres injection de bile et 
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ligature du canal pancreatique, n’a pas 
empeche I'extension de la necrose cellulaire 
et de la steatonecrose. Ces resultats nega- 
tifs sont dus-d’apres les auteurs precites-;i 
Taction du vagus, qui augmente la vaso¬ 
dilatation et la secretion du pancreas et 
par consequence Tauto-digestion pancre¬ 
atique. Pour Mallet-Guy, la splanchnicec¬ 
tomie pent provoquer une e.xcitation tran- 
sitoire du bout peripherique du splanch¬ 
nique, et aggraver ainsi les perturbations 
vaso-motrices du pancreas. 

Nous avons entrepris un certain nombre 
d’experiences ayant pour but Teclairqisse- 
ment possible de ces vues contradictoires. 

Experience personnelles. — Nos experi¬ 
ences ont porte sur 17 chiens, dont 7 ser- 
virent de temoins. Methode operatoire: 
Anesthesie par injection intraveineiise do 
Kemithal. Laparatomie mMiane. Ponction 
de la vesicule biliaire et aspiration de 5 cc. 
de bile. Reperage du canal pancreatique 
sous lequel on passe un fil de soie. Incision 
du bord externe du duodenum par ou on 
introduit une canule dans Torifice du canal 
pancrfetique. Injection dans le canal de la 
bile prdalablement retiree de la vesicule, 
et immediatement aprds, ligature do ce 
canal. Les chiens furent nourris a partir 
du deuxieme jour post-operatoire. 

Chez les dix chiens de la deuxieme serie, 
nous avons suivi toujours, la memo tech¬ 
nique, avec la diflerence que 7 a 11 jours 
avant cette operation les animaux avaient 
subis la splanchnicectomie gauche: In?i- 
sion lombaire jusqu’au peritoine qu’on 
refoule pour degager le pilier gauche du 
dinphragme. Chez le chien, le splanchnique 
est difficilement repere dans son trajet 
abdominal, etant donne sa brievete. A 
cause de cela, nous avons ete amend a in- 
ciser le diaphragme et de pratiquer la sec¬ 
tion du splanchnique gauche par voie 
intra-thoracique. Suture du diaphragme et 
de la paroi abdominale. Tons ces animaux 
furent controles apres leurs mort, sur- 
venue soit a la suite de la pancrdatite, soit 
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Fig. 1.—Pancreatite aigiie hemorrhagique. Chien 
temoin No. 1 apres I’injection de bile et la liga¬ 
ture du canal panci'eatique. 


apres leurs sacrifice 5 a 15 jours apres 
I’injection de bile dans le canal. Les ex- 
amens histologiques ont ete pratiquees par 
le Prof, agrege M. Papacharalambous. 

Serie A {Animaiix temoins): Injection 
de bile et ligature du canal pancreatique, 
sans splanchnicectomie prealable, 

Exper. 1: Chien pesant 15 kgr. Meurt 
deux jours apres Tintervention. Autopsie 
le 16-9-54: Ligature du canal pancreatique, 
lequel est moderement dilate. Lesions de 
pancreatite en aval de la ligature. Foyers 
de steatonecrose a la superfi^ie de la 
glande. Examen histologique: oedeme in- 
terlobulaire dissoqiant les acini. Vaso¬ 
dilatation importante, suffusions san¬ 
guines, afflux leucocytaire. (Fig. 1) 

Exper. 2; Chien de 12 kgr. Meurt le 
jour apres I’intervention. Autopsie le 16- 
9-54: Ligature du canal pancreatique. 
Lesions de pancreatite an aval de la liga¬ 
ture, steatonecroses moderement etendues. 
Examen histologique: Dilatation modere 
des conduits. Oedeme interlobulaire. Af¬ 
flux lymphocytaire et leucocytaire. Foyers 
de steatonecrose. 

Exper. 3: Chien de 18 kgr. Meurt le 
lendemain de I’intervention. Autopsie le 
30-9-54: Foyers de steatonecrose autour 
de la ligature. Examen histologique: 
Oedeme interlobulaire, vaso-dilatation im¬ 
portante, afflux leucocytaire. 


Exper. 4: Chien de 13 kgr. Meurt le 
deuxieme jour apres I’intervention. Au¬ 
topsie le 9-11-54: On remarque une zone 
hemorragique vers la partie mediane du 
pancreas. Examen histologique: Suffu¬ 
sions sanguines, oedeme interlobulaire, 
afflux lymphoc 3 ffaire et leucocytaire. 

Exper. 5: Chien de 10 kgr. Meurt le 
lendemain de I’intervention. Autopsie le 
9-11-54: Foyers hemorragiques et de 
necrose. Examen histologique: Oedeme 
interlobulaire avec afflu.x leucocjffaire et 
lymphocytaire. Hemorragies interstitielles. 

Exper. 6: Chien de 12 kgr. Meurt le 
lendemain de I’intervention. Autopsie le 
24-12-54: Foj'ers de steatonecrose, loca¬ 
lises a la queue du pancreas. Examen his¬ 
tologique; Oedeme interlobulaire avec 
afflux important de leucocjffes et Ij^mpho- 
cjffes. 

Exper. 7: Chien de 17 kgr. Meurt 32 
heures apres I’intervention. Autopsie le 
26-12-54: Zones hemorragiques etendues. 
Examen histologique: Oedeme intersti- 
tielle, hemorragies interlobulaires, afflux 
leucocytaire et lymphocytaire. 

Serie B. — Splanchnicectomie gauche, 
suive ulterieurement de ligature du canal 
pancreatique apres injection de bile. 

Exper. 1: Chien de 12 kgr. Splanch- 
nicectomie gauche. Dix jours apres injec¬ 
tion de bile et ligature du canal pancre¬ 
atique. Mis a mort 5 jours apres la deux¬ 
ieme intervention (9-11-54). E.xamen 
anatomo-pathologique: aucune lesion mac- 
roscopique ou histologique du pancreas. 
(Fig. 2) 

Exper. 2: Chien de 13 kgr. Onze jours 
apres la splanchnicectomie gauche, injec¬ 
tion de bile et ligature du canal pancre¬ 
atique. Mis a mort dix jours plus tard (9- 
11-54). Examen histologique du pancreas: 
Oedeme interstitiel et afflux L’^mphocjffaire 
et leucocjffaire. Hj’^perplasie de I’epithe- 
lium des conduits. (Fig. 3) 

Exper. 3; Chien de 15 kgr. Neuf jours 
apres la splanchnicectomie gauche, injec- 
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tion de bile et ligature du canal pancre- 
atique. Mis a mort 15 jours apres la 2'""’ 
intei'vention (24-11-54). Examen anato- 
mo-pathologique: Aucune lesion macro-ou 
microscopique de la glande pancreatique. 

Exper. 4: Chien de 12 kgr. Sept jours 
apres la splanchnicectomie gauche, injec¬ 
tion de bile et ligature du canal pancre¬ 
atique. Mis a mort 22 jours apres cette 
deuxieme operation (29-12-54). Examen 
anatomo-pathologique; Proliferation de 
tissu conjonctif autour de la ligature. Au¬ 
cune autre lesion macro-ou microscopique 
du pancreas. 

Exper. 5: Chien de 8 kgr. Neuf jours 
apres la splanchnicectomie gauche, injec¬ 
tion de bile et ligature du canal pancre¬ 
atique. Mis a mort 21 jours plus tard. 
Examen anatomo-pathologique: Aucune 
ISsion macro-ou microscopique de la 
glande. 

Exper. 6: Chien de 18 kgr. Sept jours 
apres la splanchnicectomie gauche, injec¬ 
tion de bile suivie de ligature du canal 
pancreatique. Mis k mort 23 jours apres la 
deuxifeme intervention (29-12-54). Ex¬ 
amen anatomo-pathologique: Aucune le¬ 
sion pancreatique. 

Exper. 7: Chien de 18 kgr. Onze jours 
apres la splanchnicectomie gauche, injec¬ 
tion de bile et ligature du canal pancre¬ 
atique. Mis a mort 19 jours plus tard (3- 
1-55). Examen anatomo-pathologique; 
Aucune lesion pancreatique. 

Exper. 8; Chien de 20 kgr. Deux se- 
maines apres la splanchnicectomie gauche, 
injection de bile et ligature du canal pan¬ 
creatique. Mis A mort 16 jours plus tard 
(16-2-55). Examen anatomo-pathologique: 
Aucune lesion pancreatique. 

Exper. 9: Chien de 12 kgr. Dix jours 
apres la splanchnicectomie gauche, injec¬ 
tion de bile et ligature du canal pancre¬ 
atique. Mis a mort 3 semaines plus 
(16-2-55). Examen anatomo-patholo 
Lesions histologiques de pancreatit 
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nique interessant toute la glande. Prolif¬ 
eration de tissu conjonctif. Afflux leuco- 
cytaire et lymphocytaire. 

COMMENTAIRE 

La seule injection de bile dans le canal 
pancreatique, suivie de sa ligature, a pro- 
voquee une pancreatite aigiie et la mort 
de tous ces animau.x temoins, 1 a 3 jours 
apres I’intervention (Serie A). L’examen 
histologique a revele I’existence d’un 
oedeme interlobulaire considerable, avec 
afflux leucocytaire et lymphocytaire. De 
plus, 4 animaux presentaient des steato- 
necroses et 3 des hemorragies intersti- 
tieiles. 



Fig. 2. — Pancreas normal. Chien No. 1; splan¬ 
chnicectomie gauche prealable. Injection de bile 
et ligature du canal pancreatique. 
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Les dix chiens de la serie B (splanch- 
nicectomie gauche 7 a 15 jours avant la 
deuxieme intervention) ont tous survecus, 
et furent sacrifies aux fins d’autopsie, 5 a 
23 jours apres I’injection de bile dans le 
canal pancreatique et sa ligature. 

Sept animaux de cette serie n’ont pre¬ 
sente aucune lesion macroscopique ou liis- 
tologique de la glande pancreatique. 

Trois animaux avaient des lesions his- 
tologiques nettes de pancreatite chronique, 
plus ou moins etendue. 

Les resultats ainsi obtenus, prouvent 
d’une fagon indiscutable que la splanch- 
nicectomie gauche, pratiquee 7 a 15 jours 
avant I’injection de bile et la ligature du 
canal, protege les chiens de la pancreatite 
aigiie experimentale, autrement mortelle. 
En plus, cette splanchnicectomie empeche 
le developpement des lesions de pancreatite 
dans un pourcentage tres eleve (7 cas sur 
10). Si, neanmoins, de telles lesions ap- 
paraiss'^nt, elles sont benignes (absence 
d’hemorragies et de steatonecroses). 

Nos resultats experimentaux sont en 
discordance avec ceux de Kosunoki et de 
Brancadoro-Cecchi. Ce dessacord est du, 
tres probablement, au fait que nous ne 
pratiquons pas la splanchnicectomie en 
meme temps que I’injection de bile, mais 
7 a 15 jours avant cette deuxieme inter¬ 
vention. D’ailleurs, cet intervalle libre est, 
pour Longo, Gallardo, Ferraris, negessaire 
afin de permettre la degenerescence des 
filets nerveux. 

Nos experiences confirment ainsi le 
point de vue de Mallet-Guy, qui attribue 
les mauvais resultats de la splanchnicec¬ 
tomie gauche dans les pancreatites experi- 
mentales, a I’excitation du bout periph- 
erique du dit nerf. Par contre, nos 
experiences infirment I’opinion de Kosu¬ 
noki et de Brancadoro-Cecchi, d’apres 
laquelle I’eifet defavorable de la splanch¬ 
nicectomie est du a la preponderance de 
faction du vagus. 


En effet, dans nos experiences, le vagus 
a ete laisse intacte, et pourtant faction 
preventive de la splanchnicectomie gauche 
se montra degisive. 


RESUMEN 

A 17 perros se les aplico una ligadura 
del canal pancreatico principal, despues de 
una inyeccion de 5 cc. de bil en el orificio 
del canal. 

El grupo 1 que consistia de 7 perros sir- 
vio de material controlador. Se murieron 
todos los animales de este grupo, desarol- 
hmdose una pancreatitis aguda. 

A los 10 animales de los cuales consistia 
el grupo 2 se les adpeico una esplancnicoec- 
tomia izquierda, como de 7 a 15 dias antes 
de la ligadura del canal y la inyeccion de 
la bil, para provocar una degeneracion de 
las fibras simpaticas. No se murio ningun 
animal de este grupo despues de la inyec¬ 
cion de la bil. Pero fueron sacrificados 
para obtener los resultados de una autop- 
sia. El examen microscopico del pancreas 
no desvelo ninguna lesion en 7 perros. Los 
3 otros presentaban sintomas de una pan¬ 
creatitis cronica. 

Estos resultados demuestran que la 
esplancnicoectomia izquierda preventiva 
disminuj'^e, con un porcentaje consider¬ 
able, el desarollo de lesiones de la pancre¬ 
atitis experimental. Si todavia se pro- 
ducen, son de pequena extension y sin 
consequencias mortales. 

Los resultados inoportunos de la esplanc¬ 
nicoectomia durante el desarollo de la 
pancreatitis aguda son debidos, con toda 
probabilidad, al estimulo del cabo perife- 
I'ico del nervio esplancnico, segun la opi¬ 
nion de Mallet-Guy. La eliminacion de 
estos estimulos obtenida por medios de la 
degeneracion de las fibras simpaticas, hace 
evidentes los efectos de la accion preven¬ 
tiva de la esplancnicoectomia izquierda. 
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ZUSAMMENFApSUNG 

An 17 Hunden wurde 5 cc. Galle in die 
Mundung des Pankreashauptganges in- 
jiziert und daraufhin der Gang unterbun- 
den. Gruppe 1 bestehend aus 7 Hunden 
wurde als Kontrole benutzt. Sammtliche 
Tiere erlagen infolge einer akuten Pan- 
kreatitis. 

Gruppe 2 bestand aus 10 Hunden. Bei 
diesen wurde 7-15 Tage vor der Gallenin- 
jektion und der Unterbindung des Ganges 
der linke Splanchnikus durchgetrennt, urn 
eine Degeneration der sympathischen 
Fasern herbeizufiihren. Alle Hunde iiber- 
lebten der Galleinjektion und wurden nach- 
traglich getotet. Die anatomische Unter- 
suchung des Pankreas war ohne Refund 
bei 7 Hunden, bei den ubrigen 3 bestanden 
Lasionen einer chronischen Pankreatitis. 

Aus den obigen Experimenten kann ge- 
schlossen werden dass eine vorausgehende 
Sektion des linken Splanchnikus instande 
ist die Entstehung der Lasionen der ex- 
perimentellen Pankreatitis weitgehend zu 
verhindern. Sind solche Lasionen trotzdem 
vorhanden, so sind sie uxnschrieben und 
nicht lethal. 

Die ungunstigen Resultate der Opera- 
tionen am Splanchnikus in Verlauf der 
akuten Pankreatitis, sind wahrscheinlich 
auf die Erregungsimpulse die vom distalen 
Ende des Splanchnikus ausgehen zuriick- 
zufiihren, entsprechend der Meinung von 
Mallet-Guy. Erst die Ausschaltung dieser 
Impulse, nach stattgefundener Degenera¬ 
tion der Sympathischen Fasern, lasst den 
gunstigen Effekt der Sektion des linken 
Splanchnikus in Erscheinung treten. 

RIASSUNTO 

A 17 cani una legatura del principalc 
dotto pancreatico fu praticata, alio stesso 
tempo con la introduzione di 5 cc. di bile 
nel orificio del dotto. 

Un 1 gruppo di 7 cani fu utilizzato come 
controllo. Tutti gli animali del quest ' 
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gruppo sono venuti a morte coi sintomi 
della pancreatite acuta. 

Un 2 gruppo di 10 cani fu soggetto, 7-15 
giorni previa della introduzione di bile e 
della legatura del dotto, a la splancniceto- 
mia sinistra, per provocare la degenera- 
zione dei fibre simpatici. Tutti i cani di 
questo gruppo hanno sopravissuto, ma 
furono sacrificati per lo studio istologico 
del pancreas. Questo ha dimostrato I’as- 
senza di ogni alterazioni in 7 casi e delle 
modificationi di pancreatite cronica in 3 
casi. 

Dai sopraccitati sperimenti si deduce 
che una previa splancnicetomia sinistra 
puo prevenire lo sviluppo della pancreatite 
sperimentale. Se delle alterazioni istologici 
tuttavia si svilupparono, sono circon- 
scritti e non letali. 

I risultati non sodisfattori della 
splancnicetomia durante il corso della pan¬ 
creatite acuta, si devono probabilmente 
agli stimuli provenienti daU’estremitk 
periferica del splancnico, secondo I’opini- 
one dei Mallet-Guy. 

La degenerazione dei fibre simpatici, in 
eliminando queste eccitazioni nocivi, fa 
mettere in evidenza la azione preventive 
della splancnicetomia sinistra. 

SUMMARY 

Seventeen dogs were subjected to liga¬ 
ture of the main pancreatic duct after 5 
cc. of bile had been injected into the orifice 
of the duct. 

Group 1, consisting of 7 dogs, was used 
for control. Lethal acute pancreatitis de¬ 
veloped in all animals of this group. 

Group 2 comprised 10 dogs. These un¬ 
derwent left splanchnicectomy seven to 
fifteen days prior to the duct ligature and 
injection of bile, in order to obtain the 
dege ■ J' * sympathetic fibers. 
All t r the duct liga- 

tur n -en dogs did 

'n the 
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pancreas. The remaining 3 presented le¬ 
sions of chronic pancreatitis. 

As can be inferred from these experi¬ 
ences, a preliminary left splanchnicectomy 
is very effective in preventing the devel¬ 
opment of lesions in experimental pancre¬ 
atitis. If these lesions nevertheless de¬ 
velop, they are nonlethal and limited. 

The unsatisfactory results of left 
splanchnicectomy performed in the course 
of acute pancreatitis are probably due to 
the stimuli that emerge from the distal 
end of the splanchnic nerve, in the opinion 
of Mallet-Guy. The elimination of these 
noxious stimuli, which may be accom¬ 
plished after degeneration of the nerve 
fibers, makes apparent the beneficial effect 
of interruption of the sympathetic inner¬ 
vation. 
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Beauty is a form of genius — is higher, indeed, than genius, is it needs no ex¬ 
planation. It is of the great facts in the world like sunlight, or springtime, or the 
reflection in dark water of that silver shell we call the moon. 

—JFilde 
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Grossesse et Cancer du Col aux Stades 0 et I 


P. FUNCK-BRENTANO, M.D., F.I.C.S.^ 
PARIS, FRANCE 


L greffe du cancer sur le col gravidique 
pose des problemes d’une extreme 
complexite dont la solution n*appa- 
rait pas en toute clarte. 

Le remaniement de Tepithelium cervical 
par la grossesse se traduit par des modi¬ 
fications histologiques appartenant a 
Vanatomo physiologie, done a la vie nor- 
male de la femme. Certains aspects se 
rapprochant de ceux du cancer intra epi¬ 
thelial ne sont pas faits pour simplifier la 
tache de I’anatomopathologiste dans son 
interpretation, ni celle du therapeute dans 
sa decision. Or, on se doute bien que e'est 
dans ces cas ou se jouent deux existences, 
celle de la femme et celle de son enfant, 
que le dilemme est le plus dramatique. 

L’affirmation de Fextreme nocivit de la 
grossesse sur le cancer n'est plus admise 
avec la meme foi qu’autrefois. 

La frequence du cancer chez le femme 
enceinte est appreci4e, suivant les statis- 
tiques, avec une telle diversite que le lec- 
teur, anxieux d’eclairer sa religion, se 
trouve plonge dans un abime de perplexite. 
La presence foetale d’une part, les dimen¬ 
sions de I’uterus en cas de grossesse 
avancee d'autre part, entrainent un com- 
portement special de la part du physio- 
therapeute et de la part du chirurgien. 

En limitant notre etude aux stades ini- 
tiaux (0 et 1) et, sans tenir compte de la 
conduite a tenir en presence de stades plus 
evolues, nous nous essaierons d’apporter 
quelques lueurs dans beaucoup d'obscu- 
rite. 

Influence des grossesses sur Va 
du caJicer. —Le role de la grosses 
cancer est indeniable. 

*Prof«sor de Cllntque Oyneeol ’ ■ U 

Medecine de Paris 

Submitted for publication June 


En 1935, aux Etats Unis, Tompkins 
etudiant une statistique globale de 6.412 
cancers du col ne trouve que 618 nuUi- 
pares, soit 9.60%. 

Pour les uns Tinfection, e’est a dire les 
metrites et les infections cervicales si fre- 
quentes dans le post-partum joueraient le 
premier role. 

Pour d’autres, ce ne serait pas la gravi- 
dite mais Vaccouchement, avec ses multi¬ 
ples traumatismes cerviceaux immediate 
et ses multiples cicatrices tardives, qui 
serait sourtout en cause. 

A I’occasion du proces-verbal concer- 
nant ma communication recente a I’Acade- 
mie de Medecine, Victor Le Lorier, (14 
Octobre 1954), recommandait aux Gyne- 
cologues-Accoucheurs une surveillance at¬ 
tentive et prolongee de Tetat du col dans 
le post-partum, dans un but de prevention. 
Certains auteurs americains voient dans 
les cicatrices du col un point d’appel si 
pr&is qu’ils recommandent la suture me- 
ticuleuse de toutes les petites plaies cervi¬ 
cales dans ITmmediat post-partum. 

Hofbauer (1933) et plus recemment, 
Martin et Kenny (1950) y voient des con¬ 
sequences d’ordre plus physiopatho- 
genique: "Les cellules qui ont deja vu 
stimuler leur proliferation, auraient plus 
facilement tendance a degenerer.” Le role 
des grossesses vombreitscs et rapprochees 
est remarquable. Dans la statistique 
d'Huber, une femme de 29 ans a eu 7 en- 

Cnn.n 1 1 „ «TT«., .1- OO_ 
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suffisamment significative et merits d’etre 
retenue pour surveiller particulierement 
I’etat du col des grandes multipares.” 
(Guy Le Lorier) 

Wolner pense que les oestrogenes agi- 
raient par stimulation de I’endocol et la 
progesterone par stimulation des cellules 
malpighiennes. Le cancer serait une 
croissance cellulaire desordonnee en re- 
ponse a I’infiammation en presence d’un 
exces d’oestrogene. ' 

Quoi qu’il en soit retenons que la fre¬ 
quence dit cancer croit en fonction du 
nombre des gi'ossesses (Legros). Rappe- 
lons enfin que la femme atteinte de cancer 
du col pendant sa grossesse, dont notre re- 
grette Collegue Digonnet relate I’histoire 
dans un de ses derniers travaux (P.M. 21 
novembre 1953, p. 1538) etait agee de 36 
ans et attendait son huitieme enfant. 

Si ces considerations ne manquent pas 
d’interet quant a la preparation locale de 
la greffe cancereuse (qu’elle soit gravi- 
dique ou traumatique) reconnaissons que 
le problems essentiel est pose du jour, ou 
la grossesse et le cancer evoluent simulta- 
nement. 

L’infhienee de la grossesse sier le cancer 
en glace. — Classiquement la grossesse 
etait consideree comme un facteur aggra¬ 
vant revolution du cancer. Van der 
Straeten rappelle que Bouilly ecrivait: 
“que touts femme enceinte ayant un can¬ 
cer du col de I’uterus etait irremediable- 
ment perdue.” 

Les anciens consideraient que le cancer 
preexistait a la grossesse et que cette 
derniere, en bn donnant tin coup de fouet, 
le demasquait. 

Les progres realises tant dans la preco- 
cite du diagnostic que dans la therapeu- 
tique anticancereuse quel que soit son 
mode en out heureusement appele de cette 
condamnation. 

A I’occasion du Congres d’Obstetrique 
et de Gjmecologie de Berlin, en 1939, 
Baatz, aborda la question du role de la 


grossesse dans revolution du cancer en se 
plagant sur un plan experimental. II con- 
cluait que, pendant les trois premiers 
mois, la grossesse accelerait le rythme du 
cancer, que pendant les trois mois inter- 
mediaires, elle etait sans infiuence, que 
pendant les trois, derniers mois elle le 
ralentissait. II y voyait une influence 
freinatrice du placenta. 

Slye a la suite d’experimentations sur la 
souris a conclu a un ralentissement du 
cancer pendant la grossesse et a une ac¬ 
celeration apres la terminaison de la ges¬ 
tation. 

Schaafdlacz, apres etude de 250 cas 
provenant de statistiques diverses, estime 
que dans 40% des cas la grossesse aggra- 
verait le cancer et dans 60% des cas ralen- 
tirait son evolution. 

En fait, il ne semble pas qu’il y ait une 
modification importante apportee par la 
gravidite au processus malin. Melle Baud 
(1952) considere que la grossesse n’im- 
prime pas au cancer une gravite particu- 
liere. A la fondation Curie, il y aut 3 
guerisons sur 7 chez des femmes enceintes 
atteintes d’epithelioma au stade 1. Koss, 
directeur du centre cytologique du Memo¬ 
rial Hospital de New York, disposant d’un 
tres vaste champ d’observation, medisait 
recemment qu’il estimait que la grossesse 
n’aggravait pas le cancer. 

Frequence de Vatteinte canceretise du 
col gravidique. — L’extreme diversite des 
chiffres procures par les statistiques, le 
contraste entre ceux fournis par le statis¬ 
tiques recentes par rapport a ceux des 
statistiques anciennes, surtout depuis 
I’adoption de certaines methodes de detec¬ 
tion precoce, est a nos yeux, une preuve 
de la difficulte du diagnostic du cancer a 
sa periode initiale quand il apparait sur un 
col gravidique, lui-meme en remaniement, 
histologique physiologique. L’erreur vient- 
elle des anciens parce qu’ils ne posaient le 
diagnostic que lorsqice le cancer etait clin- 
iquement evident? 
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L'erreur vient-elle des modeities qiti 
font entrer dans le cadre des lesions ma- 
lignes, telles que le cancer intraepithelial, 
des atypies epitheliales qui ne le sont pas? 
Tel est un des problemes essentiels que 
represente le cancer du col chez la femme 
encente. 

II est evident que les statistiques ne 
peuvent avoir quelque valeur que si elles 
portent sur un nombre considerable de 
parturiantes. Van Der Straeten, en 1952, 
additionnant les chiffres de diverses 
grandes statistiques, trouve, sur un total 
de 1.108.352 accouchements, 446 cas de 
cancers du col, a savoir 1 cancer pour 2.463 
cas. II rejoint sensiblement les chiffres 
de Peretti della Rocca, 1 sur 2.000, ceux 
de von Frangue: 1, sur 2.500, ceux de 
Mainac, 0,5 pour 1.000 et ceux de Dan- 
forth, 0,35 pour 1.000. Daro, Primiano, 
Gollin et Nora (de Chicago) procedant a 
Texamen systematique du col par test de 
Schiller et biopsie, six semaines apres Tac- 
couchement, chez 1,500 femmes demas- 
quent un cancer invasif et un cancer intra¬ 
epithelial. 

Le cancer apparaitrait plus volontiers 
chez les grandes multipares; I'flge moyen 
de predilection se situerail aux alentours 
de 36 ans. Sur 112 cas de cancer du col, 
65 ont ete observes entre 30 et 40 ans 
(Huber). 

Comment ne pas etre etonne par le con¬ 
frontation de ces chiffres avec ceux pro- 
duits par Varangot dans la these de son 
eleve Legros (1954), qui sur 1.463 femmes 
enceintes, decouvre par Tassociation de la 
Clinique et de la colpocytologie 15 cancers 
du col, soit. 1.04%! Ce contraste qui 
serait du a la decouverte tres precoce de 
cancers latents puisque sur les 15 cas, 3 
seraient des cancers ciivahissa7!ts limites, 

3 des cancers cnvahissmits dontevx et 6 
des cancers intrn cpithclianx, pose, avanf* 
tout, le probleme du diagnostic du ■ . 
pre-invasif au siege d’un col ayant so! 
remaniement gravidique. Le problc- 
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anatomopathologique est capital. De sa 
solution, e’est a dire de Taffirmation de la 
malignite, decoule la therapeutique. 

L’epithelioma intra epithelial du col 
gravidique. —Nous avons vu que Varan- 
got, dans la these de Legros, trouve un 
pourcentage de 1.4% de cancers dii col 
chez 1,453 femmes gi'avidiques selection- 
nees, dont 0.4% de cancers intra-epithe- 
liaux et 0.2% d’envahissements douteux. 

Dans le domaine de I’epithelioma intra¬ 
epithelial, Kaufmann donne le chiffre de 
0.44%, Ben Peckh.am de 0.20%, Cuyler et 
Greene de 1.2%. 

Ce contraste avec le pourcentage de la 
femme non gravide pent etre du a deux 
causes: 

—soit que les modifications de I’epithe- 
lium cervical normal gravide soient ii 
I’origine d’erreurs de diagnostic, nuqiie) 
cas I’epithSlium redeviendrait normal 
dans les mois suivant I’accouchement. 

—soit que la notion nouvelle de Tdpithe- 
lioma intra-epithelial se manifesto beau- 
coup plus qu’on ne croit sur le col gravide, 
auquel cas il persisterait dans les mois 
suivant Taccouchement et deviendrait in¬ 
vasif dans les anndes qui suivent. Ajou- 
tons qu’il semble bien que I’augmentation 
du pourcentage apparaisse surtout chez 
les auteurs qui assurent leur diagnostic 
par la colpocytologie, tel Varangot en 
France. A Philadelphie Hirst depuis qu’il 
a recours a la methode de Papanicolaou a 
vu le pourcentage passerde O.ODTc dans 
ses anciennes series a 0.66% dans les 
nouvelles. 

Les avis des anatomopathologistes con- 
cernant les modifications cpithdialcs du 
col gravide ne sont pas unanimes. 

11 est notable, cependant, que les glandes 
de I’endocol se multiplient avec stratifica¬ 
tion de leur epithelium et croissance en 
^profondeur eCque le stroma prend un as- 

'■ ■ ■ \ ' F\et oedemateux; qu’au 

, o-nlpigjiien il y a 
' de la bnsale. 
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avec transformation deciduale, des lesions 
d’epidermisation et ton jours une augmen¬ 
tation de I’epaisseur de I’epithelium et une 
hypervascularisation du stroma (Murphy; 
Epperson). 

Si on y ajoute les ti^ansformations epi- 
theliales dues a la cervicite, si frequente 
pendant la grossesse dont nous avons vu 
qu’elle etait a la source d’erreurs colpocy- 
tologiques chez la femme non gravide, on 
pent penser que le pourcentage d’erreur 
est serieusement aggrave chez la femme 
enceinte. 

Biraben, Magendie et Chartruss ont in¬ 
sists, au Congres international de Geneve, 
sur certains aspects de Tepithelium de 
surface du col gravide aboutissant a des 
digitations cellulaire intrachoriales mal 
limitees qui, s’il n’y avait absence d’ano- 
malies nucleaires, pourraient en imposer 
y pour un epithelioma. 

Quelle est la frequence de la persistance 
des lesions. — Ben Peckam considere que 
la lesion reste en place apres le post-par- 
tum dans 80% des cas (se qui rejoint le 
pourcentage des “epitheliomas intra epi- 
theliaux reversibles” de la femme non gra¬ 
vide. 

Carrou et Greene, Antoine (par colpo- 
microscopie) ne font pas de difference 
entre le cancer intra-epithelial de la femme 
enceinte et celui de la femme qui ne I’est 
pas. 

Te Linde, Novak et Helhnann, au con- 
traire, considerent sa disparition comme 
relativement frequente. Epperson a pub- 
lie 7 cas de cancers pre-invasifs ayant 
disparu apres la grossesse. 

On voit done que les difficultes et les 
diversites d’interpretation de I’epithelioma 
intra-epithelial sont encore plus grandes 
chez la femme enceinte que chez la femme 
non gravide. 

Une fois exclue la possibilite d’une asso¬ 
ciation maligne invasive, I’epithelioma 
intra epithelial n’impose pas de therapeu- 
tique immediate. Sa presence de supposee 


ne deviendra affirmee que par sa persist¬ 
ance dans les semaines qui se deroulent 
apres les suites de couche. Nous parta- 
geons I’opinion de Pots (de Berlin), 
d’Isidor considerant qu’une modification 
epitheliale du col persistant apres Vac- 
couchement doit maintenir le clinicien en 
etat d’alerte et que ce dernier devra etre 
d’autant plus en mefiance que la femme est 
plus dgee. 

Mais il faut savoir que le retour de 
I’epithelium du col a la normale se fait 
parfois apres de longs delais. Greene et 
ses collaborateurs ont rapporte le cas 
d’une femme dont les frottis ne devinrent 
negatifs qu’a la trente et unieme semaine 
apres I’accouchement. 

Symptomatologie. — La symptomato- 
logie ne differe guere de celle du cancer 
chez la femme non gravide. 

Les metrorragies (que I’on retrouve 
dans 90% des observations) ne doivent 
pas etre mises sur le compte d’un incident 
evolutif de la grossesse. Elies peuvent 
manquer, meme en cas de tumeurs en 
chou-fleur. Elies perdent souvent le carac- 
tere provoque, ailleurs habituel. 

Du fait du ramollissement cervical, le 
toucher vaginal est loin de donner tou- 
jours les precisions de friabilite et d’in- 
duration qu’il fournit chez la femme non 
gravide. 

En cas de grossesse evoluee les modifi¬ 
cations toniques associees a celles portant 
sur la consistance tissulaire peuvent ren- 
dre particuliM’ement difficile la classifica¬ 
tion du cancer du stade I, II ou III. 

II existe une difficulte pour I’application 
des methodes chirurgicales, e’est I’impos- 
sibilite de I’appreciation correcte de I’ope- 
rabilite. “En effet, deja en dehors de la 
grossesse, il n’est pas toujours aise d’ap- 
precier a sa juste valeur la mobilite de 
I’uterus. Or, dans la grossesse cette mo¬ 
bilite est nettement augmentee par les 
tissus gravidiques ramollis par I’imbibi- 
tion. La lesion, au niveau du col, si e’est 
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un noyau indure, paraitra plus limitee et 
plus localisee par comparaison au reste du 
col qui est plus mou. Parfois memo elle 
pourra passer inaperque. . . . L’extension 
vers le vagin et le rectum est facile a re- 
connaitre par les touchers vaginal et rec¬ 
tal. L’atteinte de la vessie est raise en 
evidence par I’exaraen cystoscopique qui 
pent etre rendu delicat par la presence de 
la grossesse. Enfin I’extension aux para- 
metres est extreraeraent difficile a appre- 
cier, les tissus etant imbibes, on pourra 
prendre un uterus fixe pour en uterus mo¬ 
bile. . . . Ce n’est parfois qu’au moment 
de I’intervention meme qu’on se rendra 
mieux compte du degre de I’extension des 
l&ions; et encore, dans ce cas les tissus 
gravidiques peuvent tromper le chirurgien 
qui passera trop pres d’une region qui peut 
dejh 6tre atteinte par le cancer” (R. et B. 
Keller). 

L'examen au specuhm, examen indis¬ 
pensable et essentiel assurers le diagnos¬ 
tic. 

Le test de Schiller fournit des contrastes 
partieulierement schematiques du fait de 
I’importance de la charge en glycogene du- 
col gravidique. 

La colposcopie (bien etudiee, en cas de 
grossesse, par Rocha) demeure une me- 
thode partieulierement fructueuse lorsque 
la lesion est a son extreme debut. 

Nour avons dit plus haut les difficultes 
particulieres d’interpretation qu’offrent 
les frottis cervico-vaginaux. 

La biopsie affizmera le diagnostic. — 
Traitcment. —1. Epithelioma intra-epithc- 
lial: II ne comporte, en cours de grossesse. 
aucune therapeutique, le diagnostic histo- 
logique etant bien assure que I’epithelioma 
intra-epithelial n’est pas le temoin d’un 
epithelioma invasif. Seule une surveil¬ 
lance colposcopique, colpoc.vtologique et 
surtout histologique s’i 
deroulenient de la grav 
ment sa iherapeutique 
femme cm gravide et r 
d’utilite ii une action 
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conisation pergravidique, qui pent ne pas 
etre sans risque pour revolution de la 
gi'ossesse. 

2. Epithelioma an sfadc I: La limita¬ 
tion de notre propos au stade 1 de 
I'epitheloma cervical nous dispense d’en- 
visager certaines methodes comme I’hys- 
terectomie subtotale suivie de curie et 
radiotherapie, methode qui tire ses indica¬ 
tions de stades avances. 

Ici, comme chez la femme non gravide, 
les methodes proposees sent triples: la 
chirurgie, les moyens physiques la chirur- 
gie associee aux moyens physiques. Mais 
alors due la confrontation des statistiques 
est valable chez la femme en dehors de la 
grossesse du fait du nombre considerable 
des caS rapportes, le nombre rcstreint des 
cancel's sur col gravide publie.s rend le 
jugement comparatif beaucoup plus alea- 
toire. 

A. Les Methodes. —1. La chirurgie-. Le 
Wertheim per-gravidique s'il met le chi¬ 
rurgien en presence de dilatations vcine- 
uses pelviennes impressionnantes (dila¬ 
tations qui disparaissent d6s revacuation 
de I’uterus) est, par centre, facilitc par 
I’aisance des clivages. Au voisinnge du 
terme, si le volume de I’uterus evacue gene 
I’execution de I’hysterectomie dlargie, il y 
aura interet a pratiquer une hysterectomie 
subtotale haute de “debarras” avant 
d’aborder la dissection des parametres 
(Tailhefer). 

2. La radiotherapie .—Elle ne pent etre 
envisages que lorsque la grosse.sse eat au 
debut, periode pendant laquelle I’oeuf doit 
etre deliberement .sacrifie. 

En fin de grossesse, quand la conserva¬ 
tion de I’enfant peut etre, ii juste titre, 
envisagee, la radiotherapie doit etre for- 
mcllement pro.scrite dans la crainte de la 
raise au monde de ‘‘I’enfant des rayons.” 
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“Enfant du radium” de 26 mois. (A la droite, 
une enfant du meme age.) Curietherapie de la 
mere a trois mois de grossesse. (Cliche du Pr. 

Maurice Lamy.) 

Pour Goldstein (Philadelphie) les radi¬ 
ations donnent un enfant anormal sur 
deux. 

Ces malformations et anomalies sont 
representees par: lamicrocephalie, I’idi- 
otie mongoloide, des deformations des 
extremite, la cecite, le spinabifida, I’at- 
teinte des glandes interstitielle testicu- 
laires. 

Meme si I’enfant parait normal a la 
naissance les troubles psychiques peuvent 
n’apparaitre que lorsqu’il a atteint 3 a 5 
ans ou I’age scolaire (vide illustration). 

3. Curietherapie: Les reserves faites 
aux traitements par les rayons X sont 
valuables, a peu pres, pour le traitement 
par le radium. Bien que moins diifusante, 
la curietherapie, en fin de grossesse, peut 
creer des malformations foetales. 

De toute faqon la curietherapie endo- 
cavitaire sera proscrite et ne pourra etre 
executee que par colpostat ou par punc¬ 
ture dans les formes vegetantes. 


B. Les indications .—Le probleme pose 
ne concernant que le cancer au stade 1, les 
indications reposent uniquement sur I’age 
de la grossesse. Lorsque la grossesse avoi- 
sine le terme la viabilite du foetus reprend 
ses droits et c’est le probleme d’une double 
vie, celle de la mm’e et celle de I’enfant, que 
le gynecologue doit tenter de resoudre. 

a) Pendant la premiere partie de la 
grossesse (moins de quatre mois), il ne 
faut pas pendre I’oeuf en consideration. 
En effet: 

1. La lesion, a elle seule, pourrait par- 
fois entrainer I’avortement. 

2. Le ti*aitement par les i-adiations peut 
nuire a devolution de la grossesse et a 
I’integrite du contenu. 

3. “II n’y a aucune difficulte legale a 
pratiquer davortement therapeutique 
etant donnee la menace grave, indiscutable 
pour la vie de la mere. Par ailleurs, du 
point de vue de la morale catholique dab- 
lation de duterus gravide dans ces circon- 
stances est licite puisqu'il s’agit de la 
suppression d’un organe malade” (Guy 
Le Lorier). 

La radiotherapie a donne a Melle Baud 
a la Fondation Curie des resultats valables 
bien que le nombre de cas soit trop dis- 
cret pour pouvoir etre erige en statistique. 
De meme, Sadugor, sans preciser dage de 
la grossesse au moment ou a ete applique 
le traitement, sur 9 cas du stade 1, a 6 
survies de cinq ans (Am. J. Obst. et Gyn., 
mai 1949). 

II semble que la methode la plus sure 
soit le Wertheim elargi a type cellulo 
adeno hysterectomie sans traitement 
physiotherapique prealable, compte tenu 
de la facilite d’execution procuree au chi- 
rurgien par dimbibition tissullaire gravi- 
dique. 

Si dexamen histologique des ganglions 
montre leur envahissement le traitement 
radiotherapique post-operatoire sera de 
bonne prudence. 

Tailhefer congoit cependant une curie- 
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therapie par colpostat suivie du Wertheim 
dans un bref delai n’excedant pas 10 a 15 
jours. 

Nous ne sorames pas partisan de la tac- 
tique preconisee par Digonnet, Gibert et 
Wallon qui consiste: 

1. une hysterotomie evacuatrice; 

2. une application de radium intravagi- 
nale classique dis a quinze jours apres; 

3. une hysterectomie de Securite, deux 
mois apres. 

Lorsqu’il s’agit du stade 1 mieux vaut, 
a notre avis, recourir au Wertheim elargi, 
d’emblee. 

b) La grossesse ets proche du terme (a 
partir de 7 mois). 

Une notion doit habiter I’esprit de I’ac- 
coucheur: le danger gue represente Vac- 
couchement par voie normale. Ce danger 
est double: d’abord la possibilite de 
dechirures graves du col; ensuite le coup 
de fouet que donne la dilatation et le trau- 
matisme obstetrical du cancer. Les statis- 
tiques s’accordent pour mettre I’accent 
sur la gravite du cancer lorsqu’il n’est 
d^couvert que dans les suites de couches? 
Dans les observations rapportees par 
Melle Baud, sur 9 cas diagnostiques apres 
I’accouchement, pas une guerison. Ceci 
nous parait une preuve de la nocivite 
qu’apporte le travail, dans la diffusion du 
cancer. 

Quelle que soit la methode therapeu- 
tique appliqude au cancer, le premier 
temps sera done toujours la Cesarienne. 
Suivant la preference de chacun: ou bien, 
Vhysterectomie elargic sera e.\ecutee dans 
le meme temps (avec ou sans hysterecto¬ 
mie subtotale haute de degagement)—ou 
bien, la paroi sera refermee apres suture 
uterine et ligature des trompes. Dix a 15 
jours apres: traitement curietherapique 
par colpostat et sonde intra-cavitaire. Un 
curage ganglionnaire aura nu accom- 
pagner la cesarienne cons 
fera confiance au.x seuls m 
Sinon, deux mois apres 


radium, cellulo-adeno-hysterectomie elar- 
gie. 

II semble que le petit nombre de cas 
publies fournisse un pourcentage de 
guerisons au moins egal a celui du traite¬ 
ment des femmes non-gravides. 

C. Le cancer ets dccouvert entre le qna- 
trieme et le septieme mois de la grossesse. 

C’est a cette periode que git toute la dif- 
ficulte du probleme. 

Faut-il, comme I’a fait Rocha s’abstenir 
de toute therapeutique locale, surveiller 
revolution du cancer par la colposcopie et 
differer le traitement jusqu’au terme de la 
grossesse? 

Faut-il, comme I’a fait Digonnet, a 6 
mois de grossesse, traiter le cancer par 
colpostat et Radium puncture et lais.ser 
I’accouchement s’effectuer par les voie.s 
naturelles? Malgre le succes apparent 
(parce que trop recent) de ce cas, on ne 
peut pas ne pas songer au double risque 
couru: celui de I’enfant a cause des irradi¬ 
ations et celui de la mere, ii cause du 
traumatisme cervical. 

Dans la prise de la decision doivent en- 
trer en jeu de de de nombreux facteurs: 

1. II s’agit d’un stade 1, done entrant 
dans le cadre des lesions dont le pour- 
ceutage de curabilite est tres valable. La 
femme a done des chances nombreuses de 
guerir. 

2. Si la femme a deja de nombreux en- 
fants (ce qui est, nous I’avons vu, souvent 
le cas), sa valeur sociale et familiale nous 
parait trop grande pour lui faire courir 
an risque grave dans le but d’ajouter un 
enfant a la serie deja existante, De toute 
fagon il nous parait inopportun de re¬ 
courir a un traitement irradie per gravi- 
dique, le seui applicable dans les circon- 
stances. Que le risque maternel couru soit, 
en effet, au profit d’un produit normal 
assure. Etablir une surveillance attentive. 
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mois, pratiquer une cesarienne sans ja¬ 
mais tarder suffisamment pour etre sur- 
pris par le debut du travail, constitue, Ji 
nos yeux, une attitude valable. 

En cas d’hesitation, chez une femme 
presentant une grossesse de cinq ou six 


mois, le scrupule du therapeute doit aller 
la femme et non au foetus dont la via- 
bilite reste hypothetique. L’hysterotomie 
evacuatrice suivie de Wertheim elargi 
aurait noire approbation, sans remorcl, 
dans la iduparl des cas. 


H tlie heavenly bodies are seen dimly iii a clear sky. and shine weakly and seem 
lo be stopped from revolving by dryness, then it is a sign that there is a danger 
of incurring sickness. Exercise should be stoppi'd while a (liiid diet, fretpienl baths 
and plenty of rest and sleep be prescribed until lh(;re is a return to normal. 

If the heavenly bodies are opposed by a fiery atmosphere, the excretion of bile 
is indicated. If the ()|)posing jmwers get the upper hand, sickness is ])ortcndcd: 
but if they completely overcome the stars and these vanish, then there is danger 
that the sickness may terminate fatally. If the o|)posing influences, however, are |)ut 
to flight and it seems as if they arc pur.«ued by the heavenly bodies, then there is 
danger of the patient going mad unle.ss he be treated. In all the.«e cases, it is best 
to start treatment by purging with hellebore. If this is not done, the diet .should 
be fluid and no wine should be taken unle.ss it be white and well-diluted. Warm, 
pungent, dehydrating and salt things should be avoided. Prescribe as much natural 
exercise as possible and plenty of runs with the patients well wrapped-up. Avoid 
massage, wrestling and wrestling in dust. Soften them with jilcnty of sleep and. 
apart from natural exercise, let them rest. Let them take a walk after dinner. It 
is also good to take a vapour bath followed by an emetic. Tor thirty days the 
patient should not eat his fill, but when he is restored lo a full diet he should take 
an emetic thrice monthly after partaking of a sweet, fluid and light meal. 

When the heavenly bodies wander in different directions, some mental disturbance 
as a result of anxiety is indicated. In this case, ease is beneficial. The mind should 
be turned to entertainments, especially amusing ones, or failing these, any that may 
give special pleasure, for two or three days. This may effect a cure: if not, the 
mental anxiety may engender disease. 


Hippocrates: Dreams 
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Contribucion al Estudio de la 
Uretero' Colostomla 

ALFREDO BOR.T '..3, M.D., F A.C.S., F.I.C.S.*- 
f \E.\C'4S, VENEZUELA 


TA uretero-colostomia es una vieja opera- 
I cion que ya cumplio el centenacio, ya 
■* ‘ que fue practicada la primera vez el 

5 de Julio de 1851 por Jhon Simon en el 
St. Thomas Hospital de Londres; su valor 
practico ha sido muy discutido pero es 
evidente que progresivamente se ha im- 
puesto en la practica quirurgica y en la 
actualidad se la usa cada vez mas y se es- 
tudian con creciente interes los problemas 
relacionados con su tecnica y sus resulta- 
dos. A pesar de sus numerosas complica- 
ciones, la ur^tero-colostomla es una 
operacidn litil y en numerosas ocasiones 
indispensable: ella resuelve en forma 
satisfactoria series problemas de patologla 
genito-urinaria y hace posible la realiza- 
cion de la moderna cirugla de exeresis 
radical de ciertos canceres urinarios y 
genitales. No es una operacidn ideal, tiene 
demasiadas complicaciones y compromete 
siempre la integridad anatdmica y funcio- 
nal del aparato urinario, y nadie puede 
asegurar cual ha de ser el porvenir de un 
uretero-colostomizado; sin embargo los 
progresos de la tecnica quirurgica, el ad- 
venimiento de las modernas drogas anti- 
infecciosas, el mejor conocimiento de la 
fisiopatologla del procedimiento y el em- 
pleo juicioso de los grandes recurs 
terapeutica moderna, han hecho 


der en forma apreciable la mortalidad de 
la intervencidn, reducido su morbilidad y 
mejorado en forma halagadora sus resiil- 
tados tardlos; de tal manera que hoy un! ' 
ignora que el transplante de lo-! nii 
al colon proporciona a numerosos pacientes 
una prolongada vida tranquila, compatible 
con una actividad social satisfactoria. Ilay 
pues razones suficientes para que se con- 
tinuen estudiando los problema.s 'iuo K- 
concierneh. 

La obstruccion, la infeccidn, b i ivm- 
ciencia renal y los a veces graces »a d ns 
da In qulmica sangulnea obsorv > Ic 
spues de su empleo, son los fan f d- 
versos que pesan desfavorablomruti't . ol 
balance de esta operacidn. Un siglo de 
estudios de experimentacion y prcgresivos 
perfeccionamientos en la tecnic.; han tra- 
tado de solucionar tales escollos, sin que en 
honor a la verdad se haya logrado en 
forma absoluta alcanzar el objetivo perse- 
guido; muchos ureterocolostomizados tie- 
nen todavla una evolucidn accidentadn, y 
algunos mueren a consecuencia de lo.s 
trastornos anatovnicos y funcionales oca- 
sionados por el trasplante. 

La principal indicacion de la uretero- 
colostomia es en la actualidad el edneer. 


•Profesor de Urologie, Universidod de CcraC' 
Submitted for publication Sept, 19. 1955. 
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terapeutico de oncologos, urologos y gine- 
cologos en la esperanza de obtener mejores 
resultados en el tratamiento de los can- 
ceres urogenitales y que conduce a veces a 
verdaderas exenteraciones o evisceraciones 
pelvianas ha contribuido notablemente a 
ensanchar el campo de accion de la uretero- 
colostomia, tiempo indispensable de este 
tipo de intervenciones. 

Las obstrucciones ureterales consecu- 
tivas a la cirugia amplia y la irradiacion 
de los canceres del cuello uterino son tam- 
bien indicatciones precisas del transplante 
ureteral. Otro tanto puede decirse _de las 
fistulas urinario-genitales incurables, con- 
secutivas a la irradiacion del cancer vesi¬ 
cal 6 del cuello uterino. 

Tampoco debe olvidarse el valor palia- 
tivo que tiene esta operacion en los can- 
ceres urinarios ba.ios inoperables. 

En el campo de la toco ginecologia son 
las fistulas uretro-vesico-vaginales graves 
incurables por su topografia, extension y 
destruccion del cuello vesical y su esfinter, 
las que ofrecen a menudo una indicacion 
formal de transplante uretei'al al intestine. 
Afortunadamente esta indicacion se hace 
cada vez menos frecuente a medida que los 
beneficios de una buena practica obstetrica 
son disfrutadas por una gran mayoria de 
las parturientas. Sin embargo entre noso- 
tros, como podi’a observarse luego, apare- 
cen en las estadisticas, cifras alarmantes 
de uretero-colostomias practicadas a pri- 
miparas muy jovenes como consecuencia 
de graves fistulas uretero-vesico-vaginales 
de origen obstetrico. 

Algunos procesos inflamatorios croni- 
cos de la vejiga que la transforman en una 
cavidad retraida y dolorosa que la impiden 
llenar a cabalidad sus funciones, justifican 
el transplante ureteral. 

La tuberculosis urinaria en su localiza- 
cion vesical ureteral baja (pequena vejiga 
retraida tuberculosa o ureteritis esteno- 
sante terminal con rinon sano) ofrecen a 
veces indicacion precisa de uretero-colo- 
stomia. En Venezuela donde la localiza- 


cion urinaria de la tuberculosis es rela- 
tivamente poco frecuente, se presenta 
excepcionalmente esta indicacion. 

Las malformaciones urinarias bajas con 
incontinencia (extrofias, hipos y epispa¬ 
dias graves) son en urologia pediatrica, 
indicaciones formales de uretero-entero- 
stomia. 

Los procesos traumaticos, infecciosos o 
tumorales de los ureteres en su porcion 
baja pueden tambien ofrecer una indica¬ 
cion de transplante. 

La peritonitis y las fistulas urinarias y 
estercorales por fracaso de la anastomosis, 
la estenosis de la boca anastomotica con 
obstruccion y dilatacion consecutiva del 
tractus urinario, el reflu jo y la infeccion 
ascendente, la insuflciencia progresiva del 
rinon cuyo ureter fue ti'ansplantado y los 
Cambios electi'oliticos en la sangi-e, son las 
grandes complicaciones que ensombrecen 
el pronostico tardio de la ui’etero-colo- 
stomia. 

Los progresivos perfeccionamientos en 
la tecnica de la uretero-colostomia y el 
empleo de los agentes de la terapeutica 
anti-infecciosa moderna, ban contribuido 
poderosamente a disminuir los riesgos de 
obstruccion, reflu jo, infeccion e insuflcien¬ 
cia renal. El nuevo problema de las altera- 
ciones de la quimica sanguinea que suele 
aparecer despues del transplante al intes¬ 
tine, y que a veces revisten caracteres de 
extrema gravedad, constituyen un feno- 
meno biologico de extraordinaria impor- 
tancia, porque su aparicion puede reali- 
zarse en pacientes cuyas anastomois 
funcionan en forma satisfactoria y no 
parece tener relacion con la tenica emple- 
ada sino depender de la naturaleza misma 
de la operacion, que facilita la reabsorcion 
por la mucosa del colon, de ciertos com- 
ponentes de la orina, la eliminacion exag- 
erada por dicha mucosa irritada de ciertos 
alectrolitos y la alteracion de la funcion 
renal. Es indispensable referirme a esta 
seria complicacion de la uretero-colostomia. 

Despues de la uretero-colostomia en pa- 
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dentes que evolucionaban aparentemente 
bien, se presentan a veces smtomas de 
malestar, anorexia, sed, nauseas, vomitos, 
diarrea, somnolencia que puede llegar al 
coma; estudios de Ferris y Odel, Kelwick, 
Doroshow, Lapides, Wilkinson, Jacob and 
Sterling y otros demostraron que existe en 
estos pacientes una alteracidn de la qui- 
mica sanguinea caracterizada por una aci¬ 
dosis hipercloremica accompanada a veces 
con hipopotasemia e hiperazoemia. El 
mecanismo de procluccion de estos cambios 
ha sido diversamente interpretado. Las 
teorias emitidas pueden resumirse asi: re- 
absorcion de cloruros a nivel de al mucosa 
intestinal, perdida de bases por hiperse- 
crecion de dicha mucosa (diarrea), altera- 
cion de la funcidn renal y en especial de la 
funcion tubular como consecuencia de la 
obstruccidn e infeccion ascendentes. 

Es posible que diversos de estos factores 
entren en juego; lo cierto es que el cuadro 
es curable cuando se coloca un tubo perma- 
nente en el recto, se indica un regimen 
hipoclorurado, se hidrata el paciente y se 
le suministra bicarbonate o lactato de so- 
dio. Los diferentes autores encontraron 
que entre 40 y 80% de los pacientes urete- 
ro-colostomizados se observaron cambios 
importantes en la quimica sanguinea. 
Como se apreciara luego, no hemos podido 
observar cambios de importancia sino en 
muy limitado numero de cases. 

Llama la atencion la multiplicidad de 
tecnicas empleadas para practicar la ure- 
tero-colostomia. El realidad la mayoria de 
los cirujanos dieron su preferencia hasta 
1950 a la tecnica de Coflfej’^ I idendo por 
Robert C. Coffey en 1911, procedimiento 
que implanta el ureter en el colon por in- 
termedio de un tiinel oblicuo interlaminar, 
submucoso que pretende ofrecer un dis¬ 
positive valvular como garantia contra el 
reflujo y la infeccion ascendente. Puede 
asegurarse que esta tecnica ha sido la mas 
empleada en el mundo y sigue todavia 
siendo usada por numerosos cirujanos. La 


Citadro 1 

Total de cases.107 

Ureteres transplantados.205 

Cirujanos .18 

Transplantes Cirujanos 

80. . ... ... 1 

40. 1 

Mas de 20. 1 

Mas de 10. 1 

Mas de 5. 4 

M^s de 1. 10 


Total . 18 


Cuadro 2.—^lortalidad 
Total de cases... .107 
Muertes . 17—15,8Co 


Casos del Hospital 
Vargas .... 

Casos del Instituto 
Oncologico Luis 

Razetti . 21 

Casos privados 

Total .107 



Muertes 

I^Ioitalidad 

.. 78 

9 


. 21 

8 

38 % 

. 8 

0 

0 ‘Tr 

.iF? 

T? 



Cuadro S. — Cau$as de Muertc 
Muertes —17 

Peritonitis . 

Pielonefrjtis bilateral grav 

Insuficiencia cardiaca. 

Insuficiencia renal acidosis 

Broncopneumonia . 

Shock . 

Ictericia y; flebitis . 

Hemorrogin . 

Total . 

Muertes en casos de cancer. 

Muerte.s en ctrns indicaciones.. 


n 

2 

. 1 

. 8 
] 
8 

. 1 
1 

I? 

10 

7 


experiencia sin embargo mostro que 
muchos pacientes desarrollaban uUerior- 
mente obstruccidn urinaria y la experi- 
mentacion en animales y las autop-sias 
revelaron que el extreme ureteral implan- 
tado en el intestine se estenosaba a] cica- 
trizarso; en concecuencia entre 1949-1950 
Cordonnier y Nesbit sepavadamente acon- 
sejaron la tecnica de anastomosis directa 
con sutura mucosa-mucosa, eliminando el 
tunel de Coffey; los autores consideran que 
la nueva ^ '-.ai lina amplia 

boca r»n ' obstrf 

cidn. Una ■ *' • 

tipo de anas' 
nor la • ’ 
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Ctittdro Jf.—Ancstcsia 
Total de anestesias — 107 


Raquidea . 10 

Raquidea-pontetal . 3 

Raquidea-pentotal-eter . 2 

litei' . 9 

Gases . 83 

Total .107 


Los casos de anestesia con raquidea o eter corres- 
ponden a los anos 1938—46. 

Anestesia con gases se emplearon en los ultimos 
8 anos. 


Cnaclro 5.—Indicacioncs 
Total de casos — 107 
Fistulas vesico-vaginales incurables 

de origen obstetrico. 44 

Fistula vesico-vaginal incurable de 

origen traumatico . 1 

Incontinencia por localizacion urinaria de 

la enfermedad De Nicolas-Favre. 7 

Carcinoma de la vejiga. 23 

Carcinoma primitivo de la uretra. 3 

Carcinoma vaginal con invasion de la 

uretra y cuello vesical. 6 

Cancer del cuello uterino con invasion 

de la vejiga . 4 

Secuelas del tratamiento quiriirgico y 

radioterapico del del cancer del cuello. 3 

Tuberculosis vesical . 1 

Cistitis cronlcas incurables . 2 

Incontinencia de orinas incurable. 1 

Epispadias con incontinencia. 1 

Periuretritis con destruccion de uretra. 1 

Seccion operatoria de los ureteres. 6 

Extrofia vesical . 4 

Total .107 


ascendentes, no obstante el empleo de los 
modernos antibioticos. 

En 1952 Woodruff, Cooper y Leadbetter 
y Weirauch y Young presentaron indepen- 
dientemente valiosos estudios clinicos ex- 
perimentales, comparando da ventajas e 
inconvenientes de las diversas tecnicas 
recomendadas y llegaron a las conclusiones 
siguientes. 1: El procedimiento de Coffey 
1 es el que ofrece la mayor garantia contra 
el reflu jo y la infeccion ascendente, pero 
la boca anastomotica se estenosa frecuen- 
temente originando obstruccion. 2: Los 
procedimientos de anastomosis directa 
mucosa-mucosa tipo Nesbit o Cordonnier 
ofrecen una buena garantia de una boca 
anastomotica, amplia sin obstruccion, pero 
el reflu jo y la infeccion ascendente las com- 
plican frecuentemente. 3: Los autores 
llegaron a la conclusion de que los mejores 


resultados se obtienen con la tecnica com- 
binada recomendada por Leadbetter que 
asocia al tunel de Coffey con la sutura mu¬ 
cosa-mucosa de las tecnicas de Nehbit y 
Cordonnier. 

La opinion autorizada de Nesbit no 
apoya ya su propia tecnica de amplia anas¬ 
tomosis directa en raqueta y considera 
mas segura la operacion combinada de 
Leadbetter, que de acuerdo con las mas 
modernas estadisticas se esta empleando 
cada vez con mas frecuencia en todos los 
centros quirurgicos del mundo. 

Habra que esperar aun algunos anos para 
poder juzgar a base de sus resultados tar- 
dios, el verdadero valor de la tecnica de 
Leadbetter que parece reunir las dos con- 
diciones basicas de una buena anastomo¬ 
sis : amplia boca sin obstruccion y pocas 
probabilidades de reflu jo y de infeccion 
ascendente. Creemos que independiente- 
mente del tipo de anastomosis empleada, 
tienen un gran valor en el resultado tardio 
de la operacion: la preparacion pre opera¬ 
toria, la buena irrigacon del extreme ure¬ 
teral transplantado, la correcta posicion 
del transplante y la inmovilizacion del 
colon con extraperitonizacion de la zona 
de sutura. Muchos de nuestros mejores 
casos se practicaron con la clasica tecnica 
de Coffey No. 1, poseemos urogramas ab- 
solutamente normales de riiiones cuyos 
ureteres fueron transplantados con dicha 
tecnica; en un mismo paciente usando la 
misma tecnica hemos obtenido urograma 
normal de un lado y con evidente obstruc¬ 
cion y dilatacion del otro, lo que revela que 
hay detalles tecnicos de fundamental im- 
portancia que influyen en el resultado flnal 
independientemente del procedimiento 
usado. 

Nos proponemos en este trabajo analizar 
107 casos de uretero-colostomia cuyas his- 
torias clinicas hemos podido estudiar de- 
tenidamente con un total de 205 ureteres 
transplantados. 

Cuadro 1 Estos casos provienen 78 del 


774 

























VOL. XXIV, NO. 6 


BORJAS: UBETEnO-COLOSTOMlA 


Hospital Vargas de Caracas, 21 del Insti- 
tuto Oncologico Luis Razetti y 8 de cllen- 
tela privada; 18 cirujanos practicaron 
estos transplantes en la proporcion ex- 
puesta en el Cuadro 1. 

En el Cuadro 2 se estudia la mortalidad, 
17 muertes para 107 casos es decir 15,8%. 
La mortalidad en los casos del Hospital 
Vargas es de 11,5%, y en el Institute 
Oncologico Luis Razetti de 38%, cifra esta 
elevada, facilmente explicable por el hecho 
de que la operacion se railiza alii por muy 
graces casos de canceres vesicales 3 ' geni- 
tales y se acompana de extensas opera- 
ciones radicales de exeresis. Los casos 
privados no tuvieron mortalidad. 

El Cuadro 3 muestra las causas de mor¬ 
talidad. Se observa que la peritonitis es 
la causa m^s importante, estas muertes 
ocurrieron en la epoca anterior al adveni- 
miento de las modernas drogas anti-lnfec- 
ciosas. Puede observarse que las muertes 
son mas altas en los pacientes operados por 
cancer que en los casos n 6 cancerosos. 

El Cuadro 4 estudia la anestesia em- 
pleada. Desde 1938—a 46 se prefirio la 
anestesia raquidea y el eter. Los gases se 
emplearon practicamente en todos los casos 
en los ultimos 8 aiios. 

En el Cuadro 5 se analizan las indica- 
ciones 6 enfermedades por las cuales se 
practice la operacion, observese que son 
las fistulas uretro-vesico-vaginales incura¬ 
bles de origen obstetrico las que muestran 
la cifra mas elevada: 44 en un total de 
107 es decir un 41,1%, siendo el cancer de 
la vejiga el que ocupa el 2 lugar con 23 
casos o sea un 21,4%. Es importante ob- 
servar que aun sumadas todas las causas 
por canceres urogenitales que dan 39 
casos, las fistulas vesico-vaginales obste- 
tricas continuan siendo la indicacion mas 
importante; es esta una caracteristica de 
nuestra patologia pues desgraciadamente 
todavia son demasiado frecuentes estas 
graves fistulas que destruyen la uretra, el 
cuello vesical y su esfinter y que resisten a 


los mas pacientes y repetidos intentos de 
cierre. Practicamente todas estas fistulas 
fueron sometidas a 2 0 mas intentos de 
cura por operacion plastica antes de indi- 
carse el transplante. Otro hecho digno de 
mencionarse es el de existir 7 indicaciones 
por incontinencia debida a localizaciones 
urinarias de la Enfermedad de Nicolas y 
Favre; en principio parece ilogico que en 
una afeccion que habitualmente se localiza 
en el recto, se practique una uretero-colo- 
stomia, pero debe recordarse que a veces 
la localizacion de la enfermedad es pura- 
mente ui'inaria genital con integridad 
absoluta del recto comprobada a la radio- 
grafia y la recto-sigmoidoscopia. 

La tuberculosis urinaria baja propor- 
ciona una sola indicacion en nuestro 


Cuadro 6. — T^C7tica8 

Total de Ureteres Transplantados — 205 

% 

Coffey i. 128 C2,6 

Leadbetter (combinada) 40 10,5 

Nesbit-Cordonnier . . 14 0.8 

Directa (Stiles) . . 11 5,4 

Davalos . . . 4 1,0 

Higgins . 4 1..' 

Coffey 2. .2 2 

Coffey 3 . ..._2 2 

Total . 205 

Hasta 1950 la tecnica de Coffey i fue emplen.la cn 
la mayor! a de los casos. Siguiondo la via i'i‘ra- 
peritoneal. 

A Partir de,1952 Hay una tendencia n usar tl 
metodo combinado tipo Leadbetter. 

Los cirujanos que hacen cirugia del cancer con 
exenteraciones pelvianas emplean la tecnica di- 
recta que es la mas rapida y soncilla. 


Cuadro 7.—CompUcacioncs Inmcdiatas 
En 16 Casos Hubo Complicaciones cn cl Post- 
Operatorio Inmediato Simples o Asociadas. 

Absceso de la pared..2 

Peritonitis. 

Pielonefritis aguda . • 3 

Ileo. -3 

Intento de suicidio . .... .1 
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Cuadro, explicable por la relativa poca fre- 
cuencia de la tuberculosis urinaria en 
nuestra patologia; en contraste con lo ob- 
servado en otros paises en que numerosos 
transplantes se hacen por tuberculosis 
vesical y ureteral. 

El Cuadro 6 se refiere a las tecnicas 
empleadas: El 62,5% de los cases fueron 
practicadas por la clasica tecnica de Cof- 
fe.v 1, hasta 1950 fue practicamente la 
Linica tecnica empleada, salvo algunos 
casos en que se usaron las tecnicas de Cof¬ 
fey 2 y 3 y de Higgins que fueron ri'ipida- 
mente, abandonadas, por inseguras y peli- 
grosas. Debo hacer una niencion en la 
tecnica de Davalos empleada en 2 casos 
con buenos resultados, creenios que esta 
tecnica merece ensayarse con mas frecuen- 
cia pues pienso que ofrece buenas garan- 
tias contra la obstruccion y el reflu jo con 
infeccion ascendente pues usa el tunel de 
Coffey y el cabo ureteral no queda libre en 
la cavidad intestinal expuesto a la infec¬ 
cion y la cicatrizacion estenosante. 

Cuadro S .— Rcintvrvcncioucs Inmcdiatas 
3 Casos de anuria....Nefrostomia y decapsulacion 
1 Caso fistula urinaria. 

.Reimplantacion del ureter 

1 Caso fistula urinaria estercoral. 

.Reimplantacion del ureter 

2 Evisceraciones.Cura operatoria 


Cuadro 9.—Complicacioncs Tardias 

Hidronefrosis . 3 

Pionefrosis bilateral e insuficiencia renal. 1 

Incontinencia rectal de orinas. 3 

Cancer en la vejiga residual. 1 

Prolapse de la pared vesical a traves de la 

fistula vesico-vaginal . 1 


Cuadro 10.—Evolucion 

Total de casos.107 

Muertes . 17 

Sobrevivieron . 90 

Paliativos . 14 

Casos para estudiar. 8C 

Han podido ser controlados. 64 

En el 1 Aiio. 46 

En el 2 Ano. 8 

En el 3 Aiio. 2 

En el 4 Aiio. 3 

En el 6 Aiio. 1 

En el 6 Aiio. 2 

En el 10 Aiio. 2 

Total . 64 


A partir de 1950 se comenzaron a em- 
plear las tecnicas de anastomosis directa 
tipo Nesbit y Cordonnier, con el objeto de 
evitar las obstrucciones atribuidas a la 
tecnica valvular de Coffey, el numero muy 
limitado de casos, solo 14, impiden estab- 
lecer un criterio preciso sobre el valor de 
estas tecnicas. 

En 1952 comenzamos a emplear en nue- 
stro Servicio de Urologia del Hospital 
Vargas la tecnica combinada de Leadbetter 
asociando el tunel de Coffey a la anastomo¬ 
sis directa mucosa-mucosa uretero-intes- 
tinal; desde entonces hasta hoy dia, esta 
tecnica viene gozando de la preferencia de 
nuestros cirujanos como puede compro- 
barse en el Cuadro 6 en que se anotan 40 
transplantes en solo 2 anos realizados con 
dicha tecnica. Debe admitirse que los re¬ 
sultados inmediatos han sido buenos, el 
estudio de la evolucion ulterior de estos 
casos apoi'tara el juicio deflnitivo. En 
muchos de nuestros casos practicamos de 
un lado la anastomosis con la tecnica cla- 
sca de Coffey 1 y del lado contrario con la 
tecnica de Leadbetter con el fin de estab- 
lecer comparaciones sin que hayamos 
podido llegar todavi'a a ninguna conclusion 
definitiva. 

Cuando el transplante es tiempo com- 
plementario de una cistectomia radical u 
otra importante operacion de exeresis de 
los organos pelvianos como pasa en la 
mayoria de los canceres extensos de la ve- 
jiga y el cuello uterino, es necesario em¬ 
plear la tecnica de transplante mas sencilla 
y rapida, que permita abocar el ureter al 
colon y fijarlo sin maniobras complicadas 
de suturas anastomoticas 6 tunel; es lo que 
llamamos tecnica directa y de la ciial el 
Stiles es una variante. En el Cuadro apa- 
recen 11 transplantes realizados en esta 
forma. 

En relacion con la tecnica no podemos 
omitir algunos comentarios sobre prepara- 
cion pre operatoria, revisando las historias, 
observase que en los primeros casos solo 
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se empleaban lavados jabonosos del colon 
en la preparacion de los pacientes y unica- 
mente se usaba la urotropina por via ve- 
nosa como medicacion anti-infecciosa; 
mas tarde con la llegada de las sulfas 
comenzaron a emplearse la sulfasuxidina 
y la sulfaguanidina en el pre y post opera- 
torio de los pacientes y es solos mas reci- 
entemente que se emplean los antibioticos 
de accidn electiva sobre la virulencia de los 
germenes intestinales; estreptomicina, au- 
reomicina, acromicina y terramicina. En 
los casos de Urologia del Hospital Vargas 
continuamos empleando rutinariamente la 
sulfasuxidina a razon de 12 a 18 pastilla.s 
diarias por 6 dias como preparacion pre- 
operatoria. En clientela privada usamos 
mas la terramicina o acromicina por 3 dias 
a mas de los lavados del colon. 

En referencia a la tecnica merece men- 
cionarse el hecho de que todas las uretero- 
colostomias fuerorn practicadas por via 
intraperitoneal, la tecnica extraperitoneal 
que pos^e sus indicaciones y tiene sus de- 
fensores no gozo de preferencia por los 
cirujanos que actuaron en este trabajo. 
Otro detalle digno de mencionarse es que 
en dos oportunidades se encontraron ure- 
teres dobles, que fueron implantdos juntos 
en un mismo tunel, con la tecnica Coffey 1 
en un caso y la de Davalos en otra. 

El Cuadro 7 revisa las complicaciones 
inmediatas. En 16 casos hubo complica¬ 
ciones series, algunas mortales. Merecen 
comentarse los dos casos de fistula urinaria 
y fecal por la herida debidas a fracaso de 
la anastomosis de un ureter que fueron 
tratadas con exito por la reimplantacicn 
en el colon. Se anotan 3 evisceraciones, 
todas en incisiones medianas suturadas 
con material no reabsorbible. En L 
casos de anuria post-operatoria se 
tied nefrostomia y decapsulacion. 

Las complicaciones tardias fue 
casos de Hidronefrosis, 2 tratada 
nefrostomia y otra por nefrectomia, 
murieron. 


Cnaihn II.—Rcsidtadus 


Casos controlados — 04 

Evolucion excelt.ite 22 

Evolucion busna . J14 

Evolucion mala 8 

Total 04 


Excclcnte Indica. Buen estado gencial. Uro^afia 
noimalvS o con dilatacidn discreta de los uio- 
gramas. Quimica sanguinea noimal. 

Buena - Buen estado general. Funcion lenal poco 
alterada y dilatacion no exagerada de las cavi- 
dadcs renales. Alteiaciones poco importantes do 
la quimica sanguinea. Estado compatible con una 
vida activa. 

Mala. Alteracion del estado general con compli¬ 
caciones, obstructivas o infecciosas. Uiogiamas 
con disminucion apreeiable de la funcion renal y 
dilatacion importante uni o bilatcial. 


Cuadio 12 

I 


Ureteio-colostomias Quimica sanguinea 


Pacicnte 

Ufra 


Cl 

Cf' 




M.F. 

0.67 



18.J 




A.R. 

0.41 



37 

7e 

Mq 

ic.a 

A.B. 

0.35 

5 


49 

To 

Mq 

.•>» 

R.T. 

0.23 



44.f 


Mq 

To 

J.A. 

0.31 



24 


.Mg 

19 7 




II 





Peciente 

Uraa 

n 


K 

Co-’ 



D.T. 

0.35 

108 

148.0 

4,43 




M.G. 

0.40 

103 

144.2 

4,11 


Mq 


A.Ch. 

0.30 

100.0 

144 

3,90 


2.5 

A.H. 

0.35 

103 

148 

5,16 


Mq 


E.B. 

0.32 

113 

144 

4 


If'," 

M.H. 

0.45 

112 

147 

4.7 


Mq 


E.G. 

0.45 


118.4 

4,23 


311 

R.R. 

0.40 

106 

137 

3,99 


Mq 


M.O. 

0.35 

101 

13C 

4,5 

46^r 

29.2 

E.M. 

0.45 

101.2 

144 

5,22 

szro 

Mq 

.’3.8 

J.S.U. 

0.38 

104.5 

144.C 

4,36 

59 

M I 



Cuadto IS. — Uretero-colostomUis en S'co-vc}>{;r.v 
{Merrick Gtjehnst) 

Jndicacion " 


Fistula vesico-recto- 
vaginal obstetrica 
Carcinomatosis pelviana 
cloaca Vesico-recto- 
vagina! 


Tecnica 
Coffey i 


BesnUado 
Excelente; 
vive .I afio-'s 
Cordonnier JIuertc por 
.ncidosis nO 
dias post- 
operatorio 


1 Pionefrosis doble que causo la muerte. 
3 Incontinencias rectales de orina que ne- 
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co-vaginal que motivo la uretero-colostomia 
y que fue tratado por cistectomia. 

Cuadros 8 y 9 en el Cuadro 10 se expone 
la evolucion de los 107 casos operados. Es 
este el capitulo mas delicado del trabajo, 
porque no satisface plenamente la forma 
en que se practicaron los controles post¬ 
operator ios. No pudieron controlarse to- 
dos los casos, y muchos solo ban sido revi- 
sados durante un tiempo corto despues de 
operados. Seria de desear que mejores 
servicios sociales permitieran establecer 
contactos regulares con estos pacientes, 
pero no se nos escapan las dificultades con 
que tropiezan estas investigaciones. De 
los 107 casos, 17 murieron en el post-opera- 
torio inmediato y de los 90 sobrevivientes, 
14 fueron transplantes paliativos en casos 
avanzados de cancer, asi solo quedaron re- 
almente para estudiar 86 casos; de ellos 
solo 64 pudieron ser controlados en la 
forma expuesta en el Cuadro 10. Obser- 
vese que 46 casos pudieron ser revisados 
durante el 1 er. ano, y que un numero rela- 
tivamente escaso ban podido ser seguidos 
en su evolucion 2, 3, 4, 5, 6, y basta 10 
anos despues de la intervencion; 2 casos 
viven en excelentes condiciones despues de 
10 anos con urogramas y quimica san- 
guinea normales. Sabemos de 3 de las pa¬ 
cientes uretero-colostomizadas que ban 
soportado sin complicaciones el embarazo 
y ban terminado felizmente por cesareas. 
Es interesante observar que su aparato 
urinario adaptado a nuevas y desfavora- 
bles condiciones ba tolerado sin complica¬ 
ciones infecciosas la dura prueba de la 
gravidez, lo que permite ser cautelosos en 
recomendar en forma dogmatica la liga- 
dura de las trompas junto con el trans- 
plante. 

Los resultados finales estan expuestos 
en el Cuadro 11. De los 64 casos que pu¬ 
dieron controlarse la evolucion fue exce- 
lente en 22, buena en 34, y mala en 8. 

Consideramos evolucion excelente la de 
pacientes que gozan de buen estado gene¬ 


ral, urografias normales o con dilatacion 
discreta de los urogramas y quimica san- 
guinea normal. Evolucion buena es la de 
aquellos pacientes que disfrutan de un 
estado general aceptable con pocas com¬ 
plicaciones infecciosas pasajeras, funcion 
renal poco alterada y modificaciones poco 
importantes de la quimica sanguinea; 
siendo el estado compatible con una vida 
activa. Los casos malos corresponden a 
un estado general alterado por diversas 
complicaciones obstructivas e infecciosas, 
urogramas con disminucion importante de 
la eliminacion y dilatacion apreciable uni 
0 bilateral de las urogramas. 

En el Cuadro 12 se exponen los casos 
que fueron estudiados desde el punto de 
vista de las alteraciones en la quimica san¬ 
guinea a fin de evidenciar las descrites 
alteraciones caracterizadas por acidosis 
bipercloremica, hipotasemia e hiperazoe- 
mia. Lo reducido de la estadistica impide 
establecer conclusiones. ■ 

En 5 pacientes estudiados con cuadros 
clinicos sospecbosos, solo se investigo la 
urea sanguinea y la resrva alcalina por no 
poseer maneras de practical' examenes 
mas completes; por 10 menos en 3 casos 
pudo evidenciarse una acidosis marcada y 
en 1, una elevacion importante de la urea. 
En 11 casos examinados mas detenida- 
mente, solo un case, el de E. B. presenta 
un cuadro de acidosis bipercloremica. 

El potasio se encuentra practicamente 
normal en todos los pacientes. Los sodios 
son normales con excepcion del case E. G. 
que exbibe una biponatremia con discreta 
alcalosis. 

Agradecemos al Dr. Marcel Rocbe su 
bondadosa colaboracion en estas investi¬ 
gaciones. 

No quiero finalizar este trabajo sinmen- 
cionar que en los ultimos anos, con el 
proposito de solucionar ciertos problemas 
de la derivacion de orinas, especialmente 
en los casos en que la vejiga y el recto 
estan danados, y el recto no puede servir 
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de reservorio continente; se ha ti'atado de 
crear neo-vejigas a expensas de segmentos 
aislados de intestino delgado 6 grueso, so- 
bre los cuales se implantan los ureteres. Sin 
duda constituyen estos intentos valiosos 
esfuerzos para resolver el delicado prob- 
lema de la derivacion alta de las orinas sin 
caer en la incomoda y desagradable solu- 
cion de la colostomia humeda. 

En Venezuela se ha ensayado la que 
puede llamarse operaeion de Gilchrist v 
Merricks de ingeniosa tecnica que crea una 
nueva vejiga a expensas del eiego y colon 
ascendente, utilizando el ileo teriainal 
como uretra. En esta operaeion se pre- 
tende lograr la continencia gracias a la 
valvula ileo cecal y el antiperistaltismo del 
ileo-terminal; la neo-vejiga asi construida 
es continente hasta una capacidad de 200 
a 300 c.c. pero debe ser vaciada por cate- 
terismo por el mismo paciente. Les ure¬ 
teres son transplantados al segmento cdlico 
aislado por las tecnicas habituales. 

La operacidn ha sido practicada en 2 
ocasiones en Venezuela; Cuadro 13. La 


primera vez en San Cristdbal en el Hos¬ 
pital Vargas por los Dres. F. Romero Lobo 
y Ernesto Santander, en un caso de fistula 
grave vesico-recto-vaginal de origen ob- 
stetrico, este caso ha evolucionado muy 
bien y su condicidn despues de 3 anos es 
excelente desde el punto de vista clinico, 
radioldgico y de su quimica sanguinea. El 
2 caso fue practicado en el Servicio de 
Urologia del Hospital Vargas de Caracas, 
en una paciente con cloaca vesico-recto- 
vaginal consecutiva a un neo del cuello 
uterino grado 3 tratado por radiaciones. 
La neo-vejiga funciono a cabalidad pero 
la paciente murid al 30 dia del post-opera- 
torio por caquexia y acidosis. 

Este trabajo es el resultado de largos 
anos de pacientes estudios de los problemas 
de una cirugia neuva entre nosotros. Ha 
sido posible gracias a la bondadosa y and- 
nima colaboracidn de numerosos cirujanos 
que ofrecieron con desinteres sus casos y 
su experiencia para la estructuracidn de 
este analisis de un important problema 
quirurgico. 


. . . The influence of wishes is shown by the fallacies committed, which all lend 
in one direction. When a man adds up an account, he is much more likely to make 
a mistake in his favor than to his detriment; and when a man reasons, he is more 
apt to incur fallacies which favor his wishes than such as thwart them. And so it 
comes that, in the study of nominally abstract thinkers, it is their mistakes that give 
the key to their personality 



Editorial 


Meniere^s Syndrome 


AT the last meeting of the American 
ZA Medical Association it was sug¬ 
gested that bj'- the year 2000, be¬ 
cause of the surging, onward rush of new 
medical discoveries, man would die of 
boredom. 

The otolaryngologist, however, need not 
be concerned with that dire prophecy, be¬ 
cause he will be working just as hard then 
as now trying to solve an enigma that 
seems almost insolvable. The enigma is 
Meniere’s syndrome. 

In 1861, Prosper Meniere, a French 
physician, described the syndrome, and 
nothing, so far as the symptoms ax’e con¬ 
cerned, has been added to his original ob¬ 
servations, which were colorful, decidedly 
readable and unmarred by footnotes, 
bibliographic lists or other dreary aca¬ 
demic furniture. 

Meniere recounted the history of a 
young woman who spent the night riding 
on top of a stagecoach, exposed to a cold, 
drizzling rain, there being no room for her 
within. She contracted a severe cold that 
was accompanied by persistent vertigo, 
deafness and vomiting. The vertigo was 
aggravated by any movement of the body. 
After five days of illness the girl died. At 
necropsy a bloody exudate was observed 
in the semicircular canals. 

This was before Pasteur established the 
bacterial origin of disease, so Meniere in¬ 
correctly concluded that his patient’s 
death was due to hemorrhage within the 
semicircular canals. We know now that 
the girl died of purulent labyrinthitis. Un¬ 
til Meniere’s time, vertigo was considered 
to be of intracranial origin, but this keen 


observer proved that it could be due to in¬ 
volvement of the inner ear. 

Meniere’s syndrome is the name given 
to a group of symptoms in which vertigo, 
nerve deafness and tinnitus predominate. 
The nerve deafness may be either uni¬ 
lateral or bilateral, and the loss of hearing 
is variable, ranging from slight diminu¬ 
tion to total deafness. Most of the attacks 
of vertigo occur without previous warn¬ 
ing and often are terrifying in their inten¬ 
sity. The attacks may be accompanied by 
nausea and vomiting. In most instances 
objects whirl about the patient or the pa¬ 
tient rotates about the objects. He may 
fall suddenly to the ground, or if in bed, 
he grasps the sides, as he has the sensa¬ 
tion of being thrown to the fioor. 

Many afflicted with the syndrome get 
well without treatment. Others may have 
intervals of ten or twenty years between 
attacks. Many may have several attacks at 
short intervals and never have another. 

Various forms of treatment have been 
used. One of the earliest medicaments 
employed was sodium bromide, which still 
is one of the best. Nicotinic acid, the salt- 
free regimen, ammonium chloride and 
catheterization of the eustachian tubes 
seems to be of benefit. 

One of the most lasting forms of treat¬ 
ment in severe attacks is histamine given 
intravenously for several successive days. 
It is a hospital procedure, and medication 
is given drop by drop over a period of 
several hours. It requires infinite patience 
on the part of both the physician and pa¬ 
tient, but the results are well worth it. 

It would not be difficult to arrogate to 
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oneself that section or hemisection of the 
eighth nerve is a positive cure, but that is 
a dogma not borne out by facts. In most 
patients, if they live long enough, bi¬ 
lateral nerve deafness develops, and no 
one can he sure which side causes the 
vertigo. If unilateral deafness is present, 
the vertigo may come from the opposite 
ear, which may be in the earliest stage of 
deafness and as yet not perceptible. 

At present section of the eighth nerve 
is in eclipse, but other operations are in 
the ascendant that destroy the function of 
the inner ear. One is electrocoagulation 
of the labyrinth, and another is evulsion 
of the membranous horizontal semicircular 
canal and the utricle. 

These new operations seem quite dras¬ 
tic as measures taken to relieve conditions 
that time generally relieves. A patient 
may have the classic group of symptoms 
of the syndrome, and this may be due in 
part to cardiovascular disturbance or dis¬ 
ease of the central nervous system. 


It is quite easily forgotten that the race 
is not always to the swift. 

The best advice, for which the patient 
will be eternally grateful, i.s to tell him 
that it the diagnosis of Meniere’s syn¬ 
drome is correct, the attacks are never 
fatal, no matter how terrifying, .".nd that 
nearl.v everyone recovers in time, at lea.st 
from the major rttacks. 

No one has been more ou’.-iieken again.st 
unnecessary operations th.^n Dr. Jlax 
Thorek He has at his lOii ,und a pro.se 
both flexible and disci"'”, i. and the last 
sentence of his editori.’! i. the August Iflo.o 
issue of the Journal oi the International 
College of Surgeons .should be taken to 
heart by every surgeon; “It will do us no 
harm to I’O reminded, repeatedly if nei> 
saiy, th it the patient’s welfare ‘ iki.- 
precedence over both theory an ' skill.’’ 

John J. Rainey, JI.D., 

F.A.C.S., F.I.C.S. 

Troy, New York 


Whoever dies in the full tilt of his ainhitions is hiiricd olive, mid ivhni-ior snr- 
vives his hopes and fears is dead, iinlniricd. Death for us is all «c haic missed, 
all the periods and planets «c have not lived in, all the countries ue hate not visited, 
all the books we have not read, all the einolions and experiences we have not had. 
all the prayers ue have not prayed, all the battles we haie not fought. Every re- 
striction, negation is a piece of death. 



New Books 


Books Received.—The following books 
have been received by the Editor; they 
will be reviewed critically as space and 
facilities permit. Omission of more ex¬ 
tended review, however, is not to be 
taken as criticism of the merit of the 
book. 


Legal Medicine, Pathology and Toxicology. 
By Thomas A. Gonzales, Morgan Vance, Mil- 
ton Helpern, and Charles J. Umberger. 2nd 
ed. New York, Appleton-Century-Crofts, Inc., 
1954. Pp. 1349. Profusely illustrated. 

Les Vomissements du Nourisson: Etude 
critique. Diagnostic etiologique. Indications • 
therapeutiques. Par Emilio Roviralta. Edi¬ 
tion revue et augmentee par I’auteur en 1952. 
Adaptation frah^aise de Bernard Duhamel, 
d’apres la traduction de Edouard Del Castil¬ 
lo Japuolot. Paris, Editions Medicales Flam- 
marion, 1952. Pp. 236. Ulus. 

Technique de la Chirurgie du Sympathique 
et de ses Infiltrations. Par 0. Lambret, P. 
Razemon, et P. Decoulx. 4e ed. Paris, G. 
Doin & Cie, 1S53. 115 figures et 4 planches. 

Cystites Inveterees et Algies Pelviennes, 
leur Traitement par Infiltrations Anesthesi- 
ques et Neurotomies Chirurgicales. Par Ray¬ 
mond Darget et Rolland Ballanger. Paris, 
Masson & Cie, 1954. Pp. 118. Ulus. 

El Dranaje en Cirugia. Por Domingo Prat. 
Montevideo, Imprenta Rosgal, 1954. Pp. 166. 
Ulus. 

Aspectos Quirurgicos de la Estasis Biliar. 
Por J. Pi-Figueras, con V. Artigas y A. 
Llaurado. Madrid, Asociacion Espanola de 
Cirujanos, n.d. Pp. 155. Ulus. (Ill Congreso 
Nacional de Cirugia, Granada, Septiembre 
de 1953). 

La Aortografia Abdominal. Por Ramon 
Carillo, Raul F. Metera, y Juan de Dulacska. 
Buenos Aires, Lopez & Etchogoyen, S.R.L., 
1954. Pp. 114. Ulus. 

Sindromi Dolorose dopo Interventi Gastri- 
ci e loro Terapia Chirurgica. Per Luigi Leo- 
poldo Bracca. Torino, Minerva Medica, 1952. 
Pp. 178. Plates. 

Thorakoskopische Eingriffe am Nerven- 
system. Von E. Kux. Stuttgart, Georg Thie- 
me, 1954. Pp. 130. 48 Teils mehrfarbigen 
Abbildungen. 


Pratique de L’intubation intra-tracheale 
en Anesthesie. Par Henri Gibert. Paris, G. 
Doin & Cie, 1953. Pp. 188. 39 figures. 

Pheochromocytoma and the General Prac¬ 
titioner. By Joseph L. DeCourcy and Cor¬ 
nelius B. DeCourcy. Cincinnati, DeCourcy 
Clinic, 1952. Pp. 165. 

The Year Book of Obstetrics and Gynecol¬ 
ogy, 1954-1955. Ed. by J. P. Greenhill. Chi¬ 
cago, Year Book Publishers, 1954. Pp. 544. 
Abstracts. 

Anuario Bibliografico Peruano de 1949- 
1950. Ed. by Alberto Tauro. Lima, Biblioteca 
Nacional, 1954^ Pp. 427. (Ediciones de la 
Biblioteca Nacional-IX.) 

A general bibliography. I. Books and pam¬ 
phlets. II. Periodicals. III. Bio-bibliogra¬ 
phies. IV. Bib. of librarianship. Fully in¬ 
dexed, with cumulative contents of the 
series. 

Part I contains a section on medical 
sciences. 

Hugh Roy Cullen, a story of American 
Opportunity. By Ed Kilman and Theon 
Wright. New York, Prentice-Hall, 1954. Pp. 
376. Ulus. Biography of a distinguished 
medical benefactor. 

Diseases of the Skin, for Practitioners and 
Students. By George Clinton Andrews. 4th 
ed. Phil, and London, W. B. Saunders Co., 
1954. Pp. 877. 777 illus. 

La Valvola Mitrale: Aspetti anatomic!, 
fisiologici, clinic! e chirurgici. Per Michele 
A. Chiechi e Charles P. Pailey (sic). Roma, 
Pensiero Scientifico Ed., 1954. Pp. 561. Illus. 

The History of the Samaritan Free Hospi¬ 
tal, with an Appendix on the London Hos¬ 
pitals and infirmaries. By Arnold Whitaker 
Oxford. Cambridge, W. Heffer & Sons, Ltd., 
1931. Pp. 96. 

Patologia del Estomago Operado: II Con¬ 
greso Argentine de Gastroentoerologia, Mar 
del Plata, 13-18 de Abril de 1953. Contribu¬ 
tors from Sociedad de Gastroenterologia de 
Buenos Aires, Asociacion Argentina de Ra- 
diologia, and Sociedad Medica de Mendoza. 
Buenos Aires, Ed. Universitaria, 1954. Pp. 
482. Illus. 

Verhandlungen der Deutschen Gesell- 
schaft fiir Chirurgie, 70 Tagung, 7-11 April 
1953. Berlin, Springer Verlag, 1953. Pp. 768. 
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BOOKS REVIEWED 

Demonstrations of Physical Signs in Clin¬ 
ical Surgery. By Hamilton Bailey, with the 
assistance of Allan Clain. Baltimore: The 
Williams and Wilkins Company, 1955. Pp. 
456, with 681 illustrations. 

This twelfth edition by a master teacher 
will need little introduction to physicians in 
the United States. Mr. Bailey’s method . 
presentation and style of writing have i»». !< 
his works exceedingly popular with ct 
young and old. Between these pages )•• 
found no redundant rubbish or fus^ 
retical quarrels. 

The color reproductions are mere ■! in 
number and are of excellent quality. 1 < bool¬ 
ean be recommended unreservedly. 

Philip Thop.ek, V o. 

Intracranial Hematomas of Irauiuntio 
Origin. By Pedro Larghero and others. Ti .>n- 
lated into French by C. Couimuul I'.u''. 
Masson et Cie, 1955, Pp. 254, wph 114 ilL.-i 
trations. 

The author of this volume is a pro^e^=•o^ .f 
surgery at the University of Montevi')- ). of 
seemingly vast experience in the field ot 
matic surgery. For twenty years he has b>'fen 
a surgeon of the emergency service of inf 
Maciel and Pasteur Hospitals in Monievide<. 
Ten years as consultant surgeon at th<‘ In¬ 
stitute of Traumatology brought him to con¬ 
sider craniocerebral trauma as the rno%t dif¬ 
ficult emergency and the most burdened by 
diagnostic errors, as well as by difficulties in 
treatment and in prognosis. No two cranial 
injuries are exactly alike! 

In 1944 Dr. Larghero began an analy^i.- <.f 
his clinical files, his operative records and the 
autopsy reports of many patients with skull 
injuries since 1930. From tho analysis of 
cases, followed through until today and from 
the bibliography consulted he has reached a 
certain number of conclusions with regard to 
prognosis, the causes of death, and the treat¬ 
ment of head injuries. 

The material dealt with in this book is 
divided into four main parts: 

The first is devoted to general ideas ^on 
pathologic anatomy, physiopathology^ the im¬ 
portance of anamnesis and the cause.s of mor¬ 
tality. This part takes about 11 pages. The-- 
second part deals with extradural hemaf- •• 
Here the author describes in 72 pages ali 
clinical forms of the lesion, and iU i- 


genesis He also refer.'* to the I'lequency. tho 
mortality rate, tho niiatomcpatliologie char¬ 
acter of the imuiy. its various ehiiioal forms; 
its symptoms, lumbar puncture, localisation 
of the hematoma; treatment, and postoperative 
follow-up. 

The third part doscrihos the subdural liema- 
toma. In this chapter are descriptions of clini¬ 
cal fuims. diagnostic aids, pathogone^iis, treat¬ 
ment and postoperative care. .All this i.s very 
well pi -ented in about 111 pages Part •! 
deals h intraceiebral liemaloma.s which are 
equalU well described and exceedingly di- 
dacti.- 

Ea« b chapter of the book ha i bibliographic 
list. fi the opinion of ti''. reviewer, the 
French edition, W’ell wiotea and adeiinately 
illustrated, will be useful to all physicians who 
treat emergency traumatisms, since quick 
diagnosis of an intracranial hcnintoma may 
save the life of many an injured person. 

Harry FouimncR, M.P. 


La mnlndic kystique clu foie (fois polyky- 
stique, kystes solitaires cl’origine.s liillnlro). 
By R. Poinso, H. Monge.s and H. Payan. Un 
volume. Expansion Scientifique Francaisc, 
1955. 

Cystic disease of tho liver has been the miIi- 
ject of research to an extent out of proportion 
to its frequency in practice. Tho very easQ 
with which tho occasional case may bo i>vor- 
looked for ycnr.s, only to turn up at autopsy or 
as a coincidental observation at opeialiun, is 
a basis for the inlere.st it arouses. Another 
.source of intcre.it is tho embarrassment caused 
when the cystic enlargement i.s confidently but 
■erroneously diagno.sed a.s cancer. As soon as 
»ii- surgeon encounters such a case he .sets out 
to investigate, and often in the midst of this 
he happens upon an additional case or two. 
After discussion with hi.s confreres, still 
others come to light. In the experience of the 
individual observer, the instances arc usually 
.solitary and are apt to be reported cither 
singly or in small groups. The report is often 
amplified by a bibliographic review’. Through 
this proces.s an enormou.s amount of literature 
has accumulated upon the subject. 

Without att ' ;o unveil the'^''*L'int 
past (hepatic -ivd 

wTitings of FL 
•other an' ' 
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disease and the distinction between parasitic 
and nonparasitic hepatic cysts were not made 
clear until well into the nineteenth century. 
Sir Humphrey Davy Rolleston, the British 
authority on diseases of the liver, began his 
studies of cystic disease of the liver in the 
early nineties. These investigations culminated 
in a comprehensive article published in the 
second edition (1912) of his classic textbook, 
Diseases of the Liver and Biliary Passages. 
Despite the fact that pathologists were dif¬ 
ferentiating parasitic and nonparasitic cysts 
at least as far back as the middle of the nine¬ 
teenth century, confusion still exists in the 
minds of many practitioners. The monograph 
here reviewed deals only with nonparasitic 
cysts. There are 139 pages of text and 19 illus¬ 
trations. There is a brief but illuminating in¬ 
troduction that clarifies the whole question of 
cystic disease of the liver. A historical sketch 
covering the modern period precedes the main 
discussion. 

The body of the work consists of three chap¬ 
ters. The first of these is devoted to etiologic, 
pathologic anatomy and pathogenic factors. 
Cystic disease of the liver, in its broadest 
sense, is classified as follows: 

A. Parasitic cysts 

B. Cysts with epithelial lining 

1. Epidermoid 

2. Biliary 
(Polycystic liver) 

(Solitary cyst) 

C. Cysts with endothelial lining 

1. Hemongiomas 

2. Lymphangiomas 

D. Pseudocysts (without true walls) 

1. Traumatic 

2. Following “serious hepatitis” 
(Gaetani). 

This study is concerned chiefly with cystic 
disease of true biliary origin: (a) the poly¬ 
cystic liver and (b) solitary cyst of the liver. 
Of the various conceptions as to cause, only the 
theory of dysembryoplasia seems sufficiently 
clear cut to warrant more academic discussion. 

The pathologic anatomic picture, both mic¬ 
roscopic and gross, is described in great de¬ 
tail, since many of the cases cited have not 
been published. All sizes and formations are 
described, from pinhead multilocular cysts to 
solitai’y lesions large enough to fill the 
abdomen. 

The second chapter deals with symptoms 
and diagnosis. Cysts of many types are de¬ 
scribed in terms of their clinical manifesta¬ 


tions, which range from complete latency to 
the extreme hepatomegaly usually mistaken 
for cirrhosis or malignant tumor. Differentia¬ 
tion of parasitic from nonparasitic cysts on 
the basis of semiology is discussed. Paucity of 
symptoms and great chronicity are character¬ 
istic. The pros and cons of diagnostic aspira¬ 
tion are discussed. The concomitance of cystic 
disease of the liver and polycystic kidney is 
accorded due importance. The coexistence of 
cysts of the pancreas and cysts of the lungs 
has been noted, but not frequently enough to 
be considered more than coincidental. 

Therapy is the subject of the third chapter. 
The treatment is exclusively surgical. The dif¬ 
ferent indications, methods and results are 
lucidly described. The bibliography, 10 pages 
long, is practically complete from 1910. The 
authors refer the reader to P. Garsaux, Dii 
gros foie polylcystique, {These de Paris 1913), 
for references prior to that date. 

Although Messrs. Poinsi, Monges and 
Payan draw freely from the literature, their 
work is a refreshing departure from the 
stereotyped style that often characterizes 
monographs of this kind. A study of its pages 
is highly rewarding. 

Ulysses Grant Dailey, M.D. 

Thoracic Surgery. By Richard H. Sweet. 
2nd ed. Pp. 381, with 159 illustrations. 

The book consists of 11 chapters including 
the surgical anatomy of the thorax, technical 
considerations, incisions, operations on the 
thoracic wall, operations of the pleural cavity, 
operations on the lung, operations within the 
mediastinum, benign operations of the esopha¬ 
gus, operations for malignant lesions, ab¬ 
dominal operations thru thoracic incisions, 
and surgery of the diaphragm. The sui'gical 
anatomy is excellently described, however 
leaving much to be desired in regard to the 
illustrations. I feel the text could be en¬ 
hanced with the illustrations of chapter 1, in 
association with the anatomy described rather 
than at the end of the chapter. In all the 
other chapters the di'awings are well inte¬ 
grated with the text. 

An excellent portion of the chapter on lung 
surgery outlines the comparison of procedures 
in pneumonectomy and lobectomy. The treat¬ 
ment and prophylaxis of complications are 
well covered. 

Aside from a small paragraph on page 9 
covering esophageal varices, there is nothing 
else mentioned regarding surgical considera¬ 
tion or technic. 
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The text is well recommended for general 
surgeons, surgical residents, thoracic sur¬ 
geons, and advanced medical students. 

Jerome J. Moses, M.D. 

Surgery of Small and Large Intestine; A 
Handbook of Operative Surgery. By Charles 
W. Mayo. Chicago: The Year Book Publish¬ 
ers, Inc., 340 pages with 94 illustrations, 4 
sections. 

This text is very concise, thorough and ex¬ 
plicit and is extremely well organized. Sec¬ 
tion 1 deals with diet, instruments and 'nci- 
sions; Section 2, with the small intt 'ine; 
Section 3, with the colon, and Section 4 with 
the rectum and anus. The sections ai ' defi¬ 
nite in an-angement and format, starting with 
blood supply, lymphatics and anatomy. The 
benign conditions are next discussed; then 
the inflammatory lesions, obstructive lesions, 
and malignant lesions. 

The plates are clear and have been well 
integrated with the text. 

The book is excellent for surgeons, resi¬ 
dents and medical students in general, for 
many reasons. It is clear and concise; it 
avoids statistics, varied procedures and con¬ 
troversial types of therapy; it deals strictly 
with surgical technic. This is a real thumb¬ 
nail compendium on the surgical treatment of 
the bowel from duodenum to rectum, and no 
doctor’s library should be w'ithout it. 

Jerome J. Moses, M.D. 

Chirurgie de la rate (Surgery of the 
Spleen). By Jean Patel. Paris: Masson et 
Cie, 1955. Pp. 368, with 99 illustrations. 

This well-bound book is one more excellent 
surgical monograph added to the collection of 
Prof. Henri Mondor. The subject matter is 
divided into two main parts. The first part 
describes surgical operations perfonned on 
the spleen and its blood vessels. In this section 
many technics of splenectomy are described 
according to the condition of the spleen (sple- 
nenomegaly, adhesions, perisplenitis, etc.), 
and various types of portocaval anastomosis 
are presented. 

In the second part the author describes fully 
the diseases and syndromes necessitating some 
type of operation on the spleen. This includes 
the acute abdominal .syndromes resulting from 
rupture of the spleen, from torsion of its ped¬ 
icle or from ruptures of aneurysms of the 
splenic arterj’. Here, also, the problems of the 
surgeon confronted with extensive infection 


of the spleen, with blood di'^e.'.-' idated to 
hjTierspleen or with tumors of tlu-. organ. 

In every chapter of the book the lo is a prac¬ 
tical plan of description: first, the complete 
pathologic picture of the splenic disease under 
consideration: second, what rc-.ults may bo 
expected from surgical treatment in the given 
case; third, the indications for surgical inter¬ 
vention, and fourth, what results are lil.ely to 
occur from the particular type of op,->ration 
chosen. 

There is an abundance of matenal 

and a generous bibIiograph\ Tire ix ok i'j a 
“must” for anv surgeon interc'-ted m '-urgital 
treatment of the .spleen. 

Harrv ’ I RNIER, M D 

The Exchange and Uisorption Agents in 
Medicine: The Concept of Intestinal Bio¬ 
nomics. By Gustave J. Martin. Boston; Lit¬ 
tle, Brown & Companv, 1954. Pp. 333, witli 
15 line drawings and 11 photographs. 

This book is a useful contribution to 
knowledge of the use of ion evcharn.■'« end 
chelating agents for therarcutic u^e The .‘•im- 
plicity of the author’s o.cplnnation of the 
mechanism of ion adsorption of resins is to be 
recommended to phy.sician.s seeking informa¬ 
tion on these relatively new agents Tli- 
bibliography is extensive and comp!-'l. ' i. • 
will be helpful to the researcher in t’m-. ' 

There are some minor flaws: (* i p O', 
Table 1, the normal phosphate conc*'n’ on 
in blood (10 mg. per hundred cubi'' . nti- 
meters) is twice the m .ximum ii'iinlh -m- 

mended for normal serum of bloi d, . ne 

normal sodium serum levels given on pi. '5 
(134 to 141 milliequivalents) arc below Iho'-e 
generally recognized (137 to 150>. 

Dr. Martin has pioneered work in the u-ic 
of resins for therapeutic uses, and muth of 
the current knowledge is due to his work His 
optimistic opinion that those agents could bo 
used over long period.s must at present be 
viewed with caution. The fact that experi¬ 
ments on animals and even on human beings 
did not show symptoms of avitamino.^i-j or 
other nutritional deficiencies cannot be held 
in absolute favor of protracted long use of 
these agents, since the lack of one or more 
of variou.s factors may produce effects not 
recognizable by clinical or labf'*"’tory means. 

In conclusion, ‘‘'d and 

clearly written b- ’ 

in the library of . 
the use'^^of exchanges 
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Babcock’s Principles and Practice of Sur¬ 
gery. Edited by Karl C. Jonas. Philadelphia: 
Lea & Febiger, 1954. Pp. 1,500, with 1,006 
illustrations and 10 color plates. 

The name of Wayne W. Babcock has been 
and is respected and revered in surgical cir¬ 
cles. His pioneer work in surgery, his influ¬ 
ence on the thousands who have attended Tem¬ 
ple University, where he taught for so many 
years, and his numerous contributions to the 
surgical literature have endeared him to all 
and created for him a permanent niche in sur¬ 
gical history. 

Most elder surgeons have in their libraries 
the earlier editions of this work, which is now 
a classic. The new edition, edited by Dr. Karl 
C. Jonas with the aid of fifty-five able con¬ 
tributors, will be of immense value to the stu¬ 
dent, the young surgeon and all who are in¬ 
terested in the advancement of surgery. 

The contributors have brought the work up 
to date, and it is authoritative. The various 
chapters are presented in terse and informa¬ 
tive fashion. The illustrations are excellent, 
as were the illustrations embellishing the 
original work of Dr. Babcock. 

There is a comprehensive and well-edited 
index. The printing and binding are excel¬ 
lent. 

The work can be highly recommended to 
students and surgeons of every degree of ex¬ 
perience. 

Max Thorek, M.D. 

Hernia. By Chester B. McVay. A mono¬ 
graph in the Pictorial Surgical Techniques 
Sei'ies, edited by Alton Ochsner. Springfield, 
Ill.: Charles C Thomas, Publisher, 1955. Pp. 
40, with 19 illustrations. 

Dr. McVay is a known authority on matters 
pertaining to hernia and the monograph is a 
distinct addition to the libraries of both stu¬ 
dents and surgeons. 


Hernias of all types are described. The book 
begins with diaphragmatic hernia and ends 
with a discussion of lumbar and pelvic her¬ 
nias. 

The illustrations are satisfactory and are 
placed on the left-hand side of the page, while 
the reading matter germane to the subject— 
including therapy—is directly opposite. Thus 
the diagrams are thoroughly integrated with 
the text. 

The monograph is highly recommended for 
both students and surgeons. 

Jerome J. Moses, M.D. 

Wiederbelebung. By H. Kilian and A. 
Donhardt. Stuttgart: Georg Thieme, Verlag, 
1955. Pp. 320, with 93 illustrations. 

This work is based on sound physiologic 
principles and lucidly analyzes the special 
problems of resuscitation. It deals in a con¬ 
densed form with all that is of major im¬ 
portance with regard to the cause of the re¬ 
spiratory, circulatory, cerebral, renal and 
other complications of asphyxia, and the 
logical methods of treating them, from the 
use of the most elementary emergency equip¬ 
ment to the complete resources of a modern 
hospital. 

The resuscitation of children is particu¬ 
larly well handled. Special attention is paid 
to the management of the respiratory and 
circulatory problems that arise in infants 
and children. 

This is an excellent book and one of the 
best written on the subject. It is easy to 
read, and the text is interestingly presented. 
Even the non-specialist in the field of respir¬ 
atory exchange should be able to comprehend 
and treat all forms of resuscitation after 
reading this book. The illustrations, dia¬ 
grams and photographs are clear and simple. 

It should be translated into the major lan¬ 
guages so that all physicians may have ac¬ 
cess to its contents. 

Terttu Kosunen, M.D. 


Man is the only animal that laughs and weeps; for he is the only animal that is 
struck -^vith the difference betiveen "what things are, and what they ought to be. 

—Hazlitt 
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Carcinoma in Situ of the Uterine Cervix. 
Morton, D.; Zeldis, L., and Monk, A., West. 
J. Surg., Gynec. & Obst. 71:185, 1955. 

An increasing number of cases of early car¬ 
cinoma of the cervix are being discovercti 
today, chiefly because of the use of the vaginal 
smear. Of 12 such cases discovered at H'‘'or 
General Hospital in the last two year^- ' ir- 
ing which time the smear technic ha i)ecn 
available, 8 were discovered solely by means 
of the smear. This procedure should h'-comc 
a routine in every doctor’s office. 

In order to establish or exclude the diag¬ 
nosis of carcinoma in situ it is necessary to 
remove a cone from the cervix for complete 
sectioning and study. In the study of 22 pa¬ 
tients in whose cases this diagnosis was origi¬ 
nally assumed, the cone I'evealed invasive can¬ 
cer in 6 when the original biopsy did not. In 
all of the additional 7 patients invasion was 
observed when the removed tissues were 
studied. Ordinary biopsies are insufficient to 
make the diagnosis. 

Treatment must depend upon establishment 
of the diagnosis. If the carcinoma is limited 
to the surface lining, not including endocervi- 
cal glands or submucosal plugs, almost any 
form of treatment will prove sufficient. Cervi¬ 
cal resection is recommended for the young 
who desire children, and simple total hy.stcrec- 
tomy for all others. Radium therapy is satis¬ 
factory if operation is contraindicated. In 
pregnant women, true carcinoma in situ can 
be left untreated until the pregnancy has been 
terminated and the condition of the cervix 
assured. 

Edsiund Lissack, M.D, 

Gynecolog}'; Surgical Techniques, By 
Robert J. Lov.'rie. Springfield, III.: Charles 
C Thomas, Publisher. Pp. 523. 

This is the second volume on gynecclogr by 
Lowrie and is devoted entirely to snrgicr-I 
technics. In its preparation oS contnbn:cr? 
from the United States, Canada and Enjrl?.i:a 
participated. Practically every gyreee’r.dc 
operation is described and illustrated AH 
contributors are leading surgeons. s-T.i thry 
have prepared chapters on subjecti= ■trhjnh 
they have a special interest. In 
•''tances the same operative prcociare 
seated by two or more gyT:ecT'L'’r:fts 
their technics differ. 


In luldition to pui’oly jryncci'lojMf op(‘i'ii- 
tion.s, there arc r(Mitril)ittiun^ I'Miieortuiig sur¬ 
gical procedures in rel.'ilcd fielils, Mieh us 
urology and inte.sUnal surgeiv. A i'‘u 
tions dcu'i'ihed and illuslrati’fl nr. at iu*-ietif 
extremely diffiriili to perform ae I le. • 
collent teamwork irom spen dl\ 'd p.-r- 
sonncl In this category an- luiilinn, 
operatjons foi vesicovaginal ' 'i <»r cani- 
iiom.'l of the ceivix and (la ' i lianaplanla- 
tion of ihc ureter.s into ) ...■-) ind pti-iia 

operations on the fall ■ (uli- \‘i l.mo 
goes on, more and n cMurologlsta 

will acipiiro the iv’.' uv Icchnii' for Ihi-u- 
opcr.'itiona, all of ul , h are described In I bin 
book.' 

In spile -f the large mimher of eontrlliuP i 
the text ■ nmootldy written. The iliu 
arc nimi- rous, beautiful and jj. imk 
they should be iu a booh t . urra al I'l linie 
I.owrio is to be congratulroed on liavlng pro¬ 
duced an exceptional work. T)w publiaher 
also dc.scrvo great credit for having 
T>?i«t»nd lHo5** nfirf mnsf KiifiKfnoffirif* 
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The authors concluded that urethane-treated 
patients are no better off than are similar pa¬ 
tients treated with roentgen therapy alone. 
If the latter is not available or if the disease 
is too far advanced for such treatment, ure¬ 
thane may improve the patient’s physical and 
mental outlook for a maximum of four months. 

Triethylene melamine was used in the treat¬ 
ment of 7 patients with advanced nasopharjni- 
geal carcinoma. No indication was observed 
that could recommend it for treating any type 
of carcinoma. 

Cl.aude M. Warren, M.D. 

Complications Following Surgerj" for Be¬ 
nign Anorectal Lesions. Anderson, R. E., 
Pontius G. V., and Witkowski, L. J., J.A.M.A. 
159:9, 1955. 

The complications of anorectal surgery are 
for the most part due to disregard of refine¬ 
ments in technic and inadequate postoperative 
control. 

Drawing from a personal experience with 
5,000 cases, the authoi-s have classified as 
complications the following conditions: (It 
fecal impaction, (2) hemorrhage, (3) e.xcessive 
pain, (4) infection, (S') outlet stenosis, (O') 
incontinence, (7') mucocutaneous fistula, (S') 
alteration of mucocutaneous junction, (9) 
pruritus and (10') anal ulceration. Each is 
discussed as to prevention and management. 

Not listed as a separate postoperative com¬ 
plication but accompanying each and all of 
them is the emotional component that looms 
so forcefully in this particular group of 
patients. Unaccountable delay in the return of 
local comfort and function frequently results 
in despondencv, fear and resentment that seem 
at first blush unreasonable when one considers 
the scope of the surgical procedure and the 
benign lesion that reouired it. Probably no 
physiologic function is the object of more 
dii-ect and indirect emotional attention than 
is defecation. With the possible exception of 
cancerophobia, the fear of incontinence is 
uppei’most in the minds of all persons facing 
anorectal operations. 

Reassurance to the patient and anticipation 
of his acquaintance with the rumors, half- 
truths and sordid tales of “loss of control” 
following anorectal surgery are necessary and 
valuable aids in management. 

This comprehensive article is an eloquent 
and timely protest against the frequently en¬ 
countered notion that anorectal procedures 
are minor and easy. 

Thomas Wilensky, jM.D. 


The Importance of Technique in Chole¬ 
cystectomy. Glenn, F., Surg., Gynec. & Obst. 
101:201, 1955. 

Cholecystectomy is probably one of the most 
frequently performed operations in the United 
States. The indications are that the majority 
of operations on the biliary tract are per¬ 
formed in a great number of small hospitals 
bj' a large number of surgeons with a wide 
range of capability. 

Injury of the common duct and residual 
remnant of the cj'stic duct, both the result 
of technical errors, are the two most frequent 
causes of failure in this field. 

Surgical injuiy to the common bile duct is 
so serious an accident that Glenn has devoted 
much thought to the study of its production. 
In securing details of the operative procedures 
in which the common duct was injured, he 
was impressed by his failure to encounter a- 
single instance in which the injury occurred 
when the dissection was carried from the 
fundus toward the cystic duct. Half of the 
injuries to the common duct were produced 
by surgeons of considerable operative ex¬ 
perience; in Glenn’s opinion, therefore, cho¬ 
lecystectomy is safest when the gallbladder 
is dissected from its bed toward the common 
duct and the cystic duct divided only after 
its juncture with the common duct has been 
clearly vizualized. He advises that not more 
than 5 mm. of cystic duct be left. If the 
remnant is greater it may enlarge and harbor 
gallstones, with the production of crippling 
symptoms. 

Roentgen visualization of the common bile 
duct in patients whose gallbladders have been 
removed has recently aid°d greatly in demon¬ 
strating a suspected remnant of the cystic 
duct. 

Thomas Wilensky, M.D. 

Villous Tumors of the Colon and Rectum. 
Hines, M. 0., Hanley, P. H., and Schramel, 
R., Southern M. J. 48:891, 1955. 

Villous tumors of the colon and rectum are 
rather rare tumors that present a problem in 
management. In the authors’ opinion these 
tumors, because of their gross appearance and 
clinical behavior, must be considered a dis¬ 
tinct clinical entity. They generally have a 
greater malignant “potential” than do ade¬ 
nomatous polyps. 

The treatment of these tumors is divided 
into five categories: (1') local excision and 
fulguration; (2) local incision and suture 
closure; (S') segmental resection; (4) abdom- 
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inoperineal resection, and (5) a pidl-through 
procedure. 

In all cases the entire tumor should be sub¬ 
mitted to the pathologist in order that an ex¬ 
act diagnosis may be made. If invasion has 
occurred, the most radical procedure is indi¬ 
cated. 

Swinton expressed the opinion that, al¬ 
though fulguration or excision of the adenoma 
is usually not followed b}* recurrence, the ’ 
cidence of recurrence is high if villous tui-' 
are treated in this fashion. He ad’.c 
some type of resection. 

Trimpi, in discussing this paper, sa t 
these tumors not onlj* should be con icd 
premalignant but should be considered ‘.'g- 
nant when treatment is decided upon. 

M, 0. Can’TOH. V r- 

Cystic Duct Remnant, A Sequela of 
plete Cholecystectom 3 ’. Glenn, F., and J m- 
son, G. Jr., Surg., Gynec. & Obst. lOj Zh 
1955. 

The authors review all cholecy^tectoniie.^ 
performed at the New York Hospital-Corneil 
Medical Center over twenty-two years, a total 
of 3,862. Thirteen patients, or 0 33 per cent, 
were reoperated upon for symptoms ; '•‘rib- 
uted to a long.cvstic duct. During the i^-'ir.ie 
period, 22 patients were operated upon loi 
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5. All cases should be carefully studied and 
evaluated before surgical correction i.s under¬ 
taken. 

M. 0. CANTor., I‘t 


That man is unhappy indeed, who in all his 
tion, who in the ecstasy of love, or in llic doligli 
able to say: It is attained. Such momeiils of ins 
which have no higher function than to renew ih 

This is the heroic age itself, though wc kiiou il 
simplest and oI)scurest of men. 
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